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Agenda
• 2016 Marketplace Enrollment

– Current federal poverty levels: For Marketplace and Medicaid
– Applicable %’s
– QHP Contracting; Need to update HHS ECP List
– Summary of Benefits and Coverage (SBCs)
– Open Enrollment; Auto-Reenrollment
– Data matching: Marketplace and Medicaid coverage

• Indian-specific cost-sharing protections
– Structure of federal financial assistance for coverage through a Marketplace
– Eligibility
– Referrals

• Medicaid Expansion
• Resolving Problems: Filing Complaints
• Sponsorship

– Success Stories 
– Joint Initiative: Direct Service Tribes and Self-Governance Tribes (DST – SGT)
– Options for Implementation: Steps and contract language options
– Analysis of (1) Sponsorship Options and (2) Employer Options
– Caution: Match But Don’t Mix Employer Actions and Tribal Sponsorship

2



Acronyms
Acronyms:

• IHCP: Indian health care provider, sometime referred to as I/T/U

• I/T/U: IHS, Tribe, Tribal health organization, urban Indian organization

• THO: Tribal health organization

• ACA: Patient Protection and Affordable Care Act

• PTCs: Premium tax credits 

• APTCs: Advanced payment of premium tax credits

• CSRs: Cost-sharing reductions

• CSVs: Cost-sharing variations

• IHS: Indian Health Service

• HHS: (Federal) Department of Health and Human Services

• CMS: Centers for Medicare and Medicaid Services, HHS

• CCIIO: Center for Consumer Information and Insurance Oversight, CMS/HHS

• QHP: Qualified Health Plan

• FFM: Federally-Facilitated Marketplace

• ECP: Essential community providers
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Accessing ACA and 
Federal Regulations and Guidance

• Affordable Care Act (ACA)
http://housedocs.house.gov/energycommerce/ppacacon.pdf

• Code of Federal Regulations (CFR) 
http://www.ecfr.gov/cgi-bin/ECFR?SID=7f8540b42be198e365873efe5f15dcb8&page=browse

• Guidance document: CCIIO 2015 Issuer Letter
http://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/2015-final-issuer-
letter-3-14-2014.pdf

• Tribal Self-Governance Advisory Committee materials
http://tribalselfgov.org/health-reform/webinars/
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2016 Marketplace Enrollment



Applicable Federal Poverty Level (FPL) Guidelines 

• When determining eligibility for PTCs and CSRs through a Marketplace for 2016 
coverage year, 2015 FPL will apply throughout the 2016 coverage year 

– Including for eligibility determinations made during the open enrollment period for 2016—
November 1, 2015, through January 31, 2015.  

• For Medicaid eligibility determinations, 2015 FPL currently applies and will 
continue to apply until HHS issues 2016 FPL Guidelines in early 2016
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Applicable FPL Guidelines:
Alaska and Other States 
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Applicable Percentages 

• Several provisions in the ACA have automatic annual adjustments:
– Calculating the amount of premium tax credits (PTCs)
– Determining whether individuals qualify for an income-based exemption from the 

shared responsibility payment
– Determining whether employer-sponsored health insurance is considered affordable
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Applicable Percentages 
• Applicable Percentage Contribution (for Premium Tax Credit Calculations)

• Affordability Percentage (Required Contribution Percentage for Affordability Determinations)

• Required Contribution Percentage (for Calculating Affordability of Employer Offer of 
Coverage)
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QHP Contracting Requirements and 
Need to Update Entry on HHS ECP List

• In FFM states, QHPs must meet contracting requirements regarding IHCPs
– QHP must include 30% of essential community providers (ECPs)

– QHP must make good faith contract offer to IHCPs in QHP’s service area

– Contract offer must include the contents of the QHP (Indian) Addendum

• https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-
Marketplaces/Downloads/Model_QHP_Addendum_Indian_Health_Care_Providers
_04-25-14.pdf

• HHS maintains the “HHS ECP List”, which includes IHCPs 
– https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Marketplaces/Downloads/FINAL-non-exhaustive-

HHS-List-of-ECPs-for-PY-2016.xlsx

• HHS intends to discontinue ECP write-in process for QHPs
– ECPs must be on the HHS ECP List

– ECP entries must be up to date 

• Between October 23, 2015, and November 23, 2015, CMS plans to make Website 
available for ECPs to update entries

• All IHCPs, even those currently on the HHS ECP List, will have to provide some currently 
missing information in order to remain on the list for benefit year 2017.  
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Requirement for QHP Issuers to Provide “Summary of Benefits 
and Coverage” for Each “Zero” and “Limited” CSV

 Prior to 2016 open enrollment (i.e., October 2015), QHP issuers are to make 
available a Summary of Benefits and Coverage (SBC) document for each QHP 
variation.
 An SBC is to be prepared and made available for each “zero” cost-sharing plan variation and each 

“limited” cost-sharing plan variation, as well as for the CSVs available to the general population.
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Open Enrollment - 2016

• American Indians and Alaska Natives meeting the definition of Indian under the 
Affordable Care Act, and their family members, are able to enroll in a Marketplace 
all year

• For FFM, plans (QHPs) and prices will be available to view October 19, 2015

• Initial Open Enrollment dates for 2016 coverage year are: 

– November 1, 2015: Open Enrollment starts

– December 15, 2015: Last day to enroll in or change plans for new coverage to 
start January 1, 2016

– January 1, 2016: 2016 coverage starts for those who enroll or change plans by 
December 15, 2015

– January 15, 2016: Last day to enroll in or change plans for new coverage to 
start February 1, 2016

– January 31, 2016: 2016 Open Enrollment ends for general population
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Auto – Reenrollment in Marketplace Coverage

Re-enrollment changes for 2016 coverage year:
1. Establishing eligibility for 2016 advance payments of the premium tax credit 

(APTC) and income-based cost-sharing reductions (CSRs) using the most 
recent family income data available and updated 2016 qualified health plan 
(QHP) prices in contrast to the 2015 plan year, when 2014 APTC and CSRs were 
generally carried forward.

2. Discontinuing APTC and income-based CSRs for enrollees who do not comply 
with the requirement to file a tax return and reconcile APTC for tax year 2014.

3. Sending the first group of passive reenrollment transactions to issuers before 
the start of 2016 OEP.

• For a current enrollee who does not return to an FFM to submit an application and 
select a plan by December 15, 2015, the enrollee will be auto-reenrolled in a plan 
for 2016 coverage year:

https://www.cms.gov/CCIIO/Resources/Regulations-and-
Guidance/Downloads/2016AutoReenrollmentBulletin16.pdf

http://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/annual-
redeterminations-for-coverage-42215.pdf
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Data Matching: Medicaid and Marketplace Coverage

• CMS will conduct periodic data matches to identify consumers who may be 
enrolled in Medicaid or CHIP coverage and a Marketplace plan with APTC or CSRs.

• If they are enrolled in Medicaid/CHIP coverage and Marketplace coverage, CMS 
will send them a notice instructing them to act immediately to end their 
Marketplace coverage with APTC or CSRs.

• If consumers enrolled in Medicaid or CHIP coverage also are enrolled in a 
Marketplace plan with APTC or CSRs, the tax filers likely will have to pay back all or 
some of the APTC received for the Marketplace plan for the months following their 
Medicaid or CHIP eligibility determination.

• Enrollees in the following states will not receive notices in this round of data 
matching: AK, DE, GA, ME, MI, NJ, OR, SC, TN, and WY

– https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/Periodic-Data-Matching-
FAQ-92815.pdf
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2015 FFM Enrollment #’s for Individuals 
Meeting Definition of Indian under ACA

Meet ACA's 
Definition of Indian

% of Indian 
Applicants

% of Indian 
Enrollees

Applications Submitted to the Marketplace (at least one individual on application meets "Indian" criteria)
Number of applications submitted 34,153

Number of Indian individuals on applications submitted 125,822

Average number of Indian individuals on each application 
submitted

3.7

Determinations Made by Marketplace
Individuals determined QHP eligible without CSR 42,028 50% 50%

Individuals determined QHP eligible with CSR 41,626 49% 49%
Individuals determined Medicaid Eligible 799 1% 1%

Individuals determined not eligible for QHP 335 0% 0.4%
Total determinations 84,788 67% 100%

Qualified Health Plan Selections (by  cost-sharing reduction (CSR) type)
01: No CSR 3,713 3% 14%

02: Income based (AI/AN only) 18,030 14% 69%
03: Non-income based (AI/AN only) 3,916 3% 15%
04 - 06: Standard income based CSR 597 0.5% 2%

Total Indians enrolled in coverage through FFM 26,256 21% 100%

Indian Enrollment in FFM, 2015 
(as of February 2, 2015)

Full CCIIO report is available on TribalSelfGov.org Website at 
http://tribalselfgov.org/wp/wp-content/uploads/2015/06/CCIIO-FFM-AI-AN-Enrollee-
Counts-2015-REVISED-data-as-of-02-22-20.pdf
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Indian-Specific Cost-Sharing 
Protections



Structure of Federal Financial Assistance 
for Coverage through a Marketplace
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Source and Distribution of Funding for Marketplace Coverage, 2015
- American Indian or Alaska Native Family -

Three-person household; annual income of $69,265 (350% FPL)
(national average; bronze-level coverage; three Marketplace enrollees)
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sharing reductions
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Cost-Sharing Variations
 QHP issuers are required to offer each QHP with a range of CSR packages, referred 

to as cost-sharing variations (CSVs).

 Two of the CSVs are Indian-specific.

 Under the Federally-facilitated Marketplace (FFM), the following CSV codes 
(Variant Component ID) are used:
– 00 - Non-Exchange variant 
– 01 - Exchange variant (no CSV) 
– 02 - Open to Indians between 100% and 300% FPL (“zero” CSV)
– 03 - Open to Indians of any income level (“limited” CSV)
– 04 - 73% AV Level Silver Plan CSV 
– 05 - 87% AV Level Silver Plan CSV 
– 06 - 94% AV Level Silver Plan CSV

 Marketplace eligibility determination letters might—or might not—contain these 
CSV codes indicating which CSV applies to each Marketplace applicants.

http://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/companion-
guide-for-ffe-enrollment-transaction-v15.pdf (Page 36)
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Eligibility Criteria for Indian-Specific Cost-
Sharing Protections

                45 CFR § 155.350(a) Special eligibility standards and process for Indians. 
* 45 CFR § 155.350(a) Eligibility for cost-sharing reductions.
** 45 CFR § 155.350(b) Special cost-sharing rule for Indians regardless of income.
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Accessing Indian-Specific Cost-Sharing Protections

• TSGAC Webinar on Indian-specific cost-sharing protections
– http://sgce.taopowered.net/health-reform/webinars/webinar-indian-specific-cost-sharing-

protections-updates-on-federal-policies-and-implementation/

• When enrolled in family coverage through a Marketplace—

– Cost-sharing protections for the whole family are based on the least generous 
cost-sharing protections that any one family member is eligible 

• If one family member is eligible for Indian-specific “02” or “zero cost-
sharing protections” and another family member the “05” cost-sharing 
protections, the family is eligible for the “05” protections

– But, only if enrolled in a silver-level plan (not bronze level)

– If some family members meet the ACA’s definition of Indian and some do not, 
enroll in separate plans

• e.g., enroll one in an “individual” “02”plan; enroll three family members 
in a “family” plan  with “05” protections 
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“03” Cost-Sharing Protections 
and Referrals

ACA Section 1402(d) SPECIAL RULES FOR INDIANS.—

(1) INDIANS UNDER 300 PERCENT OF POVERTY.—If an individual enrolled in any qualified 
health plan in the individual market through an Exchange is an Indian (as defined in section
4(d) of the Indian Self-Determination and Education Assistance Act (25 U.S.C. 450b(d))) whose 
household income is not more than 300 percent of the poverty line for a family of the size 
involved, then, for purposes of this section—

(A) such individual shall be treated as an eligible insured; and
(B) the issuer of the plan shall eliminate any cost-sharing under the plan.

(2) ITEMS OR SERVICES FURNISHED THROUGH INDIAN HEALTH PROVIDERS.—If an 
Indian (as so defined) enrolled in a qualified health plan is furnished an item or service directly by
the Indian Health Service, an Indian Tribe, Tribal Organization, or Urban Indian Organization or 
through referral under contract health services—

(A) no cost-sharing under the plan shall be imposed under the plan for such item or 
service; and
(B) the issuer of the plan shall not reduce the payment to any such entity for such item or 
service by the amount of any cost-sharing that would be due from the Indian but for 
subparagraph (A).

(3) PAYMENT.—The Secretary shall pay to the issuer of a qualified health plan the amount 
necessary to reflect the increase in actuarial value of the plan required by reason of this 
subsection.

https://www.healthcare.gov/where-can-i-read-the-affordable-care-act/
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Comparison of Indian-specific CSVs

Benefit of Indian-specific CSVs
 100 percent cost-sharing protections under both CSVs, with important caveats.

Caveats for both Indian-specific CSVs
 Cost-sharing protections apply only to essential health benefits (EHBs)
 Prior authorization
‒ A QHP’s prior authorization requirements still apply under “02” and “03” CSVs.
‒ If the QHP’s prior authorization requirements are not met by the enrollee, the plan can deny 

making any payment—or make only partial payment—for the service.

 With closed panel QHPs, no CSR for out-of-network providers.
Caveats for “03” / “limited” CSV
 “Referral for cost-sharing”
‒ To secure CSR under “limited” CSV when a service is provided by a non-IHCP, a patient must 

receive a referral from an IHCP / THO (either before or after the service is provided).

 Risk of balance billing
‒ Non-network providers may charge a patient an amount above the QHP’s agreed upon 

payment rates.
‒ - When this occurs, the cost-sharing amounts are waived, but the patient 
‒ is billed a “balance billing” amount by the provider.
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Form and Process for “Referrals for Cost-Sharing”

• THOs have authority to issue a referral for cost-sharing in the form the 
THO chooses, within the guidelines issued by CCIIO. 

– Some THOs are issuing referrals for cost-sharing as (1) forms, (2) emails, and/or (3) 
cards.

– THOs distinguish between “authorizations” for payment by a P/RC program and a 
“referral” for cost-sharing purposes. 

• THOs are encouraged to work with QHP issuer on an agreed upon process
for documenting a “referral for cost-sharing”.

– Requirements placed on a THO by QHP issuer should be no more restrictive 
(or burdensome) than is provided for in the CMS May 9, 2014, guidance 
document.
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Resolving Problems:
Filing Complaints



Filing Complaints with Marketplace

• CCIIO encourages all enrollees and providers to work with QHP issuers directly 
to resolve disputes.

• If problems and disputes are not resolved with QHP, complaints are to be filed 
with FFM through Health Insurance Casework System (HICS)  [45 C.F.R. § 156.
1010]
– Examples of potential complaints that are appropriate to file with the FFM include: 

the wrong cost-sharing amounts being charged an enrollee; the QHP not offering 
contracts to IHCPs; or the QHP charging the wrong insurance premium amount.

– “Appeals” of an “alternative benefit determination” by a QHP are to be filed with 
the QHP.

‒ Call FFM Contact Center (1-800-318-2596) to register a complaint. 
‒ The complaint may be filed by enrollee or someone authorized to interact 

with the Marketplace on enrollee’s behalf. At this time, there does not appear 
to be an ability to file a complaint through the HealthCare.gov Web site.

‒ State-based Marketplaces to establish similar process.

‒ An individual may also wish to contact the state’s insurance 
regulator to file a complaint.
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Medicaid Expansion



Sponsorship

of Tribal members by Tribes
in Health Insurance Coverage 

through a Marketplace



Sponsorship of Tribal Members 
in Marketplace Coverage

• Tribal Self-Governance circulated a briefing memorandum on Tribal Sponsorship 
through a Marketplace (dated January 12, 2015)

• A series of Success Stories are shown on TSGAC website
– http://tribalselfgov.org/health-reform/success-stories/

• TSGAC conducted a Webinar on Sponsorship on March 18, 2015
– http://tribalselfgov.org/health-reform/webinars/

• Other TSGAC Webinars include additional information on Sponsorship
28
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Joint Initiative: DST - SGT

• In May 2015, the first joint meeting of the Tribal Self-Governance Advisory Committee 
to IHS and the Direct Service Tribes Advisory Committee take place

• One initiative generated is the “DST-SGT Joint Initiative on Sponsorship”

– Goal of Joint Initiative is to ensure that each Tribe, no matter where on the direct 
service – self-governance spectrum, is able to use a portion of the congressional 
IHS appropriation for the Tribe for the purpose of Sponsorship of Tribal members

– Tribe has authority whether to conduct Sponsorship of Tribal members or not

• DSTs, SGTs and IHS are working towards creating a set of tools to facilitate Sponsorship, 
including—

– Contract language options for authorizing Sponsorship by Tribes

– Agreement with IHS that a portion of funds currently managed by IHS can be 
transferred to Tribe to conduct Sponsorship

• Or Tribe can use appropriations and 3rd party revenues the Tribe is managing

– Potential for Area IHS to report on aggregate revenues generated at IHS facilities                   
from Tribes’ sponsorship of Tribal members through a Marketplace
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Tribal Option:
Steps to Sponsor Tribal Members

The Tribe, along with IHS, could implement the following steps to initiate sponsorship 
of Tribal members in Marketplace coverage –
• Insert “sponsorship” language in existing Tribe-IHS contract / funding agreement
• Identify funding source for Sponsorship program, such as–

– For Direct Service Tribes: Purchased/Referred Care (PRC) program or H&C 
funds controlled by IHS

– For Self-Governance Tribes: Appropriations or third party revenues
• Indicate amount of funding required in Year 1
• Tribe establishes enrollee eligibility criteria for Sponsorship program 
• Transfer funds to Sponsorship program
• Enroll initial tribal members

Suggestion is to move quickly to establish Sponsorship program, but start as a pilot 
and build capacity and expertise over time.
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Standard Language Authorizing Sponsorship 
of Tribal Members in Marketplace Coverage

• The following language has been reviewed and agreed to by central IHS 
for use in funding agreements to authorize Sponsorship of Tribal 
members in Marketplace coverage  –

“The Contractor is authorized to expend funds made available 
pursuant to this Contract and program income, including Medicare 
and Medicaid income, received by the Contractor in carrying out the 
programs under the Contract, for the purpose of purchasing health 
benefits coverage, in accordance with 25 U.S.C. §1642, in 
furtherance of the general purposes of the Contract.”

• The authority for Sponsorship is contained in section 402 of the Indian 
Health Care Improvement Act, which was enacted as a component of the 
Affordable Care Act in 2010
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Standard Language Authorizing Sponsorship 
of Tribal Members in Marketplace Coverage

• A series of analyses are currently being conducted on options for 
Sponsorship

– Analyses are being developed with a range of Tribes and will help 
facilitate the Tribe’s decision making

– Analyses will be shared with all Tribes to provide examples of the 
potential results of conducting Sponsorship

• In addition, a series of analyses are being conducted on Employer Options 
under the Affordable Care Act

– Analyses are being developed with a number of Tribes to assist Tribe 
in determining how best to meet the employer requirements under 
the ACA and to maximize resources under the ACA

– These analyses also will be shared with other Tribes
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Options for Tribes, as
Employers and Tribal Governments

Tribal Employer: 
ACA Requirements / Options

For Full-Time Employees:
Option 1: “PLAY”

• Offer and pay for health insurance 
for full-time (FT) employees

• Offer health insurance for 
dependents
– No requirement to contribute

• No requirements for spouses
Option 2: “PAY”

• Pay $2,000 for each FT employee  
to federal government

Tribal Government: 
Marketplace “Sponsorship” Option

For Tribal Members:
• Insert standard “sponsorship” 

language in Tribe-IHS contract / 
funding agreement

• Identify funding, such as–
– Purchased/Referred Care (PRC) Program
– Third party revenues

• Establish enrollee eligibility criteria 
for “sponsorship” program 

• Transfer funds to program
• Enroll initial tribal members
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Employers Are Prohibited from Paying 
Premiums of Employees in Marketplace

Tribal Employer: 
ACA Requirements / Options

For Full-Time Employees:
Option 1: “PLAY”

• Offer and pay for health insurance for 
full-time (FT) employees

• Offer health insurance for dependents
– No requirement to contribute
– No requirement for spouses

Option 2: “PAY”

• Pay $2,000 for each FT employee  to 
federal government

Tribal Government: 
Marketplace “Sponsorship” Options

Sponsor Tribal Members:
• Insert standard “sponsorship” language 

in Tribe-IHS contract / funding 
agreement

• Identify funding, such as–
– Purchased/Referred Care (PRC) 

Program
– Third party revenues

• Establish enrollee eligibility criteria for 
“sponsorship” program 

• Transfer funds to program
• Enroll initial tribal members

• Tribal employers and other employers are not permitted to pay for premiums 
of employees enrolled in coverage through a Marketplace.

– Fine of $100 per day per employee.

• Tribes, as employers, have option to “play” or “pay” for FT employees.
• Tribes, as governments, have option to “sponsor” tribal members.

34



Insurance Status and Distribution of 
Uninsured Active Users: Billings Area

# %
Medicaid 16,013 22%
Medicare 6,244 9%

Private/Other* 15,685 22%
Uninsured 34,825 48%

TOTAL 72,767 100%

Totals

* Includes persons eligible for services at Department of 
Veterans Affairs.

Sources:  CMS Navigator Insured & Uninsured Active User 
Population Located on Tribal Reservations - Billings Area, April 
30, 2015

IHS USER POPULATION, BY INSURANCE STATUS 
BILLINGS AREA: April 2015

Insurance Status # %*

0 - 137% FPL 14,278 41%
138% - 400% FPL 14,627 42%

400%+ FPL 5,920 17%
TOTAL 34,825 100%

UNINSURED IHS USER POPULATION, BY INCOME
 BILLINGS AREA: April 2015 (estimate)

Income (as a percentage of 
federal poverty level)

Totals

* Percent based on statewide breakdown of all uninsured 
AI/ANs in Montana.

Sources:  CMS Navigator Insured & Uninsured Active User 
Population Located on Tribal Reservations - Billings Area, April 
30, 2015; U.S. Census Bureau, 2011-2013 3-Year American 
Community Survey.
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Possible?
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Doable.

Program Component $'s
Percentage 

Increase
Facilities $25,500,000

Purchased/Referred Care $12,000,000
Total IHS Budget $37,500,000

ACA Related Net New 
Revenues $23,868,678 64%

Total  $61,368,678

IHS Appropriation
(excluding public health functions)
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SOURCE:  Federally-Facilitated Marketplace, 2015, Billings, Montana.
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- American Indian or Alaska Native Family -

Three-person household; annual income of $25,727 (130% FPL)
(Billings, Montana; bronze-level coverage; one 40-year-old enrollee)

Enrollee cost-
sharing

Federal cost-
sharing
reductions

Enrollee premium
contribution

Federal premium
payments

Cost-
sharing: 
40% of 
total

Premiums:
60% of
total

If employer “assessable payment”, 
total net federal contribution: 
$4,746 - $2,000 = $2,746; 55% of total.

Total federal 
contribution: 
$4,746; 
94% of total
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SOURCE:  Analysis of Kaiser Family Foundation, "Analysis of 2015 Premium Changes in the ACA's Health Insurance Marketplaces", September 
2014, Issue Brief. 
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AI/AN enrollment in bronze-level plans: premiums, cost-
sharing, and average health care expenditures

$0

$2,000

$4,000

$6,000

$8,000

$10,000

$12,000

$14,000

One
Enrollee

Two
enrollees

Three
enrollees

Per
enrollee
average:

Three
enrollees

One
Enrollee

Two
enrollees

Three
enrollees

Per
enrollee
average:

Three
enrollees

One
Enrollee

Two
enrollees

Three
enrollees

Per
enrollee
average:

Three
enrollees

One
Enrollee

Two
enrollees

Three
enrollees

Per
enrollee
average:

Three
enrollees

$0 $0 $0 $0
$1,780 $1,051 $322 $107

$2,465
$4,931 $4,435

$1,478 $2,465
$4,931

$7,396

$2,465
$4,366

$8,731

$13,097

$4,366
$2,585

$7,680

$12,774

$4,258
$1,900

$3,801

$8,662

$2,887 $1,900

$3,801

$5,701

$1,900

$25,727 (130% FPL)                               $39,580 (200% FPL)                           $69,265 (350% FPL)             $87,706 (440% FPL)

Distribution of Funding - Marketplace Enrollment:
American Indians and Alaska Natives, 2015

(family of 3; bronze-level coverage; by income; by number of enrollees)

Total Enrollee Costs Federal Financial Assistance

SOURCE:  Analysis of Kaiser Family Foundation, "Analysis of 2015 Premium Changes in the ACA's Health Insurance Marketplaces", September 
2014, Issue Brief. 
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