
IN THE UNITED STATES COURT OF FEDERAL CLAIMS

Premera Blue Cross, LifeWise Health Plan of 
Washington and LifeWise Health Plan of 
Oregon,

Plaintiffs,

v.

The United States of America,

Defendant.

Case No.  17-1155C

Judge Griggsby

FIRST AMENDED COMPLAINT

Premera Blue Cross, LifeWise Health Plan of Washington and LifeWise Health Plan of 

Oregon (collectively, “Premera” or “Plaintiff”), by and through their undersigned attorneys, 

bring this action against Defendant, the United States of America (“Defendant,” “United States,” 

or “Government”), and allege as follows:

INTRODUCTION

1. Premera brings this action to obtain payment of amounts owed by Defendant 

pursuant to the mandatory payment obligations under the risk corridors program prescribed in 

Section 1342 of the Patient Protection and Affordable Care Act (the “Affordable Care Act” or 

“ACA”) and its implementing federal regulations. 

2. The ACA represents a significant change to the way in which health insurance 

coverage is provided to individuals and small groups in America, with the aim being to provide 

affordable health insurance coverage to all Americans.  To that end, the ACA precludes health 

insurance companies from denying coverage to enrollees or their dependents based on pre-

existing conditions and from pricing insurance coverage based on health status or medical 

history.  (See 42 U.S.C. §§ 300gg-300gg-4 (2015).)
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3. Individuals and small groups may purchase coverage under the ACA via health 

plans that are sold on either federally-facilitated marketplaces or state-based marketplaces 

(sometimes a state-based marketplace on a federally-facilitated information technology platform) 

(the “Exchanges”).  The United States Department of Health and Human Services (“HHS”), 

through its Centers for Medicare and Medicaid Services (“CMS”), certifies plans sold on the 

federally-facilitated marketplaces, and the ACA delegates to states the authority to certify plans 

that are sold on state-based marketplaces.  (42 U.S.C. § 18031.) Section 1334 of the ACA also 

authorizes the United States Office of Personnel Management (“OPM”) to oversee a multi-state 

plan program to offer coverage across multiple states via multi-state plans (“MSPs”). (42 U.S.C. 

§ 18054(a).) Plans that are certified by the appropriate state or federal authority and sold on the 

ACA Exchanges, including MSPs, are collectively referred to herein as “Qualified Health Plans” 

or “QHPs”.  The health insurance companies that offer QHPs to eligible insureds on the ACA 

Exchanges are referred to herein as QHP issuers.

4. ACA reforms impose significant risk, cost, and uncertainty on participating health 

insurance companies, which, absent any counterbalancing measures, would translate to increased 

premiums and threaten the ACA goal of affordable healthcare.  To counterbalance the risk, cost, 

and uncertainty, the ACA includes a number of provisions intended to encourage participation in 

the ACA Exchanges and induce affordable pricing by QHP issuers.  Such risk-offsetting 

elements of the ACA include the payment of subsidies to low-income insureds, penalties on 

individuals for failure to obtain coverage, and policies designed to stabilize risk born by 

participating QHP issuers.  

5. The ACA’s risk stabilization policies—which are commonly known as the “three 

Rs,” i.e. the temporary reinsurance program, the temporary risk corridors program and the 
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permanent risk adjustment program—were implemented to prevent a “premium death spiral,” 

whereby higher premium rates caused by inherent uncertainty in the new markets discourage 

participation by healthy individuals, leaving a relatively unhealthy and, therefore, more risky and 

expensive risk pool that, in turn, drives prices up higher and further discourages participation by 

healthy individuals, as well as health insurance companies.  

6. Of the three risk stabilization policies, the risk corridors program is the subject of 

Premera’s claims here.  The risk corridors program was intended to stabilize premiums by 

requiring the Government to share in health insurance companies’ profits or losses beyond 

specified thresholds.  The ACA established the risk corridors program to operate during the early 

years of ACA implementation when the number and relative health of newly insured populations 

under the ACA could not be known by participating QHP issuers, and the expectation was that 

the newly insured populations would represent greater risk.  The risk corridors program is a 

temporary program, obligating the Government to make payments during the first three years of 

operation of the ACA Exchanges, calendar years (“CYs”) 2014 to 2016. 

7. Premera is one of the largest health insurers in the Pacific Northwest.  Premera 

created, priced and sold QHPs in Alaska, Oregon and Washington during all three years of the 

risk corridors program.  But for Premera’s efforts, there would have been few or no options for 

health insurance coverage in the Pacific Northwest, and premiums for enrollees would have been 

substantially higher.

8. Between the enactment of the ACA in 2010 and the launch of the Exchanges on 

January 1, 2014, Premera designed and priced QHPs to be sold on the Exchanges.  Premera 

knew from experience gained during the period of Washington State health care reform in the 

late 1990s and early 2000s that there is increased risk in providing health insurance coverage to a 
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previously uninsured population on a guarantee issue-basis.  The reforms in Washington that 

were developed and designed to provide coverage to previously uninsured populations in the 

1990s and early 2000s yielded a market that eventually collapsed under its own weight and 

Premera sustained significant losses.  Thus, Premera understood that the reforms contemplated 

under the ACA would require market stabilization programs in order for the ACA Exchanges to 

avoid the same fate that had been endured in connection with the state-based reforms in 

Washington.  Consistent with the plain terms of the ACA, its regulations, and the assurances 

provided by CMS and HHS, Premera understood that the United States would annually share in 

losses from the sale of QHPs according to the statutory risk corridors formula in place during CY 

2014, CY 2015 and CY 2016. 

9. The financial protections that the Government provided in the statutory premium-

stabilization programs, including the mandatory risk corridors program, provided Premera with 

the assurance, backed by federal law and the full faith and credit of the United States, to become 

a QHP issuer in Oregon, Washington, and Alaska, and to price its QHPs at competitive rates, 

despite the significant financial risks posed by the uncertainty in the new healthcare markets.  

10. Based on its actual allowable costs, Premera is entitled to a risk corridors payment 

from the Government of $13,074,536 for its 2014 QHPs, $65,135,255 for its 2015 QHPs and 

$40,816,652 for its 2016 QHPs.

11. The United States has repeatedly admitted that it is obligated to pay the full 

amount of risk corridors payments owed to Premera for CYs 2014-2016.  Nevertheless, the 

United States has breached its statutory and contractual obligations to make full risk corridors 

payments and, in so doing, has also violated Premera’s constitutional rights under the Fifth 

Amendment and violated the implied covenant of good faith and fair dealing.  For CY 2014, the 
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United States paid roughly 12.6 percent of the amounts due any QHP insurer, including Premera. 

Although the United States paid a portion of the amounts owing for CY 2014 one and two years

later, it still has not paid $10,885,146 due for CY 2014.  The United States has paid nothing for 

CYs 2015 or 2016. 

12. This action seeks damages from the Government of $116,837,053, which 

represents the amount of risk corridors payments that the Government still owes to Premera for 

CY 2014 plus amounts owed for CY 2015 and CY 2016 under the mandatory statutory risk 

corridors payment program. 

PARTIES

13. Plaintiff Premera Blue Cross is a nonprofit corporation organized under the laws 

of the state of Washington and based in Mountlake Terrance, Washington.  Premera is registered 

as a health care service contractor in the state of Washington and a hospital and medical service 

corporation in the state of Alaska.  Premera offered health insurance coverage through certified 

QHPs on a federally-facilitated exchange in Alaska for CYs 2014-2016 – doing business as 

“Premera Blue Cross Blue Shield of Alaska” – and on a state-based exchange in Washington for 

CYs 2014-2016.

14. Plaintiff LifeWise Health Plan of Washington (“LWWA”) is a wholly-owned 

subsidiary of Premera Blue Cross.  LWWA is a nonprofit corporation organized under the laws 

of the state of Washington and based in Mountlake Terrance, Washington.  LWWA is registered 

as a health care service contactor in the state of Washington and offered health insurance 

coverage through state-approved health plans on a state-based exchange in Washington for CYs 

2014-2016.
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15. Plaintiff LifeWise Health Plan of Oregon (“LWOR”) is a wholly-owned 

subsidiary of Premera Blue Cross.  LWOR is a for profit corporation organized under the laws of 

the state of Oregon and based in Mountlake Terrace, Washington.  LWOR offered health 

insurance coverage in Oregon through state-approved health plans on a state-based exchange for 

CY 2014 and a state-based partnership exchange with the federal government for CYs 2015-

2016.

16. Defendant is the United States of America.  HHS, an Executive Agency of the 

United States Government, has been tasked with administering the risk corridors program set 

forth in Section 1342 of the ACA.  HHS has delegated its responsibility to CMS.

JURISDICTION AND VENUE

17. This Court has jurisdiction over this action and venue is proper in this Court 

pursuant to the Tucker Act, 28 U.S.C. Section 1491(a)(1), because Premera brings claims for 

damages over $10,000 against the United States founded upon the Government’s violations of a 

money-mandating Act of Congress and a money-mandating regulation of an executive 

department, the Government’s breach of an express and implied-in-fact contract with the United 

States, the Government’s breach of the implied covenant of good faith and fair dealing and the 

Government’s taking of Premera’s property in violation of the Fifth Amendment of the 

Constitution.

18. The actions and/or decisions of the Government at issue in this lawsuit were 

conducted on behalf of the Defendant United States within the District of Columbia. 

FACTUAL BACKGROUND

A. Risk Corridors Statutory Framework

19. The ACA required QHP issuers on the newly-formed Exchanges to navigate 

health insurance reforms while attempting to predict healthcare costs for the new population of 
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individuals about which the QHP issuers had no information or experience as well as offer 

coverage to anyone irrespective of health status (i.e., guarantee issue).  As a result of this 

uncertainty, QHP issuers faced significant challenges in setting premium rates. 

20. The three Rs, including the risk corridors program, were included in the ACA to 

address these uncertainties, promote participation in the newly-formed ACA Exchanges, and 

encourage affordable pricing of QHPs.  

21. Recognizing the risk and uncertainty facing participating QHP issuers, CMS 

explained at the outset that the risk corridors program would operate by requiring “the Federal 

Government and [QHP issuers] to share in profits or losses resulting from inaccurate rate setting 

from 2014 to 2016.”  (78 Fed. Reg. 15,409, 15,412 (March 11, 2013).) The risk corridors 

program was designed to protect QHP issuers such as Premera by allowing them “to lower rates 

by not adding a risk premium to account for perceived uncertainties in the 2014 through 2016 

markets.”  (Id. at 15,413.)

22. The payments owed to a QHP issuer under the risk corridors program are based 

on the ratio of the QHP issuer’s “allowable costs,” on the one hand, and a “target amount,” on

the other hand.  (Pub. L. No. 111-148 § 1342 (codified at 42 U.S.C. § 18062).) Section 1342(c) 

defines allowable costs as “an amount equal to the total costs (other than administrative costs) of 

the plan in providing benefits covered by the plan.”  (Id. at § 1342(c)(1)(A).) Section 1342(c) 

defines target amount as “an amount equal to the total premiums (including any premium 

subsidies under any governmental program), reduced by the administrative costs of the plan.”  

(Id. at § 1342(c)(2).)

23. Under the ACA, HHS must make payments to any QHP issuer that, for the 

applicable year, had health care costs that were more than three percent greater than the target 
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amount based on aggregate premiums charged by the plan in the applicable year.  Specifically, 

Section 1342 provides in relevant part:

(b) PAYMENT METHODOLOGY, —

(1) Payments out. — The Secretary shall provide under the program 
established under subsection (a) that if —

(A) a participating plan’s allowable costs for any plan year are more than 
103 percent but not more than 108 percent of the target amount, the 
secretary shall pay to the plan an amount equal to 50 percent of the target 
amount in excess of 103 percent of the target amount; and

(B) a participating plan’s allowable costs for any plan year are more than 
108 percent of the target amount, the Secretary shall pay to the plan an 
amount equal to the sum of 2.5 percent of the target amount plus 80 
percent of allowable costs in excess of 108 percent of the target amount.

(Id. at § 1342(b) (emphasis added).)

24. The Government intended the risk corridors program to offer stability to the 

health insurance markets in the early years of ACA implementation, 2014 through 2016, and to 

allow QHP issuers to keep premium rates at affordable levels instead of adding a risk premium to 

account for actuarial uncertainties.  

25. By limiting risk to Premera, the risk corridors program encouraged Premera to 

participate in the ACA Exchanges.  Without the program, Premera faced the possibility of 

significant losses given the unknown demographics of the new enrollees and that uncertainty 

would translate into higher premiums and less affordable health insurance coverage. 

26. For the program to be effective in reducing uncertainty, lowering premium rates 

and stabilizing risk, however, QHP issuers had to trust that the risk corridors payments would be 

made in full. And for the risk corridors program to be effective during the critical early years of 

ACA implementation when insured data is unavailable, QHP issuers had to have confidence that 

the risk corridors payments would be timely made on an annual basis. A risk corridors program 

designed to provide only partial or uncertain payments would fail to serve (i) the risk stabilizing 
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objective of the risk corridors statute or (ii) the goal of the ACA to provide affordable health 

insurance to all Americans. 

27. The risk corridors program also requires QHP issuers that charged higher-than-

necessary premiums to cover their costs to share profits with the Government during the 

transitional period.  Specifically, Section 1342(b)(2) provides that, in such circumstances, the 

health insurer “shall” make payments to the Government.  (Pub. L. No. 111-148 § 1342(b)(2).)

The statutory formula requires payments “in” to the extent a participating plan’s allowable costs 

for any plan year are less than ninety-seven percent of the target amount.  (Id.)

28. Importantly, the risk corridors program is not statutorily designed to be budget 

neutral.  The statutory formula for payments “out” to QHP issuers under the risk corridors 

program is in no way dependent upon, or limited by, the amounts that are paid “in” to the risk 

corridors program by QHP issuers.  There is also no language within the statute, or anywhere in 

the ACA, that requires budget neutrality, specifies the source of funding or otherwise limits the 

payments out of the program to the payments into the program or to other available funding.  

29. Instead, the ACA requires payments owed to QHP issuers under the risk corridors 

program to be calculated according to the profit or loss incurred by each individual QHP issuer,

independent of the profit or loss incurred by other QHP issuers, or the amounts that other QHP

issuers may be obligated to pay into the program.  

30. The risk corridors program is distinct from the other two risk stabilization 

mechanisms under the ACA.  The statutory language governing the risk adjustment and 

temporary reinsurance programs—i.e., the other two of the three “Rs”—either expressly allow 

for or require budget neutrality.  The reinsurance program is statutorily required to be budget 

neutral, and the risk adjustment program statutorily allows for a budget neutral implementation.  
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31. Congress did not impose any limits or restraints on the Government’s ability to 

make the mandatory risk corridors payments to QHP issuers in either Section 1342 or any other 

section of the ACA.

32. Congress also did not limit the HHS Secretary’s obligation to make full risk 

corridors payments owed to QHP issuers, in Section 1342 or any other section of the ACA.  In 

particular, Congress did not condition HHS’s obligation to make full risk corridors payments on 

the availability of appropriations or restrict the ability of HHS to use available funds to make risk 

corridors payments.

33. Congress has not amended Section 1342 since enactment of the ACA. 

34. Congress has not repealed Section 1342 of the ACA. 

35. The Government is thus required to make one-hundred percent of the risk 

corridors payments due to Premera, as mandated by Section 1342 of the ACA.

B. Risk Corridors Regulations and Rulemaking

36. In addition to the statutory directive, since Congress’s enactment of the ACA in 

2010, and into the final year of the temporary program, HHS and CMS have repeatedly publicly 

acknowledged, confirmed, and thereby admitted the Government’s obligations to make full and 

timely risk corridors payments to qualifying QHP issuers via regulations, rulemaking, bulletins 

or other public pronouncements.  These public statements by HHS and CMS were made by 

representatives of the Government who had actual authority to bind the United States.

37. On July 11, 2011, HHS issued a fact sheet, published on HealthCare.gov, stating 

that under the risk corridors program, eligible QHP issuers “with costs greater than three percent 

of cost projections will receive payments from HHS to offset a percentage of those losses.”  

(HealthCare.gov, Affordable Insurance Exchanges: Standards Related to Reinsurance, Risk 

Corridors and Risk Adjustment (July 11, 2011).)
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38. On March 23, 2012, HHS issued implementing regulations for the risk corridors 

program pursuant to Congress’ direction under Section 1342 of the ACA.  (See Pub. L. No. 111-

148 § 1342(a); 77 Fed. Reg. 17,219, 17,251 (March 23, 2012); Standards Related to 

Reinsurance, Risk Corridors, and Risk Adjustment Under the Affordable Care Act, 45 C.F.R. §§

153 et seq. (2013).) The final rule promulgated by HHS provides that “QHP issuers will receive 

payment from HHS” in amounts consistent with those set forth in Section 1342(b)(1) of the 

ACA.  (45 C.F.R. § 153.510(b) (2013) (emphasis added).)

39. The Government also provided assurances to QHP issuers that they would receive 

their risk corridors payments promptly:   

While we did not promise deadlines in the proposed rule, we . . . suggested . . . that HHS 
would make payments to QHP issuers that are owed risk corridors amounts within a 30-
day period after HHS determines that a payment should be made to the QHP issuer.  
QHP issuers who are owed these amounts will want prompt payment, and payment 
deadlines should be the same for HHS and QHP issuers.

(77 Fed. Reg. 17,219, 17,238 (Mar. 23, 2012) (emphasis added).)

40. One year later, on March 11, 2013, HHS confirmed that risk corridors payments 

would not be conditioned on the amounts paid into the program.  HHS published another Final 

Rule that, among other things, included notice of benefit and payment parameters for CY 2014 to 

enable participating insurers to establish their rates for the first year of ACA implementation.  In 

the preamble, CMS stated:  “The risk corridors program is not statutorily required to be budget 

neutral.  Regardless of the balance of payments and receipts, HHS will remit payments as 

required under section 1342 of the Affordable Care Act.”  (Patient Protection and Affordable 

Care Act; HHS Notice of Benefit and Payment Parameters for 2014, 78 Fed. Reg. 15,409, 15,473

(Mar. 11, 2013) (emphasis added).) In other words, consistent with the clear language of Section 

1342, issuers entitled to receive payments under the risk corridors program were supposed to 

receive such payment in full, regardless of the aggregate amount HHS received under the risk 
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corridors program from issuers whose expenditures fell short of the target amount such that they 

were required to pay into the program.

41. CMS also provided that the deadline for the Government to make risk corridors 

payments to issuers whose allowable costs exceeded the target amount “should be the same” as 

the deadline by which issuers with allowable annual costs below the target amount are required 

to make risk corridors payment to the Government.  (77 Fed. Reg. 17,219, 17,238.) CMS 

ultimately imposed a thirty-day deadline for QHP issuers that owe payments under the program 

to make those payments to the Government.  (45 C.F.R. § 153.510(d).) Pursuant to that 

deadline, issuers that owed risk corridors payments to the Government, including Premera’s 

Washington plans in the CY 2014 individual market, remitted those payments to CMS before the 

end of the following year.

42. Nothing in the regulations implemented in 2012 or 2013 limit CMS’s obligations 

to pay QHP issuers the full amount of risk corridors payments due under Section 1342 of the 

ACA.  The Government did not condition CMS’s obligation to make full risk corridors payments 

based on the availability of appropriations or restrict the ability of CMS to use available funds to 

make risk corridors payments.   

C. Regulatory Approval of Premera’s 2014 Qualified Health Plans

43. CMS offered to provide cost sharing subsidies, risk corridors payments, and other 

reimbursements to qualified entities – such as Premera – that agreed to sell and provide QHPs in 

CYs 2014, 2015 and/or 2016, under the terms and conditions set forth in the ACA, its 

implementing regulations, and CMS policy and guidance.

44. Premera accepted CMS’s offer to sell and provide QHPs on the ACA Exchanges.  

45. The ACA imposes certain conditions on QHP issuers.  For example, QHP rates 

and other features must be approved by state insurance regulators according to state and federal 
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law, and QHPs must be certified for compliance with the federal requirements governing QHPs.  

In states that choose to operate their own ACA Exchange, as Washington and Oregon have done, 

state officials running the Exchange certify the QHPs for compliance with the federal QHP 

requirements.  In states for which the federal government operates the ACA Exchange, such as 

Alaska, CMS certifies the QHPs for compliance with the federal QHP requirements.

46. Premera entered into QHP Agreements with federal and state authorities for the 

purposes of certifying Premera’s QHPs and allowing Premera to sell QHPs in Washington,

Oregon and Alaska. Premera also entered into Multi-State Plan Program Plan Participation 

Agreements (“Participation Agreements”) authorizing the Blue Cross Blue Shield Association 

(the “BCBSA”) to act as Premera’s authorized agent to contract with OPM and bind Premera in 

connection with Premera’s participation in the Multi-State Plan Program in Alaska and 

Washington. The BCBSA then entered into annual contracts with OPM (the “MSP Contracts”) 

as the authorized agent of Premera. Premera also entered into annual Memoranda of 

Understanding (“MOUs”) with the BCBSA requiring Premera to provide true, correct and 

complete information by way of attestations to the BCBSA or OPM for purposes of entering into 

the final MSP Contracts with OPM.  Pursuant to these agreements, Premera participated in the 

Multi-State Plan Program and sold multi-state QHPs on the Washington state-based Exchange 

and the Alaska federally-facilitated Exchange.  

47. Premera submitted its QHP rates for 2014 to Alaska state regulators for review 

and approval on April 29, 2013 (both individual and small group).  Alaska state regulators 

approved Premera’s rates on July 31, 2013.
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48. Premera submitted its QHP rates for 2014 to Oregon state regulators for review 

and approval on April 29, 2013 (both individual and small group).  Oregon regulators approved 

Premera’s rates on July 10, 2013.

49. Premera submitted its QHP rates for 2014 to Washington state regulators for 

review and approval on April 28, 2013 (both individual and small group).  Washington state 

regulators approved Premera’s rates on July 31, 2013.

50. Premera agreed to become a QHP issuer and to enter into the QHP Agreements 

and MSP Contracts and related agreements for CY 2014 based on Congress’ statutory 

commitments set forth in the ACA, including, but not limited to, Section 1342 and the risk 

corridors program. 

51. Premera submitted its Alaska QHPs to state and federal authorities for review and 

certification on May 1, 2013.  CMS certified Premera’s 2014 Alaska QHPs on September 25, 

2013 by executing the QHP Agreement. (Ex. 1.)  The CY 2014 QHP Agreement with CMS for

the sale of QHPs in Alaska was effective through December 31, 2014, the last day of CY 2014.

(See id. 1 at § III(a).)

52. Premera submitted Oregon QHPs to the Cover Oregon Exchange for review and 

certification on April 29, 2013 (individual) and April 30, 2013 (small group).  Cover Oregon 

certified Premera’s 2014 Oregon QHPs on September 12, 2013.

53. Premera submitted Washington QHPs to the Washington Health Benefit 

Exchange for review and certification on April 30, 2013.  The Washington Health Benefit 

Exchange certified Premera’s QHPs on September 6, 2013.

54. Premera entered into Participation Agreements with the BCBSA, effective 

September 12, 2013, authorizing the BCBSA to act as Premera’s authorized agent in entering 
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into MSP Contracts with OPM concerning Premera’s participation in the Multi-State Plan 

Program in Alaska and Washington. (Exs. 2-3 at §§ 1.) The BCBSA entered into an MSP 

Contract with OPM as Premera’s authorized agent on September 12, 2013, with an effective date 

of January 1, 2014.  (Ex. 4 at p.2, §§1.1, 3.1.)  Premera also entered into MOUs with the BCBSA 

on May 7, 2013 concerning Premera’s obligation to provide true, correct and complete 

information related to its participation in the Multi-State Plan Program in Alaska and 

Washington for CY 2014.  (See Exs. 5-6.)  

55. The 2014 MSP Contract expressly incorporates the provisions of the Affordable 

Care Act, including the risk corridors provisions, as part of the agreement with OPM.  (Ex. 4 at 

§ 1.4(a).) The 2014 MSP Contract further provides that Premera must participate in the risk 

corridors program and comply with the obligations under ACA Section 1342 and the 

implementing regulations and rulemaking promulgated by HHS.  (Id. at §§ 5.7, 10.2, Appendix 

C, ¶ 2.) 

56. In addition to certifying that Premera is a QHP, the CY 2014 QHP Agreement 

with CMS expressly states that it is governed by United States law and HHS and CMS 

regulations, stating specifically that:

This Agreement will be governed by the laws and common law of the United 
States of America, including without limitation such regulations as may be 
promulgated from time to time by the Department of Health and Human 
Services or any of its constituent agencies, without regard to any conflict of 
laws statutes or rules.

(Ex. 1 at § V(g).)

57. Section II.d of the CY 2014 QHP Agreement with CMS further states that CMS is 

obligated to “undertake all reasonable efforts to implement systems and processes that will 

support [QHP] functions.”  (See id. at § II(d).)
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58. Guidance from HHS and CMS to Premera and other issuers on Federally-

Facilitated Exchanges (“FFE”) and State Partnership Exchanges on April 5, 2013, stated that, “A 

signed QHP Agreement with CMS will complete the certification process in an FFE or State 

Partnership Exchange. The Agreement will highlight and memorialize many of the QHP issuer’s 

statutory and regulatory requirements and will serve as an important reminder of the relationship 

between the QHP issuer and CMS.”  (Letter from CMS to Issuers on Federally-Facilitated 

Exchanges and State Partnership Exchanges at 23 (Apr. 5, 2013), 

https://www.cms.gov/CCIIO/Resources/Regulations-and-

Guidance/Downloads/2014_letter_to_issuers_04052013.pdf.)

59. Additionally, HHS and CMS confirmed in the April 5, 2013 Guidance that 

“Applicants will . . . be required to attest to their adherence to the regulations set forth in 45 

C.F.R. parts 155 and 156 and other programmatic requirements necessary for the operational 

success of an Exchange, and provide requested supporting documentation.”  (Id. at 20.)

60. Before Premera entered into the CY 2014 QHP Agreements and MSP Contracts,

Premera executed dozens of attestations certifying its compliance with the obligations it was 

undertaking by agreeing to become, or continuing to act as, a QHP on the ACA Exchanges.  (See

Ex. 7; Exs. 5-6 at paras. 5, pp. 3; Ex. 4 at § 10.2, Appendix C, ¶ 2.)

61. By executing and submitting its annual attestations, Premera agreed to the many 

obligations and responsibilities imposed upon all QHPs that accept the Government’s offer to 

participate in the ACA Exchanges.  Those obligations and responsibilities that Premera 

undertook include, inter alia, licensing, reporting requirements, employment restrictions, 

marketing parameters, HHS oversight of the QHP’s compliance plan, maintenance of an internal 

grievance process, benefit design standards, cost-sharing limits, rate requirements, enrollment 
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parameters, premium payment process requirements, participating in financial management 

programs established under the ACA (including the risk corridors program), adhering to data 

standards, and establishing dedicated and secure server environments and data security 

procedures.

62. Through the annual attestations to CMS, Premera affirmatively attested that it 

would agree to comply with certain “Financial Management” obligations, including, among 

others:

2.)  Applicant attests that it will adhere to the risk corridor standards and 
requirements set by HHS as applicable for:

a.   risk corridor data standards and annual HHS notice of benefit and 
payment parameters for the calendar years 2014, 2015, and 2016 (45 
CFR 153.510);

b.)  remit charges to HHS under the circumstances described in 45 CFR 
153.510(c).

(See Ex. 7 at pp. 8-9.)

63. Similarly, through its annual attestations to OPM, Premera affirmatively attested 

that it would comply with the provisions of the Affordable Care Act, including the risk corridors 

program.  (See Exs. 8-9 at § 10.2, Apps. C, ¶ 2; Exs. 5-6 at ¶ 5, pp. 3; Exs. 10-13 at ¶ 5, pp. 2.)

64. Consistent with federal regulations and policy, Premera began selling QHPs to 

consumers in Alaska, Washington and Oregon on October 1, 2013, with coverage effective 

January 1, 2014.  Throughout 2014, Premera provided health insurance coverage under these 

QHPs to tens of thousands of enrollees in the Pacific Northwest, under the terms required by 

state and federal law and policy.

65. In executing the CY 2014 QHP Agreements and MSP Contracts with state or 

federal authorities, Premera relied upon the Government’s representations that it would make full 

risk corridors payments annually to it as required in Section 1342 of the ACA.
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66. In deciding to agree to become a QHP issuer and to accept the obligations and 

responsibilities of a QHP, Premera also relied upon the statements by HHS and CMS in its 

proposed and final rulemaking.  Premera believed that the Government would deliver the full

risk corridors payments owed to it promptly after it had been determined that Premera 

experienced losses sufficient to qualify for risk corridors payments under Section 1342 of the 

ACA and 45 C.F.R. Section 153.510. 

D. Federal Action Increases Risk to QHP Issuers

67. In the final months of 2013, many health insurers began to cancel existing health 

insurance policies that were not compliant with the new ACA reforms that would become 

effective January 1, 2014.  The cancellation of these policies created significant political pressure 

on the Government, as many people had believed that the ACA would not cause them to lose 

their existing coverage.  

68. On November 14, 2013, CMS responded by announcing a “transitional policy” 

designed to curb the cancellation of existing policies.  Under the transitional policy, any 

coverage in effect on October 1, 2013 was not considered noncompliant for failure to comply 

with certain ACA reforms that otherwise became effective on January 1, 2014.  CMS announced 

that this transitional policy would apply only to plan years beginning before October 1, 2014.  

States were encouraged, but not required, to apply a similar transitional policy.  (Letter from 

Gary Cohen, Dir., Ctr. For Consumer Information and Ins. Oversight (“CCIIO”), CMS, to State 

Insurance Commissioners (Nov. 14, 2013), 

https:/www.cms.gov/cciio/resources/letters/downloads/commissioner-letter-11-14-2013.pdf.  

Oregon and Alaska both applied the transitional policy through at least the end of 2015.)

69. Absent this transitional policy, which was not announced until after Premera and 

other issuers began selling QHPs for 2014, millions of individuals who had existing individual 
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market coverage that did not comply with the ACA would have had that coverage terminated and 

thus would have transitioned to a QHP effective January 1, 2014.  Under the transitional policy, 

these potential QHP enrollees and their dependents, who were generally less likely to have 

untreated healthcare conditions and therefore were less expensive than those who were uninsured 

prior to their QHP enrollment, were permitted to stay in their old plans under the transitional 

policy, rather than being required to purchase a QHP on the Exchanges.  As a result, the risk pool 

for QHPs in states that applied the transitional policy at the federal government’s behest, 

including Oregon and Alaska, was more expensive than what QHP issuers such as Premera 

anticipated when setting premiums. 

70. CMS recognized that the transitional policy would negatively impact the risk 

pool.  CMS further recognized that QHP issuers had set rates earlier that year based on the 

assumption that individuals who had existing individual market coverage under noncompliant 

plans would have transitioned to a QHP effective January 1, 2014.  In its November 2013

announcement of the transition policy, CMS assured issuers and state insurance commissioners 

that the risk corridors payments would at least partially offset any losses arising out of the new 

transition policy:

Though this transitional policy was not anticipated by health insurance issuers 
when setting rates for 2014, the risk corridor program should help ameliorate 
unanticipated changes in premium revenue.

(Id. at 3.)

71. On March 5, 2014, CMS announced that it was extending its transitional policy 

for two years, i.e., to policy years beginning on or before October 1, 2016.  On February 29, 

2016, CMS extended it again by one year, to policy years beginning on or before October 1, 

2017, provided that all policies end by December 31, 2017. 
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E. CMS References a Budget Neutral Implementation Yet Confirms Risk 
Corridors Obligations and Funding.

72. On April 11, 2014, over six months after Premera began selling QHPs for CY 

2014 at approved rates, and over a year after HHS publicly stated that it would make full risk 

corridors payments “[r]egardless of the balance of payments and receipts” in the program, CMS 

issued a Question and Answer report suggesting that if risk corridors collections were 

insufficient to make risk corridors payments for a year, all risk corridors payments for that year 

would be reduced pro rata to the extent of any disparity.  CMS indicated that risk corridors 

collections received for the next year would first be used to pay off the payment reductions 

issuers experienced in the previous year in a proportional manner, up to the point where issuers 

are reimbursed in full for the previous year.  (See CMS, Risk Corridors and Budget Neutrality 1

(Apr. 11, 2014), https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/faq-

risk-corridors-04-11-2014.pdf.) After all issuers received full risk corridors reimbursement owed 

for the previous year, any remaining funds would be used to fund current year payments. (Id.)

73. The Question and Answer report was not accompanied by any modification or 

repeal of the risk corridors statute, its implementing regulations or other portions of the ACA.  

74. Despite its suggestion of budget neutrality in April of 2014, one month later HHS 

reaffirmed its earlier pronouncements that it was required to make risk corridors payments under 

Section 1342 of the ACA and that it had the legal authority to pay its entire risk corridors 

obligation regardless of the amount of payments received into the program.  HHS stated in a 

letter to the Government Accountability Office (the “GAO”) that the CMS’s general Program 

Management appropriation for fiscal year (“FY”) 2014 (Pub. L. No. 113-76) gave it the authority 

and provided a source of funds for CMS to make full risk corridors payments.  (See Letter from 
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William B. Schultz, General Counsel, HHS, to Julia C. Matta, Assistant General Counsel, GAO 

(May 20, 2014).)

75. One week later, in the Final Rulemaking for Exchange and Insurance Market 

Standards for 2015 and Beyond, HHS again reiterated that it was legally obligated to make risk 

corridors payments in full.  While HHS “anticipate[d] that risk corridors collections will be 

sufficient to pay for all risk corridors payments,” HHS explained that, “[i]n the unlikely event of 

a shortfall for the 2015 program year, HHS recognizes that the Affordable Care Act requires the 

Secretary to make full payments to issuers” and that, in that event, “HHS will use other sources 

of funding for the risk corridors payments, subject to the availability of appropriations.”  

(Exchange and Insurance Market Standards for 2015 and Beyond, 79 Fed. Reg. 30,239, 30,260 

(May 27, 2014).)

76. On June 18, 2014, HHS sent to U.S. Senator Sessions and U.S. Representative 

Upton identical letters stating that, “As established in statute, . . . [QHP issuers] with allowable 

costs at least three percent higher than the plan’s target amount will receive payments from HHS 

to offset a percentage of those losses.”  (Letter from Sylvia M. Burwell, Secretary, HHS, to U.S. 

Representative Fred Upton, Chairman, Committee on Energy and Commerce (June 18, 2014).)

77. On September 30, 2014, the GAO issued a report on the ACA’s risk corridors 

program, in which it concluded—in agreement with HHS—that the CMS Program Management 

appropriation for Fiscal Year 2014 provides the Government with the authority and 

appropriations to make full risk corridors payments.  (GAO, Department of Health and Human 

Services—Risk Corridors Program, B-325630 4 (Sept. 30, 2014), 

http://gao.gov/assets/670/666299.pdf.)
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F. Regulatory Approval of Premera’s 2015 Qualified Health Plans

78. Based on Congress’ statutory commitments set forth in the ACA, including, but 

not limited to, Section 1342 and the risk corridors program, in 2014 Premera agreed to become a 

2015 QHP issuer, priced its 2015 QHPs and entered into QHP Agreements and MSP Contracts 

with the Government for CY 2015. 

79. Premera submitted its 2015 QHP rates to Alaska state regulators for review and 

approval on May 30, 2014 (small group) and June 13, 2014 (individual).  Alaska state regulators 

approved Premera’s 2015 rates on September 2, 2014 (small group) and September 4, 2014 

(individual).

80. Premera submitted its 2015 QHP rates to Oregon state regulators for review and 

approval on June 2, 2014 (both individual and small group).  Oregon state regulators approved

Premera’s 2015 rates on August 13, 2014 (individual) and August 15, 2014 (small group).

81. Premera submitted its 2015 QHP rates (for the individual market only) to 

Washington state regulators for review and approval on April 30, 2014.  Washington state 

regulators approved Premera’s 2015 QHP individual market rates on August 14, 2014.

82. Premera submitted Alaska QHPs to state and federal authorities for review and 

certification on May 16, 2014 (individual) and May 9, 2014 (small group).  CMS certified 

Premera’s 2015 Alaska QHPs on October 29, 2014. The CY 2015 QHP Agreement with CMS 

for the sale of QHPs in Alaska was effective through December 31, 2015, the last day of CY 

2015. (Ex. 14 at § IV(a).)

83. Premera submitted Oregon QHPs to state and federal authorities for review and 

certification on March 5, 2014 (individual) and June 27, 2014 (small group).  CMS certified 

Premera’s 2015 Oregon QHPs on October 29, 2014 by executing the QHP Agreement. (Ex. 15.)  
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The CY 2015 QHP Agreement with CMS for the sale of QHPs in Oregon was effective through 

December 31, 2015, the last day of CY 2015.  (See id. at § IV(a).) 

84. Premera submitted Washington QHPs to the Washington Health Benefit 

Exchange for review and certification on April 30, 2014.  The Washington Health Benefit 

Exchange certified Premera’s Washington QHPs on September 16, 2014.

85. The BCBSA entered into the 2015 MSP Contract with OPM as Premera’s 

authorized agent on November 12, 2014, with an effective date of January 1, 2015.  (Ex. 8 at p. 

2.)  Premera entered into MOUs with the BCBSA related to its participation in the Multi-State 

Plan Program in Alaska and Washington for CY 2015 on June 10, 2014.  (Exs. 10-11.)

86. The CY 2015 MSP Contract expressly incorporates the provisions of the 

Affordable Care Act, including the risk corridors provisions, as part of the agreement with OPM.  

(Ex. 8 at §1.4(a).)  The CY 2015 MSP Contract further provides that Premera must participate in 

the risk corridors program and comply with the obligations under the ACA Section 1342 and the

implementing regulations and rulemaking promulgated by HHS.  (Id. at §§ 5.7, 10.2, App. C, ¶

2.)

87. The CY 2015 QHP Agreements with CMS contain terms that are materially and 

substantially identical to those found in the CY 2014 QHP Agreement with CMS, including the 

requirement that CMS is obligated to “undertake all reasonable efforts to implement systems and 

processes that will support [QHP] functions” and that the Agreements are governed by United 

States law and HHS and CMS regulations.  (See Ex.14 at §§ III(a), V(g).)

88. Consistent with CMS regulations and policy, Premera began selling CY 2015 

QHPs to consumers in Alaska, Oregon and Washington on October 1, 2014.  These QHPs 

offered coverage effective January 1, 2015.  Throughout 2015, Premera provided health care 
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coverage under these QHPs to tens of thousands of enrollees in the Pacific Northwest, under the 

terms specified in state and federal law and policy.

89. In executing the 2015 QHP Agreements and MSP Contracts and related 

agreements with state or federal authorities, Premera relied upon the Government’s 

representations that it would make full risk corridors payments annually to it as required in 

Section 1342 of the ACA.

90. In deciding to agree to continue to participate as a QHP issuer and to accept the 

obligations and responsibilities of a QHP, Premera also relied upon the statements by HHS and 

CMS in its proposed and final rulemaking.  Premera believed that the Government would deliver 

the full risk corridors payments owed to it promptly after it had been determined that Premera 

experienced losses sufficient to qualify for risk corridors payments under Section 1342 of the 

ACA and 45 C.F.R. Section 153.510.

G. Congressional Action Purportedly Limits Funding for 2014 Risk Corridors 
Payments.

91. On December 16, 2014, Congress enacted the Consolidated and Further 

Continuing Appropriations Act for fiscal year 2015, which included a rider purporting to bar the 

use of certain funds, including the Program Management appropriation, for 2014 risk corridors 

payments:

Sec. 227.  None of the funds made available by this Act from the Federal Hospital 
Insurance Trust Fund or the Federal Supplemental Medical Insurance Trust Fund, 
or transferred from other accounts funded by this Act to the “Centers for 
Medicare and Medicaid Services—Program Management” account, may be used 
for payments under section 1342(b)(1) of Public Law 111-148 (relating to risk 
corridors).

(Consolidated and Further Continuing Appropriations Act, 2015, Pub. L. No. 113-235 § 227, 128 

Stat. 2130, 2491 (2014) (the “2015 Appropriations Rider”) (emphasis added).)
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92. However, neither this restriction on the use of funds “made available by this Act” 

nor Congress’s failure to appropriate other funds for payments due under the risk corridors 

program for CY 2014 modified or repealed Section 1342 of the ACA and, accordingly, do not 

defeat or otherwise abrogate the United States’ statutory, contractual or common law obligation 

to make full and timely risk corridors payments to QHP issuers.     

93. By the time the 2015 Appropriations Rider was enacted at the end of CY 2014, 

Premera and other QHP issuers had already agreed to offer (and had priced, designed, and sold) 

QHPs through the ACA Exchanges.  Furthermore, Premera and the other QHP issuers had 

already committed to participating in the ACA Exchanges for CY 2015, in accordance with 

federal regulation.  (See 45 C.F.R. §§ 155, Subpart K; CCIIO, 2015 Letter to Issuers in 

Federally-facilitated Marketplaces, at 8, 27 (Mar. 14, 2014),

https://www.cms.gov/CCIIO/Resources/Regulations-and-Guidance/Downloads/2015-final-

issuer-letter-3-14-2014.pdf.)

94. Once a QHP issuer has signed its QHP Agreement with CMS, the issuer may not 

withdraw any of its QHPs from the marketplace and must accept all eligible applicants for 

coverage, subject only to limited exceptions.  (See 45 C.F.R. § 156.290(a)(2); 45 C.F.R. 

§ 147.104.)

95. Thus, by the time the 2015 Appropriations Rider was enacted, Premera had 

already been providing coverage under QHPs for nearly a full year in CY 2014, incurred 

significant losses under those QHPs, designed and priced QHPs for CY 2015, and committed to 

providing those QHPs on the marketplace for CY 2015.  Premera could not reverse its losses for 

CY 2014, withdraw its QHPs from the marketplace for CY 2015, change the pricing for those 

QHPs, or deny any eligible applicants coverage under those QHPs. 
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96. Despite the 2015 Appropriations Rider, CMS continued to affirm its risk corridors 

obligations.  On February 27, 2015, HHS implemented another final rule, further confirming that 

“HHS recognizes that the Affordable Care Act requires the Secretary to make full payments to 

issuers.”  (80 Fed. Reg. 10,749, 10,779 (Feb. 27, 2015).)

97. On July 21, 2015, in a letter to state health insurance commissioners, CMS 

acknowledged its obligation and committed, yet again, to making risk corridors payments, on 

time and in full: 

CMS remains committed to the risk corridor program. As stated in our final 
payment notice for 2016, “We anticipate that risk corridors collections will be 
sufficient to pay for all risk corridors payments.  HHS recognizes that the 
Affordable Care Act requires the Secretary to make full payments to issuers.

(Letter from Kevin J. Counihan, Chief Executive Officer, Health Insurance Marketplace, Dir., 

CCIIO, CMS, to State Insurance Commissioners (July 21, 2015),

https:www.cms.gov/cciio/resources/letters/downloads/doi-commissioner-letter-7-20-15.pdf.)

H. Regulatory Approval of Premera’s 2016 Qualified Health Plans

98. Based on Congress’ statutory commitments set forth in the ACA, including, but 

not limited to, Section 1342 and the risk corridors program, as well as CMS’ repeated assurances 

through rulemaking and announcements, Premera agreed to become a QHP issuer and to enter 

into QHP Agreements and MSP Contracts and related agreements with the Government for CY 

2016.

99. Premera submitted 2016 QHP rates to Alaska state regulators for review and 

approval on May 13, 2015 (individual and small group).  Alaska state regulators approved 

Premera’s 2016 rates on August 25, 2015. 

100. Premera submitted its 2016 QHP rates to Oregon state regulators on April 30, 

2015.  Oregon state regulators approved Premera’s 2016 rates on August 4, 2015.
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101. Premera submitted 2016 QHP rates to Washington state regulators for approval 

on April 22, 2015.  Washington state regulators approved Premera’s 2016 rates on August 18, 

2015.

102. Premera submitted Alaska QHPs to CMS for review and certification on May 1, 

2015.  Premera received a QHP Agreement from CMS for the sale of QHPs in Alaska on August 

3, 2015 (individual) and August 10, 2015 (small group).  CMS then certified Premera’s 2016 

Alaska QHPs on October 8, 2015. The CY 2016 QHP Agreement with CMS for the sale of 

QHPs in Alaska was effective through December 31, 2015, the last day of CY 2015.  (Ex. 16 at 

§ IV(a).) 

103. Premera submitted Oregon QHPs to CMS for review and certification on March 

20, 2015 (individual) and May 1, 2015 (small group).  Premera received a QHP Agreement from 

CMS for Premera’s Oregon QHP on August 11, 2015 (individual) and August 21, 2015 (small 

group).  CMS then certified Premera’s 2016 Oregon QHP on or before October 8, 2015. (Ex. 17

at p. 10.)

104. Premera submitted Washington QHPs to the Washington Health Benefit 

Exchange for review and certification on May 4, 2015.  Premera received a QHP Agreement 

from the Washington Health Benefit Exchange on August 25, 2015.  The Washington Health 

Benefit Exchange certified Premera’s 2016 Washington QHPs on October 5, 2015. 

105. The BCBSA entered into the 2016 MSP Contract with OPM as Premera’s 

authorized agent on October 15, 2015, with an effective date of January 1, 2016.  (Ex. 9 at p. 2.)   

Premera entered into MOUs with the BCBSA related to its participation in the Multi-State Plan 

Program in Alaska and Washington for the 2016 benefit year on July 15, 2015.  (Exs.12-13.)  
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106. The CY 2016 MSP Contract expressly incorporates the provisions of the 

Affordable Care Act, including the risk corridors provisions, as part of the agreement with OPM.

(Ex. 9 at §1.4(a).)  The CY 2016 MSP Contract further provides that Premera must participate in 

the risk corridors program and comply with the obligations under the ACA Section 1342 and the 

implementing regulations and rulemaking promulgated by HHS.  (Id. at §§ 5.7, 10.2, App. C, ¶

2.)

107. The CY 2016 QHP Agreements with CMS contain terms that are materially and 

substantially identical to those found in the CY 2014 and CY 2015 QHP Agreements, including 

the requirement that CMS is obligated to “undertake all reasonable efforts to implement systems 

and processes that will support [QHP] functions” and that the Agreements are governed by 

United States law and HHS and CMS regulations.  (See Exs. 16-17 at §§ III(a), V(g).)

108. Consistent with CMS regulations and policy, Premera began selling CY 2016

QHPs to consumers in Alaska, Oregon and Washington on October 1, 2015.  These QHPs 

offered coverage effective January 1, 2016.  Throughout 2016, Premera provided health care 

coverage under QHPs to tens of thousands of enrollees in the Pacific Northwest, under the terms 

specified in state and federal law and policy. 

109. In executing the 2016 QHP Agreements and MSP Contracts with state or federal 

authorities, Premera relied upon the Government’s representations that it would make full risk 

corridors payments annually to it as required in Section 1342 of the ACA.

110. In deciding to agree to continue to participate as a QHP issuer and to accept the 

obligations and responsibilities of a QHP, Premera also relied upon the statements by HHS and 

CMS in its proposed and final rulemaking.  Premera believed that the Government would deliver 

the full risk corridors payments owed to it promptly after it had been determined that Premera 
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experienced losses sufficient to qualify for risk corridors payments under Section 1342 of the 

ACA and 45 C.F.R. Section 153.510.

I. CMS Fails to Make Full 2014 Risk Corridors Payments in October 2015

111. In October of 2015, CMS announced that the Government would not immediately 

make the full risk corridors payments for the first year of the program. Although the ACA risk 

corridors statute does not tie the payments “in” to the program under subsection (b)(1) to the 

payments “out” to QHP issuers under subsection (b)(2) of the statute, CMS indicated that it 

would so limit the risk corridors payments owed to QHP issuers for CY 2014.  Since QHP 

issuers whose actual expenses exceeded their anticipated target amounts had submitted claims to 

the Government for $2.87 billion in risk corridors payments, while QHP issuers whose actual 

expenses fell short of the target amount owed the Government only $362 million in risk corridors 

charges, CMS stated that it would pay QHP issuers to whom money was owed only 12.6 percent 

of their 2014 risk corridors claims ($362 million divided by $2.87 billion).  

112. At this point, Premera had already provided coverage under QHPs for all of CY 

2014 and most of CY 2015, incurred significant losses under those QHPs, designed and priced 

QHPs for CY 2016, and committed to providing those QHPs on the marketplace for CY 2016.

113. However, CMS reassured issuers that the 87.4 percent shortfall would eventually 

be paid out of CY 2015 and CY 2016 risk corridors charges.  

114. HHS and CMS also announced that they would be collecting full risk corridors 

charges from QHPs in November 2015, and would begin making the prorated risk corridors 

payments to QHPs starting in December 2015.  (CMS, Risk Corridors Payment Proration Rate 

for 2014 (Oct. 1, 2015), https://www.cms.gov/CCIIO/Programs-and-Initiatives/Premium-

Stabilization-Programs/Downloads/RiskCorridorsPaymentProrationRatefor2014.pdf.)
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115. One month later, the Government acknowledged and published the full risk 

corridors payments amounts that it concedes it owes to Premera for CY 2014.  (See Bulletin, 

CMS, “Risk Corridors Payment and Charge Amounts for Benefit Year 2014” (Nov. 19, 2015)

(“CY 2014 Risk Corridors Report”), https://www.cms.gov/CCIIO/Programs-and-

Initiatives/Premium-Stabilization-Programs/Downloads/RC-Issuer-level-Report.pdf.)

116. In the CY 2014 Risk Corridors Report, HHS and CMS publicly announced that 

“Risk corridors charges payable to HHS are not prorated, and the full risk corridors 

charge amounts are noted in the chart below. Only risk corridors payment amounts are 

prorated.” (Id.)

117. As calculated in 2015, Premera owed CY 2014 risk corridors amounts for its 

individual market plans in Washington according to the statutory formula.  Since these charge 

amounts were not prorated, Premera timely submitted its risk corridors charge amounts for CY 

2014 by the end of 2015.  

118. CMS affirmed its obligations to make full risk corridors payments by confirming 

that “HHS recognizes that the Affordable Care Act requires the Secretary to make full payments 

to issuers,” and stated that “HHS is recording those amounts that remain unpaid following our 

12.6% payment [for CY 2014 losses] . . . as fiscal year 2015 obligation of the United States for 

which full payment is required.”  (See Bulletin, CMS, “Risk Corridors Payments for the 2014 

Benefit Year” (Nov. 19, 2015), https://www.cms.gov/CCIIO/Resources/Regulations -and-

Guidance/Downloads/RC_Obligation_Guidance_11-19-15.pdf.)

119. HHS and CMS’s direct statements to Premera unequivocally confirmed the 

agencies’ position that risk corridors payments owed to Premera are a binding obligation of the 

United States.
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J. Congressional Action in December 2015 Purportedly Limits Funding for 
2015 Risk Corridors Payments and Remaining 2014 Risk Corridors 
Payments

120. On December 18, 2015, Congress enacted the omnibus appropriations bill for 

fiscal year 2016, which again purported to limit the use of appropriations to make risk corridors 

payments:

None of the funds made available by this Act from the Federal Hospital Insurance 
Trust Fund or the Federal Supplemental Medical Insurance Trust Fund, or 
transferred from other account funded by this Act to the “Centers for Medicare 
and Medicaid Services –Program Management” account, may be used for 
payments under section 1342(b)(1) of Public Law 111-148 (relating to risk 
corridors).

(Consolidated Appropriations Act, 2016, Pub. L. No. 114-113 § 225, 129 Stat. 2242, 2624,

(2015) (the “2016 Appropriations Act”) (emphasis added).)

121. However, neither the restriction on the use of the funds “made available by this 

Act” nor Congress’s failure to appropriate other funds for payments due under the risk corridors 

program for CY 2015 modified or repealed Section 1342 of the ACA and, accordingly, do not 

defeat or otherwise abrogate the United States’ obligation to make full and timely risk corridors 

payments to QHP issuers. 

122. CMS continued to confirm its risk corridors obligations in 2016.  On September 

9, 2016, HHS maintained that the CY 2014 and CY 2015 risk corridors payments at issue in this 

case are an “obligation of the United States Government for which full payment is required.”  

(CMS, Risk Corridors Payments for 2015 (Sept. 9, 2016),

https://www.cms.gov/CCIIO/Programs-and-Initiatives/Premium-Stabilization-

Programs/Downloads/Risk-Corridors-for-2015-FINAL.PDF.)

123. CMS also announced that it would make additional risk corridors payments to 

QHP issuers for their CY 2014 losses out of the risk corridors charges collected for CY 2015.  
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CMS indicated that those payments would be made on the same schedule as the prior year, i.e.,

during the winter of 2016 to 2017.  (Id.)

124. In November of 2016, HHS and CMS again acknowledged and published the full 

risk corridors payment amounts that the Government concedes it owes to Premera for CY 2015.  

(See Bulletin, CMS, Risk Corridors Payment and Charge Amounts for the 2015 Benefit Year

(Nov. 18, 2016) (the “CY 2015 Risk Corridors Report”),

https://www.cms.gov/cciio/resources/regulations-and-guidance/downloads/2015-rc-issuer-level-

report-11-18-16-final-v2.pdf.)

125. On November 18, 2016, CMS also announced the amounts of the additional risk 

corridors payments that it expected to pay QHP issuers for their losses in CY 2014.  (Id.) CMS 

announced that it expected to pay Premera an additional $434,314.09 for its CY 2014 losses, 

beginning in December 2016, as collections are received.  (Id.) CMS further announced that it 

would not make risk corridors payments for CY 2015.  (Id.)

126. By the end of CY 2016, CMS had not fully paid Premera risk corridors amounts 

owed for CY 2014, and CMS had not paid Premera any risk corridors amounts for CY 2015

despite its repeated assurances that the full amounts due are an obligation of the federal 

government.

K. Congressional Action Purportedly Limits Funding for 2016 Risk Corridors 
Payments

127. On May 5, 2017, Congress enacted the omnibus appropriations bill for fiscal year 

2017, which again purported to limit the use of appropriations to make risk corridors payments:

None of the funds made available by this Act from the Federal Hospital Insurance 
Trust Fund or the Federal Supplemental Medical Insurance Trust Fund, or transferred 
from other accounts funded by this Act to the “Centers for Medicare and Medicaid 
Services—Program Management” account, may be used for payments under section 
1342(b)(1) of Public Law 111–148 (relating to risk corridors).
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(Consolidated Appropriations Act, 2017, Pub. L. No. 115-31 § 223 (2017) (the “2017 

Appropriations Act”) (emphasis added).)

128. However, neither the restriction on the use of the funds “made available by this 

Act” nor Congress’s failure to appropriate other funds for payments due under the risk corridors 

program for CY 2016 modified or repealed Section 1342 of the ACA and, accordingly, do not 

defeat or otherwise abrogate the United States’ obligation to make full and timely risk corridors 

payments to QHP issuers.

129. The calculations of risk corridors payments owed to Premera for CY 2016 have 

been made, and the Government owes Premera $40,816,652 for CY 2016 risk corridors 

obligations. This amount was acknowledged and confirmed by HHS and CMS in November 

2017 when it published the full risk corridors payment amounts that the Government owes to 

Premera for CY 2016. (See Bulletin, CMS, Risk Corridors Payment and Charge Amounts for 

the 2016 Benefit Year (Nov. 15, 2017) (the “CY 2016 Risk Corridors Report”), 

https://www.cms.gov/CCIIO/Programs-and-Initiatives/Premium-Stabilization-

Programs/Downloads/Risk-Corridors-Amounts-2016.pdf.)

L. Risk Corridors Payments Owed to Premera

130. Premera expected to receive $13,074,536 in risk corridors payments for CY 2014.  

To date, Premera has received only $2,189,390. The Government owes Premera $10,885,146 in 

additional risk corridors payments for CY 2014. 

131. For the 2015 payment year, the Government owes Premera $65,135,255 in risk 

corridors payments. 

132. For the 2016 payment year, the Government owes Premera another $40,816,652 

in risk corridors payments.

Case 1:17-cv-01155-LKG   Document 23   Filed 05/20/20   Page 33 of 45



34

133. The Government has not paid the full risk corridors amounts owed for CY 2014 

and it has not paid any of the risk corridors payments it owes to Premera for CYs 2015 or 2016.  

134. The Government owes Premera a total of $116,837,053 in unpaid risk corridors 

amounts.

COUNT I
Violation of Statutory and Regulatory Mandates to Make Payments

135. Premera realleges and incorporates by reference all of the allegations contained in 

the preceding paragraphs as if fully set forth herein. 

136. Pursuant to Section 1342 of the ACA and its implementing regulations, the 

United States “shall establish” a risk corridors program under which the “Secretary shall pay” 

QHP issuers statutorily defined amounts as part of the risk corridors program.

137. Premera satisfied all statutory and regulatory requirements for participation in and 

payments under the risk corridors program.  

138. In 2014, Premera’s allowable costs exceeded its target amount by more than 103

percent in both markets in Alaska and in the individual market in Oregon.  In 2015, Premera’s 

allowable costs exceeded its target amount by more than 103 percent in both the individual and 

small group markets in Alaska, Washington and Oregon.  In 2016, Premera’s allowable costs 

exceeded its target amount by more than 103 percent in both the individual and small group 

markets in Oregon and the individual markets in Washington.  Premera timely submitted all of 

the necessary data and complied with all other requirements for obtaining payment under the risk 

corridors program.

139. Accordingly, ACA Section 1342 and its corresponding regulations mandate 

compensation by the Government to Premera in the amount of $10,885,146 for CY 2014, 

$65,135,255 for CY 2015 and $40,816,652 for CY 2016.
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140. The United States’ failure to provide full and timely compensation to Premera is a 

violation of Section 1342 and its implementing regulations and Premera is damaged in the 

amount of $116,837,053.

COUNT II
Breach of Express Contract

141. Premera realleges and incorporates by reference all of the allegations contained in 

the preceding paragraphs as if fully set forth herein.

142. Premera entered into valid written QHP Agreements with CMS for the sale of 

QHPs in Alaska for CYs 2014-2016 and in Oregon for CYS 2015-2016. (See Exs. 1, 14-17.)

Premera, through its authorized agent, also entered into valid written MSP Contracts with OPM 

for the sale of MSPs in Washington and Alaska for CYs 2014-2016.  (See Exs. 4, 8-9.)

143. The QHP Agreements and MSP Contracts were executed by representatives of the 

Government who had actual authority to bind the United States.  The QHP Agreements and MSP 

Contracts were entered into with mutual assent and consideration by both parties.

144. By agreeing to become a QHP issuer, Premera agreed to provide health insurance 

on particular exchanges established under the ACA, and agreed and attested to accept the 

obligations, responsibilities and conditions the Government imposed on QHPs under the ACA

and, inter alia, 45 C.F.R. §§ 153.10 et seq. and 155.10 et seq. (See Ex. 1 at §§ II(d), V(g), Ex. 

14-17 at §§ III(a), V(g); Exs. 4, 8-9 at §§ 1.4(a), 5.7, 10.2 and Apps. C, ¶ 2; Exs. 4-5 at ¶5, p. 3, 

Exs. 10-13 at ¶5, p. 2; Ex. 7 at pp. 8-9.) 

145. Premera satisfied and complied with its obligations and/or conditions under the 

QHP Agreements and MSP Contracts.
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146. The QHP Agreements with CMS obligate the Government to “undertake all 

reasonable efforts to implement systems and processes that will support [QHP] functions.”  (Ex.

1 at § II(d); Exs. 14-17 at § III(a).)

147. The MSP Contracts with OPM expressly incorporate the Affordable Care Act, 

including the rights and obligations under the risk corridors provision:  “The applicable 

provisions of the Affordable Care Act . . . constitute a part of this contract as if fully set forth 

herein and the other provisions of this contract must be construed so as to comply therewith.”  

(Exs. 4, 8-9 at § 1.4(a).) 

148. The QHP Agreements with CMS incorporate the provisions of Section 1342(b)(1) 

of the ACA and 45 C.F.R. § 153.510(b), by providing that will be governed by the laws and 

common law of the United States of America, including without limitation such regulations as 

may be promulgated from time to time by the Department of Health and Human Services or any 

of its constituent agencies . . . .”  (Exs. 1, 14-17 at § V(g).)

149. The Government’s statutory and regulatory obligations to make full and timely 

risk corridor payments were significant factors material to Premera’s agreement to enter into the 

QHP Agreements and the MSP Contracts.

150. The Government’s failure to make full and timely risk corridor payments to 

Premera is a material breach of the Government’s obligation to support Premera’s functions as a 

QHP.

151. HHS and CMS have repeatedly acknowledged and affirmed that the full risk 

corridors amounts, including the payment amounts published in the CY 2014, CY 2015 and CY 

2016 Risk Corridors Reports, are owed by the Government to Premera.
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152. Congress’s failure to appropriate sufficient funds for risk corridor payments, 

without modifying or repealing Section 1342 of the ACA, did not defeat or otherwise abrogate 

the United States’ contractual obligation to make full and timely risk corridor payments to 

Premera.

153. The Government’s breach of Section 1342(b)(1) of the ACA and 45 C.F.R. § 

153.510(b) by failing to make full and timely CY 2014 risk corridor payments to Premera is a 

material breach of the QHP Agreements and the MSP Contracts.

154. As a result of the United States’ material breaches of the QHP Agreements and 

the MSP Contracts, Premera has been damaged in the amount of $116,837,053 .

COUNT III
Breach of Implied-In-Fact Contract

155. Premera realleges and incorporates by reference all of the allegations contained in 

the preceding paragraphs as if fully set forth herein. 

156. In the alternative, Premera entered into valid implied-in-fact contracts with the 

Government regarding the Government’s obligation to make full and timely risk corridors 

payments to Premera for CYs 2014-16 in exchange for Premera’s agreement to become a QHP 

issuer and participate in the ACA Exchanges. 

157. Section 1342 of the ACA, HHS’s implementing regulations, including 45 C.F.R. 

§153.510, and HHS’s and CMS’s statements that the Government is obligated to make full, risk 

corridors payments constitute a clear and unambiguous offer by the Government to make full 

risk corridors payments to health insurers, including Premera, that agreed to participate as QHPs 

in the CYs 2014-2016 ACA Exchanges. 

158. Premera accepted the Government’s offer by agreeing to become a QHP issuer 

and to participate in and accept the uncertain risks imposed by the ACA Exchanges. 
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159. By agreeing to become a QHP issuer, Premera agreed to provide health insurance 

on particular Exchanges established under the ACA, and to accept the obligations, 

responsibilities and conditions the Government imposed on QHP issuers—subject to the implied 

covenant of good faith and fair dealing—under the ACA and, inter alia, 45 C.F.R. §§ 153.10 et 

seq. and 155.10 et seq. 

160. Premera certified its agreement by executing the QHP Agreements, the MSP 

Contracts and the attestations required by the Government, including the attestations regarding 

risk corridors payments and charges.

161. Premera satisfied and complied with its obligations and/or conditions which 

existed under the implied-in fact contracts. 

162. The Government’s agreement to make full and timely risk corridors payments 

was a significant factor material to Premera’s agreement to become a QHP issuer and participate 

in the CY 2014, CY 2015, and CY 2016 ACA Exchanges. 

163. The parties’ agreement is further confirmed by the parties’ conduct, performance 

and statements following Premera’s acceptance of the Government’s offer, the execution by the 

parties of the CY 2014, CY 2015, and CY 2016 QHP Agreements and MSP Contracts, Premera’s 

execution of attestations, including the attestations regarding risk corridors payments and 

charges, and the Government’s repeated assurances that full risk corridors payments would be 

made and would not be subject to budget limitations.  (See e.g., 78 Fed. Reg. 15,409, 15,473 

(Mar. 11, 2013).)

164. Each of the implied-in-fact contracts were authorized by representatives of the 

Government who had actual authority to bind the United States, and were entered into with 

mutual assent and consideration by both parties. 
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165. The protection from uncertain risk and new market instability offered by the risk 

corridors program was a real benefit that significantly influenced Premera’s decision to agree to 

become a QHP issuer and participate in the CY 2014, CY 2015, and CY 2016 ACA Exchanges. 

166. Premera, in turn, provided a real benefit to the Government by agreeing to 

become a QHP issuer and participate in the CY 2014, CY 2015, and CY 2016 ACA Exchanges, 

despite the uncertain financial risk. 

167. Adequate insurer participation was crucial to the Government achieving the 

overarching goal of the ACA Exchange programs: to make affordable health insurance available 

to individuals who previously did not have access to affordable coverage, and to help to ensure 

that every American has access to high-quality, affordable health care by protecting consumers 

from increases in premiums due to market uncertainty. 

168. The Government induced Premera to participate in the CYs 2014-2016 ACA 

Exchanges by including the risk corridors program in Section 1342 of the ACA and its 

implementing regulations, by which Congress, HHS, and CMS committed to ameliorate the 

effects of risk selection and market uncertainty on participating health insurers. 

169. Congress’s failure to appropriate sufficient funds for risk corridors payments due, 

without modifying or repealing Section 1342 of the ACA, did not defeat or otherwise abrogate 

the United States’ contractual obligation to make full and timely risk corridors payments to 

Premera.

170. The Government has not paid Premera the full amount of risk corridors payments 

owed for CY 2014 and it has made no risk corridors payments for CYs 2015 or 2016.  The 

Government’s failure to make full risk corridors payments to Premera is a material breach of the 

implied-in-fact contracts. 
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171. As a result of the United States’ material breaches of its implied-in-fact contracts

that it entered into with Premera regarding the ACA Exchanges, Premera has been damaged in 

the amount of $116,837,053.

COUNT IV
Breach of Implied Covenant of Good Faith and Fair Dealing

172. Premera realleges and incorporates by reference all of the allegations contained in 

the preceding paragraphs as if fully set forth herein.

173. A covenant of good faith and fair dealing is implied in every contract, express or 

implied-in-fact, including those with the Government, and imposes obligations on both 

contracting parties that include the duty not to interfere with the other party’s performance and 

not to act – or fail to act – so as to destroy the reasonable expectations of the other party 

regarding the fruits of the contract.

174. The express or, alternatively, the implied-in-fact contracts entered into between 

the United States and Premera regarding the CYs 2014-2016 ACA Exchanges created the 

reasonable expectation for Premera that full and timely risk corridor payments would be paid by 

the Government to QHPs, just as the Government expected that any risk corridor remittance 

charges owed would be fully and timely paid by QHPs to the Government.

175. By failing to make full and timely risk corridor payments to Premera, the United 

States has destroyed Premera’s reasonable expectations regarding the fruits of the express or, 

alternatively, the implied-in-fact contracts, in breach of an implied covenant of good faith and 

fair dealing existing therein.

176. Premera remitted its risk corridors charges to the Government in good faith as it 

had agreed and attested to do.
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177. The QHP Agreements with CMS obligate the Government to “undertake all 

reasonable efforts to implement systems and processes that will support [QHP] functions,” but 

do not define standards for CMS’s implementation of the function-supporting systems and 

processes.

178. Where, as here, an agreement affords CMS the power to make a discretionary 

decision without defined standards, the duty to act in good faith limits the Government’s ability 

to act capriciously to contravene Premera’s reasonable contractual expectations.

179. CMS is afforded discretion in determining the systems and processes that it will 

implement to support Premera’s functions as a QHP.

180. Congress granted HHS rulemaking authority regarding the risk corridors program 

in Section 1342(a) of the ACA.  HHS and CMS are permitted to establish charge remittance and 

payment deadlines that support QHP functions.  HHS and CMS have an obligation to exercise 

the discretion afforded to them in good faith, and not arbitrarily, capriciously or in bad faith.

181. The United States breached the implied covenant of good faith and fair dealing 

by, among other things:

a. Inserting in HHS and CMS regulations a 30-day deadline for a QHP’s full 

remittance of risk corridor charges to the Government, but failing to apply a 

similar deadline to the Government’s full payment of risk corridor payments 

to Premera, despite stating that QHPs and the Government should be subject 

to the same payment deadline (see, e.g., 77 FR 17219, 17238 (Mar. 23, 2012);

b. Requiring Premera to fully remit risk corridor charges to the Government, but 

unilaterally deciding that the Government may make prorated risk corridor 

payments to QHPs;

Case 1:17-cv-01155-LKG   Document 23   Filed 05/20/20   Page 41 of 45



42

c. Targeting and purportedly limiting funding sources for risk corridor payments 

through budget legislation after Premera had undertaken significant expense 

in performing its obligations as a QHP in the ACA Exchanges, based on the 

reasonable expectation that the Government would make full and timely risk 

corridor payments if Premera experienced sufficient losses; and

d. Making statements regarding risk corridor payments upon which Premera 

relied when agreeing to become a QHP and participate in the ACA 

Exchanges, then depriving Premera of full and timely risk corridor payments 

after Premera had fulfilled its obligations as a QHP by participating in the 

ACA Exchanges and suffered losses which the Government had promised 

would be shared through mandatory risk corridor payments.

182. The Government has repeatedly acknowledged and affirmed that the full risk 

corridors amounts, including the payment amounts published in the CYs 2014 and 2015 Risk 

Corridors Reports, are owed by the Government to Premera.

183. As a direct and proximate result of the aforementioned breaches of the covenant 

of good faith and fair dealing, Premera has been damaged in the amount of $116,837,053.

COUNT V
Taking Without Just Compensation

184. Premera realleges and incorporates by reference all of the allegations contained in 

the preceding paragraphs as if fully set forth herein. 

185. The Government’s actions complained of herein constitute a deprivation and 

taking of Premera’s property for public use without just compensation, in violation of the Fifth 

Amendment to the U.S. Constitution. 
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186. Premera has a vested interest in its contractual, statutory, and regulatory rights to 

receive statutorily-mandated risk corridors payments.  Premera had a reasonable expectation of 

receiving the full and timely risk corridors payments payable to it under the statutory and 

regulatory formula. 

187. The Government interfered with and has deprived Premera of property interests 

and its reasonable investment-backed expectations to receive full and timely risk corridors 

payments.

188. The Government’s actions in withholding, with no legitimate governmental 

purpose, the full and timely risk corridors payments owed to Premera constitute a deprivation 

and taking of Premera’s property interests, requiring payment to Premera of just compensation

under the Fifth Amendment of the U.S. Constitution. 

189. Premera is entitled to receive just compensation for the United States’ taking of 

its property in the amount of $116,837,053.

190. The Government’s actions complained of herein constitute a deprivation and 

taking of Premera’s property for public use without just compensation, in violation of the Fifth 

Amendment to the U.S. Constitution. 

PRAYER FOR RELIEF:

WHEREFORE, Premera demands judgment against the Defendant, the United States of 

America, as follows:

1) An award of damages sustained by Premera, in the amount of $116,837,053 as a 

result of the Defendant’s failure to make payments required by contract and 

common law, as a taking of a property interest without just compensation and/or 

as required by Section 1342(b)(l) of the ACA and 45 C.F.R. § 153.510(b) 

regarding the CY 2014, CY 2015 and CY 2016 risk corridors payments;
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2) Awarding all available interest, including, but not limited to, post-judgment 

interest, to Premera;

3) Awarding all available attorneys’ fees and costs to Premera; and 

4) Awarding such other and further relief to Premera as the Court deems just and 

equitable.

Dated: May 20, 2020
PREMERA BLUE CROSS

By: /s/ Ursula A Taylor
By Its Attorneys

Ursula A. Taylor – ARDC #6287522
Strategic Health Law
1500 N. Halsted Street
Floor 2
Chicago, IL 60642
(312) 479-8074
utaylor@strategichealthlaw.com
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CERTIFICATE OF SERVICE

I hereby certify that on May 20, 2020, a copy of the foregoing First Amended Complaint 

was filed electronically with the Court’s Electronic Case Filing (ECF) system. I understand that 

notice of this filing with be sent to all parties by operation of the Court’s ECF system. 

/s/ Ursula A. Taylor
Ursula A. Taylor
Counsel for Plaintiffs
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PART I. GENERAL PROVISIONS 

SECTION 1.1.   
DEFINITIONS OF MSPP TERMS 

For purposes of this contract, the following definitions apply. If a definition is provided outside 
of this section, the definition only applies to the section or clause in which it is provided. 
 
Affordable Care 
Act 
 
 
Contract Year 

The Patient Protection and Affordable Care Act (Pub. L. 111-148), as 
amended by the Health Care and Education Reconciliation Act of 2010 
(Pub. L. 111-152). 
 
A calendar year for which this contract is effective. 

  
Director 
 

The Director of the U.S. Office of Personnel Management. 

HHS The United State Department of Health and Human Services 
 

MSP Enrollee or 
Enrollee 
 

A person enrolled in an MSP. 
 

Large Provider 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

A vendor of services or supplies, such as mail order pharmacy services, 
pharmacy benefit management services, mental health and/or substance 
use disorder management services, preferred provider organization 
services, utilization review services, or large case or disease management 
services, including organizations that own or contract with direct 
providers of healthcare or supplies, or organizations that process claims or 
manage patient care, that meets either of the following criteria:  
(1) The total costs charged to the Issuer for a contract term for MSP 
Enrollees, including benefits and services, are reasonably expected to 
exceed 5 percent of the Issuer’s total MSP healthcare benefits and quality 
costs; or  
(2) The total administrative costs charged to the Issuer for a contract term 
for MSP Enrollees are reasonably expected to exceed 5 percent of the 
Issuer’s total MSP administrative costs (applicable to agreements where 
the provider is not responsible for MSP healthcare benefits and quality 
costs). 
If the Issuer is a group of issuers, the cost threshold to be considered a 
Large Provider is 5 percent of the individual group member’s benefits and 
quality costs or administrative costs.  
A hospital is not considered to be a Large Provider for purposes of this 
contract. 
 

Multi-State Plan or 
MSP: 
 
 

A health plan that is offered under a contract with OPM pursuant to § 
1334 of the Affordable Care Act. 
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Multi-State Plan 
issuer or Issuer: 
 

A health insurance issuer or group of issuers that has a contract with OPM 
to offer health plans pursuant to § 1334 of the Affordable Care Act. 

Pharmacy Benefit 
Manager or PBM 

The Issuer’s, State-level MSP issuer’s, Large Provider’s, or 
Subcontractor’s division or department that manages pharmacy benefits, 
or a third party that has been contracted to manage pharmacy benefits.  
 

Plan Year 
 
 

A consecutive 12 month period during which an MSP provides coverage 
for health benefits. A plan year may be a calendar year or otherwise. 

Qualified Health 
Plan or QHP 

A plan as defined in 45 C.F.R. §155.20. 

 
State-level MSP 
issuer, or State-
level issuer: 

 
A health insurance issuer designated by the MSP issuer to offer an MSP or 
MSPs, as set forth in Appendix A. The State-level MSP issuer may offer 
MSP coverage in all or part of one or more states.  

 
Subcontractor: 

 
Any supplier, distributor, vendor, or firm that furnishes supplies or 
services to or for the MSP issuer, a State-level MSP issuer, or another 
subcontractor, except for providers of direct medical services or supplies 
pursuant to an MSP offered pursuant to this contract, to the extent it 
provides goods or services in support of this contract. Wholly-owned or 
partially-owned subsidiaries of an Issuer, Large Providers, and State-level 
MSP issuers may be considered subcontractors.  
 

Working Day A weekday (Monday through Friday) that is not a legal public holiday 
under 5 U.S.C. § 6103.  

  
Definitions set forth at 45 C.F.R. § 800.20 are adopted for this contract.  

SECTION 1.2. 
ENTIRE CONTRACT 

(a) This document, as described in the Table of Contents, constitutes the entire contract between 
the parties. No oral statements of any person shall modify or otherwise affect the terms, 
conditions, or specifications stated in this contract. Requests for modification of this contract 
must be submitted in writing to the authorized Contracting Officer, as applicable.  

(b) Only the Contracting Officer, acting within the scope of his or her authority, may execute a 
contract modification on behalf of OPM; only the MSP issuer’s authorized representative(s), 
acting within the scope of his or her authority, may execute a contract modification on behalf 
of the MSP issuer. 

(c) Any statement made by the Issuer or OPM, or an agent thereof, concerning coverage or 
benefits under an MSP offered pursuant to this contract, shall be deemed representations and 
not warranties. No such statement shall convey or void any coverage, increase or reduce any 
benefits under this contract, or be used in the prosecution of or defense of a claim under this 
contract unless it is contained in writing and a copy of the instrument containing the 
statement is or has been furnished to the Enrollee or to the person making the claim. 
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(d) The parties may, by mutual consent, agree to incorporate certain FAR provisions, in whole or 
in part, into this contract.  Such incorporation, however, shall not be interpreted as 
incorporating or making applicable any FAR provisions or clauses other than those expressly 
incorporated in the contract. 

(e) This contract is not intended to provide any competitive advantage or disadvantage to any 
issuer or group of issuers participating in the MSPP.  In the event that OPM enters a contract 
with another issuer or group of issuers prior to January 1, 2014 or after the start of a plan 
year, OPM shall provide to the Issuer a copy of such contract with any redactions required in 
accordance with the Freedom of Information Act (FOIA) and any other applicable law. If the 
Issuer reasonably believes that the contract creates a competitive disadvantage to it, OPM 
and the Issuer shall negotiate in good faith over any proposed modification(s) to this contract 
intended to address any such purported disadvantage.  For purposes of this provision, a 
“competitive disadvantage” includes, but is not limited to, issues related to essential health 
benefits, levels of coverage, reporting, performance and compliance, rates and benefits, 
service area, privacy/security, and deadlines for completing the MSPP Application 

SECTION 1.3. 
ORDER OF PRECEDENCE 

In any dispute, any inconsistency or ambiguity in this contract must be resolved by giving 
precedence in the following descending order:  
(a) § 1334 of the Affordable Care Act. 
(b) Part 800, title 45, Code of Federal Regulations. 
(c) Affordable Care Act exclusive of § 1334. 
(d) Parts 155 and 156, title 45, Code of Federal Regulations. 
(e) State Exchange rules or guidance. 
(f) Chapter 89, title 5, United States Code. 
(g) Part 890, title 5, Code of Federal Regulations. 

SECTION 1.4. 
INCORPORATION OF LAWS AND REGULATIONS 

(a) The applicable provisions of the Affordable Care Act and OPM’s regulations contained in 45 
C.F.R. part 800 constitute a part of this contract as if fully set forth herein and the other 
provisions of this contract must be construed so as to comply therewith. 

(b) Except in rare and extraordinary circumstances, OPM shall implement changes to its own 
regulations with no less than 180 calendar days’ notice in advance of the next Contract Year. 
When there is a change to applicable law or regulation, including regulatory changes 
promulgated by OPM that would cause a material increase to the Issuer’s cost of, burden in, 
or time required to perform any of the work under this contract, such change to applicable 
law or regulation is deemed to be a contract change under Section 1.13.  

(c) In the event that the parties disagree as to the scope or nature of the Issuer’s obligations 
under a change in law or regulation, such disagreement shall be resolved in accordance with 
Section 2.6. Pending the resolution of any such disagreement, the Issuer need only comply 
with its reasonable good faith interpretation of the change in law or regulation, unless clearly 
required otherwise by law and to the extent the parties are in disagreement as to the scope or 
nature of the Issuer’s obligations under the change.  
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SECTION 1.5. 
APPLICABLE LAW FOR BREACH OF CONTRACT CLAIM 

United States law shall apply to resolve any claim of breach of this contract. 

SECTION 1.6. 
COMPLIANCE WITH FEDERAL AND STATE LAW 

(a) The Issuer must comply with Federal laws, regulations, and guidance, to the extent that they 
do not conflict with § 1334 of the Affordable Care Act, as implemented through regulations 
at 45 C.F.R. part 800.  

(b) In States where a Federally-facilitated Exchange is operated, the Issuer must comply with 
standards established under 45 C.F.R. part 155, subpart K, and part 156, subpart C, to the 
extent that they do not conflict with § 1334 of the Affordable Care Act, as implemented 
through regulations at 45 C.F.R. part 800, or with the provisions of this contract.  

(c) The Issuer must comply with all State laws, regulations, and guidance, to the extent that they 
do not conflict with § 1334 of the Affordable Care Act as implemented through regulations at 
45 C.F.R. part 800, prevent the application of a provision of part A of title XXVII of the 
Public Health Service Act, prevent the application of a provision of title I of the Affordable 
Care Act, or conflict with the provisions of this contract. For purposes of this section, 
regulations and other guidance established by a State Exchange are considered a State law or 
regulation, without regard to whether the Exchange is an agency or instrumentality of the 
State’s government. 

(d) Subject to 45 C.F.R. §§ 800.114 through 800.116, the Contracting Officer may determine 
whether Federal laws, regulations, or guidance under paragraph (a) of this section, a standard 
described under paragraph (b) of this section or a State law, regulation, or guidance under 
paragraph (c) of this section conflicts with § 1334 of the Affordable Care Act or with the 
provisions of this contract. OPM shall make such determinations apply prospectively only, 
except in rare and extraordinary circumstances. The Contracting Officer shall presume that 
no conflicts exist.  

(e) Any dispute between the Issuer and OPM arising under paragraph (d), including a dispute as 
to the retroactive application of an OPM determination, shall be resolved in accordance with 
Section 2.6. Pending the resolution of any such dispute, the Issuer need only comply with its 
reasonable good faith interpretation of the applicable law, to the extent that:  
(1) The parties are in disagreement as to the existence of a conflict;  
(2) The dispute involves subject matter that is material; and  
(3) Its interpretation is not otherwise clearly contrary to the law.  

SECTION 1.7. 
NOTICE 

(a) Where the contract requires that notice be given to the other party, such notice must be given 
in writing to the address shown on this contract’s signature page.  

(b) To notify OPM, the Issuer must write to the Contracting Officer, unless otherwise specified.  
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(c) The Issuer must notify the Contracting Officer immediately upon a change in the name or 
address of the person authorized to execute or modify the contract on its behalf.  

(d) Written notices required under this contract must be sent in a manner in which receipt of the 
notice is confirmed by a common carrier. 

SECTION 1.8. 
NOVATION AGREEMENT 

(a) A novation agreement, similar to that found in 48 C.F.R. § 1642.1204, must be submitted for 
approval to OPM when the Issuer’s assets or the entire portion of the assets pertinent to the 
performance of this contract, as determined by the Contracting Officer, are transferred. 

(b) Failure to submit the properly completed and signed novation agreement in a timely manner 
may be cause for compliance actions by OPM in accordance with Section 2.5. 

(c) The Contracting Officer may terminate the contract if it is determined not to be in the 
Government’s interest to recognize a successor in interest to the contract. The effective date 
must be decided by the Contracting Officer after considering the best interests of MSP 
Enrollees. The Contracting Officer shall not unreasonably withhold acceptance of the 
novation agreement and recognition of a successor in interest to the contract. 

SECTION 1.9. 
AGREEMENT TO RECOGNIZE ISSUER’S CHANGE OF NAME  

An agreement to recognize the Issuer’s change of name, similar to the agreement found in 48 
C.F.R. § 1642.1205, must be submitted on a timely basis for approval to OPM when the Issuer 
changes its name and the Government's and Issuer's rights and obligations remain unaffected. 
OPM’s approval of a change of name shall not be unreasonably withheld.  

SECTION 1.10. 
MANAGEMENT AGREEMENT 

(a) When it is in the best interest of Enrollees to continue a contract for an interim period after 
the Issuer discontinues its operations and has entered into a Purchase and Sale Agreement (or 
other descriptive term), but before a successor in interest has been recognized by OPM, the 
Issuer may submit for OPM approval a management agreement that enables it to continue a 
contract through an agreement with a third party to administer the day-to-day performance of 
the contract. 

(b) Examples of situations in which a management agreement may be accepted by OPM are: 
(1) When a transfer of assets does not meet the criteria for a novation;  
(2) While a request for a novation is pending;  
(3) While awaiting a decision on a request for a novation;  
(4) As an interim measure, when the timing of a transfer of assets or the timing of an 

Issuer’s withdrawal make administration of the contract inconvenient; and 
(5) When it is not in the interests of the Government to either recognize a successor in 

interest or to immediately terminate the existing MSPP contract. 
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SECTION 1.11. 
KEY PERSONNEL 

(a) The Issuer’s key personnel are those persons within the categories of individuals identified in 
Appendix C.  

(b) The Issuer-supplied personnel are employees of the Issuer and under the administrative 
control and supervision of the Issuer. The Issuer, through its personnel, must perform the 
tasks prescribed in this contract. The Issuer must select, supervise, and exercise control and 
direction over its employees and over its Subcontractors under this contract. The Issuer is 
accountable to the Government for the action of its personnel. 

SECTION 1.12. 
COMPLIANCE WITH OPM GUIDANCE 

(a) “Program guidance” shall mean any formal or informal guidance, policies, practices, 
regulations, FAQs, interpretations, or requirements imposed by OPM on one or more MSP 
issuers or one or more MSPs. Program guidance does not include determinations upon 
external review.  

(b) OPM shall issue program guidance, as defined in paragraph (a) above, only in writing to the 
Issuer and consistent with paragraphs (c) through (f) below. OPM shall issue a change in 
program guidance only in writing to the MSP Issuer and, except as set forth in paragraph (c) 
through (f) below, effective no earlier than the first calendar day of any Contract Year 
following the year in which the change is issued. 

(c) OPM may issue program guidance up to June 1, 2014, to be effective within a reasonable 
period after issuance. In issuing such guidance, OPM shall be guided, to the greatest extent 
possible, by the principles that such guidance:  
(1) Not cause a material increase to the Issuer’s cost of, burden in, or time required to 

perform under this contract;  
(2) Not have an impact on the Issuer or on any State-level MSP issuer, if applicable, that is 

materially different than the impact of comparable guidance, if any, on QHP issuers;  
(3) Place the least possible burden on the Issuer and on any State-level MSP issuer, if 

applicable; and  
(4) Allow maximum flexibility to the Issuer and to any State-level MSP issuer in terms of 

implementation and time frame.  
(d) The parties shall negotiate in good faith to ensure that the principles in paragraph (c) are met. 
(e) On and after June 1, 2014, OPM may issue program guidance, or a change in program 

guidance, with reasonable notice, where such guidance does not materially add to the cost of, 
burden in, or time required to perform any of the work under this contract, or where the 
requirements under the guidance apply in the same manner and timeframe, with the same 
content, and in the same form and format as comparable requirements apply to QHPs; 
otherwise, any program guidance , or change in program guidance, shall be issued to the 
Issuer no later than 180 calendar days prior to the start of the next Contract Year, to be 
effective no earlier than the first calendar day of the Contract Year following the end of this 
180-calendar-day period. To the greatest extent possible, any OPM program guidance or 
change in program guidance will provide neither a competitive advantage nor a competitive 
disadvantage to MSPs relative to QHPs.  
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(f) If any OPM program guidance or change in program guidance causes a material increase to 
the cost of, burden in, or time required to perform any of the work under this contract and 
contains requirements that do not apply identically to QHPs, such program guidance or 
change in program guidance is deemed to be a contract change under Section 1.13.  
 

SECTION 1.13. 
CONTRACT CHANGES 

(a) The Contracting Officer may make changes within the general scope of this contract by 
written order to the Issuer no less than 180 calendar days prior to the first calendar day of the 
next Contract Year. The Contracting Officer may make such changes with less than 180 
calendar days’ prior notice where the changes do not cause a material increase to the Issuer’s 
cost of, burden in, or time required to perform any of the work under this contract.  

(b) Any change requiring 180 calendar days prior notice shall be effective no earlier than the 
first calendar day of the Contract Year following the end of the 180-calendar-day notice 
period. Any change not requiring 180 calendar days prior notice shall be effective within a 
reasonable time after notice, as determined by the Contracting Officer in consultation with 
the Issuer.  

(c) If any such change causes a material increase to the cost of, burden in, or the time required 
for the performance of any part of the performance of this contract, the Contracting Officer 
must make an equitable adjustment and must agree to modify the contract accordingly. 

SECTION 1.14. 
NON-DISCRIMINATION 

The Issuer and State-level MSP issuers must comply with applicable Federal and State non-
discrimination standards. For example, the Issuer and State-level MSP issuer must not, with 
respect to its MSPs, discriminate against individuals or groups on the basis of race, color, 
national origin, disability, age, sex (including pregnancy and gender identity), sexual orientation, 
expected length of life, present or predicted disability, degree of medical dependency, quality of 
life, or other health conditions, to the extent prohibited under 45 C.F.R. §§ 156.125, 156.200(e), 
and 800.101(i). 
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PART II. PERFORMANCE AND COMPLIANCE 

SECTION 2.1. 
PLAN PERFORMANCE 

(a) Compliance with Exchange Rules 
(1) The Issuer must assess its compliance with Federal and State Exchange standards, and 

report annually and upon request to OPM each of the following for each Exchange on 
which the Issuer offers an MSP: 
(i) Each standard established for QHPs with which the Issuer complies for each 

MSP; and 
(ii) Each standard established for QHPs with which the Issuer does not comply for 

any MSP offering. 
(2) For each standard described in paragraph (1)(ii), the Issuer must report the reason or 

reasons for noncompliance, including, if applicable, a finding by the Contracting 
Officer under Section 1.6 that the standard conflicts with § 1334 or its implementing 
regulations or guidance, prevents the application of a provision of part A of title XXVII 
of the Public Health Service Act, prevents the application of a provision of title I of the 
Affordable Care Act, or conflicts with the provisions of this contract. 

(b) Detection of Fraud and Abuse 
(1) The Issuer must conduct a program to assess its vulnerability to fraud and abuse and 

must operate a system designed to detect and eliminate fraud and abuse by Issuer 
employees, State-level MSP issuers, Subcontractors, Large Providers, providers and 
MSP Enrollees. The program must specify provisions in place for cost avoidance as 
well as fraud detection, along with criteria for follow-up actions. 

(2) The Issuer must submit to OPM an annual analysis of the costs and benefits of its fraud 
and abuse program. The Issuer must submit reports to OPM annually and upon request, 
in a format and by a date as instructed by the Contracting Officer. Such reports must 
display both disaggregated information pertaining to each individual State in which the 
Issuer or an affiliated State-level MSP issuer offers coverage through the MSPP, and 
consolidated information for all States in which coverage is offered through the MSPP. 
Such reports must include the following: 
(i) Cases opened; 
(ii) Dollars identified as lost and recovered on active cases;  
(iii) Actual savings and prevented loss on active cases; 
(iv) Active cases referred to law enforcement (other than the OPM Office of the 

Inspector General (OIG)); 
(v) Active cases referred to OIG; 
(vi) Active cases resolved administratively; 
(vii) Percentage of active cases where the MSP is the only or primary line of business 

affected; 
(viii) Number of MSP providers who are on prepayment review; 
(ix) Number of arrests and criminal convictions resulting from active cases; and 
(x) Compliance with Industry Standards for Fraud and Abuse (Appendix D). 

(3) The Issuer must demonstrate that a statistically valid sampling technique is routinely 
used prior to or after processing to randomly sample MSP claims against MSP fraud 
and abuse detection standards. 
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(c) Clinical Care Measures. 
The Issuer must measure and/or collect claims data on the clinical quality of the health care 
services it provides to its Enrollees as requested by OPM. Measurement and data collection 
efforts may include performance measurement systems such as Healthcare Effectiveness 
Data and Information Set (HEDIS), or similar measures developed by accrediting 
organizations such as the National Committee for Quality Assurance (NCQA), the Joint 
Commission, or URAC. 

(d) Patient Safety. 
The Issuer must monitor patient safety improvement programs in use within the Issuer’s 
networks, including those in use pursuant to § 1311(h) of the Affordable Care Act and its 
implementing regulations or guidance. At a minimum, the Issuer must: 
(1) Report annually and upon request to OPM on its current patient safety initiatives; 
(2) Report annually and upon request to OPM on how it will strengthen its patient safety 

program for the future; 
(3) Provide its Enrollees with consumer information and education regarding patient safety; 

and 
(4) Work with its providers, independent accrediting organizations, and others to 

implement and expand patient safety improvement programs. 
(e) Consumer Assessments of Healthcare Providers and Systems (CAHPS) 

In addition to any other means that the Issuer may develop of surveying MSP Enrollees, the 
Issuer must annually participate in the HEDIS Consumer Assessments of Healthcare 
Providers and Systems (CAHPS) to provide Enrollees with feedback on Enrollee experience 
with MSPs. The Issuer must take into account the published results of the survey, or other 
results as directed by OPM, in identifying areas for improvement as part of the Issuer’s 
contract quality assurance program. 

(f) Contract Quality Assurance 
(1) The Issuer must develop and maintain a contract quality assurance program specifying 

procedures for ensuring contract quality.  
(2) The Issuer must demonstrate that a statistically valid sampling technique is routinely 

used prior to or after processing to randomly sample MSP claims against MSPP 
contract quality assurance standards. 

(3) The Issuer must meet the following standards and submit an annual report to OPM on 
the following standards by July 1 of the year following the effective date of this 
contract. The report must include a detailed explanation of any failure to meet a 
standard. The period covered by the reports must be the calendar year beginning on the 
effective date of the contract.  
(i) Claims Processing Accuracy 

(A) The Issuer must report the number of MSP medical claims processed 
accurately, the total number of MSP medical claims processed, and the 
resulting percentage. 

(B) The Issuer must process no less than 95 percent of MSP medical claims 
accurately. 

(ii) Processing ID cards on new enrollment and change of plan 
(A) The Issuer must report the number of ID cards issued to MSP Enrollees within 

15 calendar days after the effective date of coverage, the total number of ID 
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cards issued to Enrollees, and the total number of enrollments received from 
the Exchange.  

(B) The Issuer must issue no less than 99 percent of the ID cards and enrollment 
information packages to MSP Enrollees within 15 calendar days after the 
effective date of coverage. 

(iii) Enrollee Inquiries 
(A) The Issuer must report the number of MSP Enrollees’ written inquiries 

(including internet inquiries) responded to within 15 calendar days, the total 
number of MSP Enrollees’ written inquiries received, and the resulting 
percentage. 

(B) The Issuer must respond to no less than 90 percent of written inquiries within 
15 calendar days. 

(iv) Call Answer Timeliness 
(A) The Issuer must report the number of calls answered by a live voice within 30 

seconds during operating hours, the total number of calls received during 
operating hours, and the average time that elapsed before a call was connected 
to a customer service representative. 

(B) The average time that elapses before an Issuer connects an Enrollee's 
telephone call to its customer service representative must be no more than 30 
seconds. 

(v) Telephone Blockage Rate 
(A) The Issuer must report the number of callers that receive a busy signal when 

calling the Issuer, the total number of calls received, and the resulting 
percentage. 

(B) The percentage of busy signals received may be no more than 5 percent. 
(vi) Telephone Abandon Rate  

(A) The Issuer must report the number of calls attempted that are not completed, 
the total number of calls attempted, and the resulting percentage. 

(B) The percentage of calls abandoned must be no more than 5 percent. 
(vii) Initial Call Resolution 

(A)  The Issuer must report the number of calls with issues resolved during the 
initial call, the total number of calls received, and the resulting percentage. 

(B) The Issuer must resolve the caller’s issues during the initial call no less than 
60 percent of the time. 

(g) The Issuer must demonstrate that it pursues claims for coordination of benefits (COB) 
consistent with the manner in which it pursues COB for its QHPs.  

(h) The Contracting Officer may address a deficiency in the Issuer's plan performance in 
accordance with Section 2.5. 

SECTION 2.2. 
ADVANCE NOTICE OF SIGNIFICANT ACTION  

(a) The Issuer must notify the Contracting Officer of a Significant Action at least 60 calendar 
days prior to the implementation of the Action by it or any State-level MSP issuer, if 
applicable, or as soon as practicable.  

(b) As it pertains to this section, a “Significant Action” is any anticipated or planned action that 
might reasonably be expected to have a material effect upon the ability to meet obligations 
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under this contract, have a material effect upon the delivery of insurance coverage to MSP 
Enrollees, or significantly changes the organization from the manner in which it was 
presented in the MSPP application.  A “Change” means a material difference in the event, 
arrangement, structure, or practice as it existed as of the effective date of this contract:  

(c) Significant Actions include, but are not limited to, any of the following anticipated Changes: 
(1) Management and Organizational Structure –  

(i) Change in contractual arrangements or agreements between the Issuer and State-
level MSP issuers, or among the group of issuers; 

(ii) Change in the Issuer’s articles of incorporation, bylaws, or other charter; 
(iii) Reorganization, merger, change in ownership, sponsorship, or managerial control 

of the Issuer; 
(iv) Change to or from nonprofit status; 
(v) Change to nationally licensed service mark or to an Issuer’s or State-level MSP 

issuer’s right to use nationally licensed service mark;  
(vi) Change in the membership of the Group of Issuers;  
(vii) Change in Large Providers;  
(viii) Change in underwriting entity or reinsurer, if applicable; 
(ix) Change in Key Personnel, as defined in Section 1.11(a).  

(2) Financial –  
(i) Bankruptcy; 
(ii) Transfer of assets necessary to the performance of this contract; 
(iii) Change in financing or funding arrangements; 
(iv) Change in fiduciary responsibilities; 
(v) Change in State guarantee fund participation; 
(vi) Change in insolvency protection; 
(vii) Disposal of major assets. 

(3) Provider Contracts & Provider Network –  
(i) Planned changes in provider contracts or networks that could affect compliance 

with Section 2.14;  
(ii) Change in Pharmacy Benefit Manager; 
(iii) Major change to provider contracts, reimbursement rates, or reimbursement 

method that may impact provider participation; 
(4) Oversight, Control and Consolidation of Functions –  

(i) Change in oversight and/or control of State-level MSP issuers;  
(ii) Change in roles and/or responsibilities among the group of issuers; 
(iii) Change in roles and/or responsibilities between the Issuer and State-level MSP 

issuers;  
(iv) Implementation of a monitoring plan or corrective action plan by the Issuer for a 

State-level MSP issuer;  
(5) Benefits – Change in benefit interpretation;  
(6) Enrollment – Change in enrollment or termination policy or procedures;  
(7) Accreditation – Change in expected timetable for achieving accreditation;  
(8) Claims – Change to claims system, procedures, staffing, or location of claims 

processing; and  
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(9) IT Systems, Security, Confidentiality – Change in IT system that may impact customer 
service, enrollment, premium collection, claims processing, claims payment, or system 
security.  

(d) Upon notice of a Significant Action, OPM may evaluate the potential impact on the MSPP 
and may, in consultation with the Issuer, institute a reasonable and proportionate action to 
protect the interest of Enrollees.  
  

SECTION 2.3. 
NOTICE OF SIGNIFICANT EVENT  

(a) The Issuer must notify the Contracting Officer of any Significant Event within five (5) 
Working Days after the Issuer becomes aware of it. As pertains to this section, a Significant 
Event is any occurrence that may reasonably be expected to have a material effect upon the 
Issuer’s ability to meet its obligations under this contract, have a material effect upon the 
delivery of insurance coverage to MSP Enrollees, or significantly changes the organization 
from the manner in which it was presented in the MSPP application.  

(b) Significant Events include, but are not limited to, the following:  
(1) Notice of debarment, suspension, or loss of eligibility to participate in Federal 

Government contracting for any reason, including to members of the board of directors, 
any key personnel, major stockholders, affiliated companies, subsidiaries, and 
Subcontractors. 

(2) Legal actions or investigations, including involving a provider to the extent that such 
legal action or investigation creates a significant disruption of care for MSP Enrollees;  

(3) Notice of sanctions or penalties imposed by a State Insurance Commissioner or other 
licensing authority, so long as it meets the definition of “Significant Event,” above; 

(4) Loss or downgrade of accreditation to the Issuer, a State-level MSP issuer, a Large 
Provider, or a previously accredited Subcontractor;  

(5) The withdrawal of, or notice of intent to withdraw, the Issuer's or State-level issuer's 
State licensure or any other status under Federal or State law;  

(6) Changes to Issuer’s provider contracts or networks that could materially affect 
compliance with Section 2.14;  

(7) Systemic safety event involving harm or potential harm to Enrollees; 
(8) Downward adjustment in financial rating; 
(9) Imposition of, or notice of intent to impose, a receivership, conservatorship, or special 

regulatory monitoring; 
(10) Loss of 15% or more of overall enrollment; 
(11) Default on a loan or other financial obligation; 
(12) Any actual or potential labor dispute that materially delays or threatens to delay timely 

performance or substantially impairs the functioning of facilities used in the 
performance of the contract;  

(13) Fraud, embezzlement, or misappropriation of funds; 
(14) Any written exceptions, reservations or qualifications expressed by the independent 

accounting firm(s) (which ascribes to the standards of the American Institute of 
Certified Public Accountants) contracted with by the Issuer and/or State-level MSP 
issuers to provide an opinion on their annual financial statements;  

(15) Material IT system failure or compromise, including phone system and/or website 
unavailability not due to scheduled maintenance. 
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(16) Notification to Issuer, State-level MSP issuer, Large Provider, or Subcontractor of State 
or Federal enforcement action as the result of noncompliance with HIPAA or the 
Affordable Care Act. 

(c) Upon notice of a Significant Event, OPM may evaluate its impact on the MSPP and may, in 
consultation with the Issuer, institute a reasonable and proportionate action to protect the 
interest of Enrollees.  

SECTION 2.4. 
CONTRACT PERFORMANCE 

(a) The Issuer must perform their obligations under this contract in accordance with the 
requirements of § 1334 of the Affordable Care Act, regulations at 45 C.F.R. part 800, MSPP 
guidance issued by OPM under Section 1.12, and the terms of this contract. They must 
continue to meet such requirements while under an MSPP contract with OPM. 

(b) In addition to the requirements described in paragraph (a), the Issuer and each State-level 
MSP issuer, as applicable, must: 
(1) Maintain sufficient financial resources, facilities, staff and other necessary resources to 

meet obligations under this contract; 
(2) Keep such reasonable financial and statistical records, and furnish to OPM such 

reasonable financial and statistical reports with respect to the MSPP, as may be 
requested by OPM; 

(3) Permit representatives of OPM, consistent with the terms and conditions of Section 2.7, 
below, and of the U.S. Government Accountability Office to audit and examine records 
and accounts that pertain to the MSPP; 

(4) Perform the MSPP contract in accordance with prudent business practices, as described 
in paragraph (c); and 

(5) Not perform the MSPP contract in accordance with poor business practices, as 
described in paragraph (d). 

(c) For purposes of paragraph (b)(4), prudent business practices include, but are not limited to, 
the following: 
(1) Timely compliance with OPM guidance issued under Section 1.12; 
(2) Legal and ethical business and health care practices; 
(3) Compliance with the terms of the MSPP contract and applicable regulations and 

statutes; 
(4) Timely and accurate adjudication of claims or rendering of medical services; 
(5) Operating a system for accounting in accordance with generally accepted accounting 

principles (GAAP) or statutory accounting principles (SAP), consistent with the 
applicable Federal or State law;  

(6) Maintaining accurate accounting reports of costs incurred in the administration of the 
MSPP contract; 

(7) Applying plan performance standards for assuring contract quality as outlined at 
Section 2.1(f); and 

(8) Establishing and maintaining a system of internal controls that provides reasonable 
assurance that: 
(i) The provision and payments of benefits and other expenses comply with statutory, 

regulatory, and contractual requirements; 
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(ii) Funds, property, and other assets used in the performance of this contract are 
safeguarded against waste, loss, unauthorized use, or misappropriation; and 

(iii) Data are accurately and fairly disclosed in all reports required by this contract. 
(d) For purposes of paragraph (b)(5) poor business practices include, but are not limited to, the 

following: 
(1) Using fraudulent or unethical business or health care practices or otherwise displaying a 

lack of business integrity or honesty; 
(2) Knowingly providing false or misleading information in the rate setting process; 
(3) Failing to comply with guidance issued by OPM under Section 1.12; 
(4) Having an accounting system that fails to follow GAAP or SAP standards, inconsistent 

with Federal law or the law of the State in which the MSP is offered;  
(5) Failing to ensure that claims are adjudicated properly, accurately, and consistent with 

standards of good claims-handling practice; and 
(6) Entering into contracts or employment agreements with providers, provider groups, or 

health care workers that include provisions or financial incentives that directly or 
indirectly create an inducement to limit or restrict communication about medically 
necessary services to any individual covered under the MSP. Financial incentives are 
defined as bonuses, withholds, commissions, profit sharing or other similar adjustments 
to basic compensation (e.g., service fee, capitation, salary) that have the effect of 
limiting or reducing communication about appropriate medically necessary services. 

SECTION 2.5. 
COMPLIANCE ACTIONS 

(a) OPM may impose a compliance action against the Issuer at any time during the contract term 
if it reasonably determines that the Issuer or a State-level MSP issuer, as applicable, is not in 
compliance with applicable law, regulations, guidance, or the terms of this contract. The 
following constitute cause for OPM to impose a compliance action described in paragraph 
(b) against the Issuer: 
(1) Failure by the Issuer or a State-level MSP issuer, as applicable, to meet the 

requirements described in Section 2.4; 
(2) The Issuer’s sustained failure to perform the MSPP contract in accordance with prudent 

business practices, as described in Section 2.4; or 
(3) A pattern of poor conduct or evidence of poor business practices such as those 

described in Section 2.4; 
(4) Such other violations of law, regulation, guidance, or the terms of this contract. 

(b) Compliance actions may include, but are not limited to:  
(1) Establishment of a corrective action plan that must be implemented by the Issuer;  
(2) Suspension of marketing; 
(3) Imposition of monetary penalties; 
(4) Elimination of a service area; 
(5) Decertification of the Issuer or a State-level MSP issuer, as applicable, to offer the MSP 

on one or more Exchanges; 
(6) Nonrenewal of the MSPP contract;  
(7) Termination of the MSPP contract; or 
(8) Other action, proportionate to the cause under paragraph (a) of this section that gives 

rise to a compliance action, as determined by the Contracting Officer.  
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(c) OPM must notify the Issuer in writing 30 calendar days in advance of a compliance action 
under this section. 
(1) Such notice must indicate the specific compliance action undertaken and the reason for 

the compliance action. 
(2) For compliance actions listed in paragraphs (b)(5) through (b)(7), such notice must 

include a statement that the Issuer is entitled to request a reconsideration of OPM’s 
determination to impose a compliance action under 45 C.F.R. § 800.405. 

(d) The Issuer may request that OPM reconsider a determination to impose one of the following 
compliance actions: 
(1) Decertification of the Issuer or State-level MSP issuer to offer the MSP on one or more 

Exchanges; 
(2) Nonrenewal of the MSPP contract; and 
(3) Termination of the MSPP contract. 

(e) When the Issuer has a right to request reconsideration as specified in paragraph (d), it may 
request a hearing in which OPM must reconsider its determination to impose a compliance 
action.  
(1) A request under this section must be in writing and contain:  

(i) Contact information, including the name, telephone number, email address, and 
mailing address of the person or persons whom OPM may contact regarding a 
request for a hearing with respect to the reconsideration; and 

(ii) A detailed statement of the reasons that the Issuer disagrees with OPM’s 
imposition of the compliance action, which may include any additional 
information that may assist OPM in rendering a final decision under this section.  

(2) The Contracting Officer must receive the request within 15 calendar days after the date 
of the Issuer’s receipt of the notice of compliance action. The Issuer may request that 
OPM’s reconsideration allow a representative of the Issuer to appear personally before 
OPM.  

(3) OPM may obtain additional information relevant to the request from any source as it 
may, in its judgment, deem necessary. OPM must provide the Issuer with a copy of any 
additional information it obtains and provide an opportunity for the Issuer to respond 
(including by submission of additional information or explanation). 

(4) OPM’s reconsideration and hearing, if requested, may be conducted by the Director or a 
representative designated by the Director who, in either case, must be a person who did 
not participate in the initial decision that is the subject of the request for review. 

(f) OPM must notify the Issuer, in writing within 30 calendar days of receiving the 
request, of OPM’s final decision on the Issuer’s request for reconsideration and the 
specific reasons for that final decision. OPM’s written decision shall constitute final 
agency action that is subject to review under the Administrative Procedure Act (APA) 
in the appropriate U.S. district court. Such review is limited to the record that was 
before OPM when it made its decision. In connection with compliance actions that 
are subject to the Issuer’s right to seek reconsideration pursuant to paragraph (d), the 
Issuer’s right to seek reconsideration and subsequent APA review shall be the 
exclusive remedies, unless a court were to determine that the Contract Disputes Act 
of 1978, as amended (41 U.S.C. §§ 7101-09) applies, in which case the Issuer may 
pursue the remedies in Section 2.6. Notwithstanding Section 2.6(j) or any other 
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section of this contract, a compliance action described in paragraph (d) shall take 
effect immediately upon notice under this paragraph.  

(g) Any disputes regarding, or challenges to, any OPM compliance actions that are not 
subject to the Issuer’s right to seek reconsideration pursuant to paragraph (d) shall be 
resolved in accordance with Section 2.6.  

SECTION 2.6. 
DISPUTES 

(a) Except as provided in this or another section of this contract, the parties intend that the 
Contract Disputes Act of 1978, as amended (41 U.S.C. §§7101-09) (CDA), shall govern 
disputes under this contract, to the extent the Act is applicable. 

(b) Except as provided in the CDA or in another section of this contract, all disputes arising 
under or pertaining to this contract shall be resolved under this section. With respect to any 
disputes arising out of OPM compliance actions under Section 2.5, the remedies in this 
section shall be in addition to, and not in lieu of, the remedies in Section 2.5(f).  

(c) Claim, as used in this section, means a written demand or written assertion by one of the 
contracting parties seeking, as a matter of right, the adjustment or interpretation of contract 
terms or other relief arising under or pertaining to this contract.  

(d) A claim by the Issuer shall be made in writing and, unless otherwise stated in this contract, 
submitted within 6 years after accrual of the claim to the Contracting Officer for a written 
decision. A claim by the Government against the Issuer shall likewise be brought within 6 
years after accrual of the claim and shall be subject to a written decision by the Contracting 
Officer. 

(e) For Issuer claims, the Contracting Officer must, if requested in writing by the Issuer, render a 
decision within 60 calendar days of the request. If the Contracting Officer fails to issue a 
written decision within 60 calendar days of the request, the claim shall be deemed to be 
denied.  

(f) The Contracting Officer's decision shall be final unless the Issuer appeals or files a suit as 
provided in the CDA, or the Issuer pursues any other remedies as described in this section.  

(g) In the event that a court or arbitrator determines that the CDA does not apply to, or that the 
court or arbitrator does not have jurisdiction over the dispute, or the parties agree in writing 
that the CDA does not apply to the dispute, then: 
(1) The Contracting Officer’s written decision, or deemed denial under paragraph (e), shall 

constitute final agency action under the Administrative Procedure act (APA); and  
(2) The Issuer may challenge the Contracting Officer’s written decision or deemed denial 

by: 
(i) Filing suit under the APA on a record created in the appropriate U.S. district 

court;  
(ii) Filing an action founded on contract against OPM in the appropriate U.S. district 

court or the U.S. Court of Federal Claims; or  
(iii) Pursuing any other judicial or administrative remedies available to the Issuer.  

(h) If the claim by the Issuer is submitted to the Contracting Officer or a claim by the 
Government is presented to the Issuer, the parties, by mutual consent, may agree to use 
alternative dispute resolution (ADR). If the Issuer refuses an offer for ADR, the Issuer shall 
inform the Contracting Officer, in writing, of the Issuer's specific reasons for rejecting the 
offer.  
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(i) If the dispute is decided in the Issuer’s favor through an action in Federal court under the 
CDA, through an appeal of a Contracting Officer's decision to a Board of Contract Appeal 
under the CDA, the Government shall pay interest, in the manner set forth in FAR 52.233-
1(h), in connection with successful Issuer’s claims for money due.  

(j) The Issuer shall proceed diligently with performance of this contract, pending final resolution 
of any request for relief, claim, appeal, or action arising under the contract, and comply with 
any decision of the Contracting Officer that is not the subject of further review or appeal.  

SECTION 2.7. 
MSPP INSPECTION 

(a) The Contracting Officer, or an authorized representative of the Contracting Officer, may 
inspect or evaluate the work performed or being performed under the contract, and the 
premises where the work is being performed, at a reasonable time and in a manner that shall 
not unreasonably delay the work. Such inspection or evaluation shall not occur more than 
once per Contract Year, except in special circumstances. 

(b) The Issuer and each State-level MSP issuer, if applicable, must maintain, and the Contracting 
Officer, or an authorized representative of the Contracting Officer, must have the right, no 
more than once per Contract Year, except in special circumstances, to examine and audit, all 
books and records pertaining to this contract, including audit, financial, and other 
information, for purposes of compliance with the terms of this contract. The Issuer must 
provide such books and records in the form and manner and within the timeframes 
reasonably specified by the Contracting Officer. Notwithstanding any other term of this 
contract to the contrary, any such examination or audit shall be strictly limited to the question 
of whether the Issuer, or any State-level MSP issuer, if applicable, has complied with the 
terms of this contract.  
(1) The Issuer must make available at its office those books and records for examination 

and audit, solely for performance under this contract, for the record retention period 
specified in Section 7.12, Records Retention. 

(2) This section is applicable to, and must be included in, the Issuer's agreements with 
State-level issuers, Large Providers, and Subcontractors involved in the performance of 
this contract. Such agreements must substitute the term appropriate for the applicable 
entity for the term “Issuer.”  

(c) If the Contracting Officer, or an authorized representative of the Contracting Officer, 
performs inspection, audit, or evaluation on the premises of the Issuer, State-level issuers, 
Large Providers, or Subcontractors, the Issuer must furnish or require the entity to furnish all 
reasonable facilities for the safe and convenient performance of these duties. 

(d) The Issuer shall allow the Contracting Officer, or an authorized representative of the 
Contracting Officer, access to its information systems for purposes of the Contracting 
Officer’s determination that the Issuer is storing, processing, and transferring MSPP data in a 
secure manner. The Issuer shall allow the Contracting Officer access not only to information 
systems that directly process Federal data for contract purposes, but also all other information 
systems in the same computing environment that, if breached, would pose a threat to MSPP 
data. 
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SECTION 2.8. 
TRANSITIONAL CARE  

(a) The Issuer must provide transitional care to an Enrollee who is undergoing treatment for a 
chronic or disabling condition or who is in the second or third trimester of pregnancy for up 
to 90 calendar days or through the postpartum period, whichever is later, if any of the 
following occur: 
(1) The Issuer terminates all or part of its MSPP contract, or has its MSPP contract 

terminated by OPM; 
(2) The Issuer terminates the provider contract for the Enrollee’s primary or specialty care 

provider for reasons other than cause; or 
(3) The Enrollee’s primary or specialty care provider terminates the contract with the 

Issuer, except in anticipation of the Issuer terminating the provider’s contract for cause. 
(b) The Issuer must notify an Enrollee described under paragraph (a) of this section of his or her 

right to receive transitional care. The 90-calendar-day period described at paragraph (a) of 
this section shall begin after the Enrollee has received such notice.  

(c) The Issuer must ensure the following:  
(1) If it terminates a part of its MSPP contract or a specialty provider contract other than for 

cause, it allows Enrollees who are undergoing treatment for a chronic or disabling 
condition or who are in the second or third trimester of pregnancy to continue treatment 
under the specialty provider for up to 90 calendar days, or through their postpartum 
period, whichever is later, under the same terms and conditions that existed at the 
beginning of the transitional care period; and 

(2) If it enrolls a new Enrollee who voluntarily changed plans because the Enrollee’s 
former plan was no longer available in the Exchange, it provides transitional care for 
the Enrollee if he or she is undergoing treatment for a chronic or disabling condition or 
is in the second or third trimester of pregnancy for up to 90 calendar days, or through 
the postpartum period, whichever is later, under the same terms and conditions the 
Enrollee had under the prior plan. 

(d) In addition, the Issuer must  
(1) Pay for or provide the transitional care required under this section at no additional cost 

to Enrollees; 
(2) Pay for the specialty provider to promptly transfer all medical records to the designated 

new provider during or upon completion of the transition period, as authorized by the 
patient; and,  

(3) Require the specialty provider to give all necessary information to the Issuer for quality 
assurance purposes. 

(e) Any provision of this section shall be superseded by an applicable Exchange rule to the 
extent that such Exchange rule provides a greater consumer protection than set forth in the 
respective provision of this section, based on the Contracting Officer’s determination. 

SECTION 2.9. 
STANDARDS AND REQUIREMENTS FOR PHARMACY BENEFITS  

(a) The Issuer must provide prescription drug benefits as generally described under 45 C.F.R. § 
156.122, and as specifically described in Error! Reference source not found. to this 
contract.  
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(b) The Issuer must provide to OPM and HHS the prescription drug information required by 45 
C.F.R. § 156.295.  

(c) The Issuer is responsible for compliance with the content of this section, without regard to 
whether the Issuer manages pharmacy benefits in-house or contracts with a third-party PBM.  

(d) The issuer shall apply PBM contracted rates to MSP for brand and generic drugs, dispensing 
fees including compounds, vaccines, and administrative fees. It shall apply all other 
contracted fees at rates equivalent to or lesser than it applies for similar goods and services 
for QHPs using the same pharmacy network(s).  

SECTION 2.10. 
TREATMENT OF PATIENT CENTERED MEDICAL HOMES AND ACCOUNTABLE 
CARE ORGANIZATIONS 

The Issuer may provide coverage through a patient centered  medical home or accountable care 
organization, as long as the MSP meets all the requirements that are otherwise applicable and the 
services offered by the patient centered medical home or accountable care organization are 
coordinated with the Issuer. 

SECTION 2.11. 
ACCREDITATION 

(a) The Issuer must be or become accredited by an accrediting entity recognized by HHS in 
regulation or guidance on the basis of local performance of its MSPs in the categories 
specified in 45 C.F.R. § 156.275(a)(1). The Issuer must maintain this accreditation as long as 
the Issuer offers MSPs. 

(b) If the Issuer is not currently accredited, it must meet the following additional requirements:  
(1) The Issuer must become accredited within four years after the Issuer first entered into 

an MSPP contract. 
(2) The Issuer must demonstrate to OPM that it requires the following credential checks of 

all of its providers, both during the initial hiring or provider contracting process and 
during periodic re-credentialing, or that such credential checks are completed by a third 
party, such as a hospital: 
(i) Verification of professional school graduation records, professional degree, or 

other training applicable to the scope of the practice offered; 
(ii) Verification of professional licensure, if applicable; 
(iii) Verification of applicable clinical training, such as internship, residency, or 

fellowship; 
(iv) Verification of specialty board eligibility or certification, if applicable;  
(v) Routine check with local professional societies or boards; 
(vi) Routine check of the HHS list of debarred providers; and 
(vii) Routine check of the National Practitioner Data Bank.  

(c) By signing this contract, the Issuer authorizes the Issuer’s accrediting entity to release to 
OPM, Exchanges, and to HHS a copy of its most recent accreditation survey(s), with any 
survey-related information that OPM or HHS may require, such as corrective action plans 
and summaries of findings. 
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SECTION 2.12. 
INTERNAL CLAIMS AND APPEALS  

(a) The Issuer must comply with the internal claims and appeals processes applicable to group 
health plans and health insurance issuers under 45 C.F.R. § 147.136(b).  

(b) The Issuer must comply with the internal claims and appeals processes applicable to MSP 
Issuers under 45 C.F.R. § 800.502. 
(1) The Issuer must provide written notice to an Enrollee of its determination on a claim 

according to the timeframes and notification rules under 45 C.F.R. § 147.136(b) and (e), 
including the timeframes for urgent claims.  

(2) If the Issuer denies a claim (or a portion of the claim), the Enrollee or the Enrollee’s 
authorized representative may appeal the adverse benefit determination to the MSP 
issuer in accordance with 45 C.F.R. § 147.136(b). 

SECTION 2.13. 
EXTERNAL REVIEW 

(a) OPM must conduct external review of claims denials using the process established pursuant 
to 45 C.F.R. § 800.503. OPM shall establish standards and timeframes for this process 
consistent with the standards and timeframes for external review under 45 C.F.R § 
147.136(d).  

(b) Notices to MSP Enrollees regarding external review under this section must comply with 45 
C.F.R. § 147.136(e), and are subject to review and approval by OPM, upon request.  

(c) Notwithstanding Section 2.6(j) or any other provision of this contract, the Issuer must pay a 
claim or provide a health-related service or supply pursuant to OPM’s final decision or the 
final decision of an independent review organization without delay, regardless of whether the 
Issuer intends to seek judicial or any other review of the external review decision and unless 
or until there is a judicial decision otherwise. 

SECTION 2.14. 
NETWORK ADEQUACY STANDARDS 

(a) The Issuer must ensure that each of its provider and pharmacy networks, as available to all 
Enrollees, meets the following standards: 
(1) Is sufficient in number and types of providers or pharmacies to ensure that all services 

are accessible without unreasonable delay; 
(2) Is consistent with the network adequacy provisions of § 2702(c) of the Public Health 

Service Act; and  
(3) Includes a sufficient number of essential community providers and retail pharmacies 

that serve predominately low-income, medically-underserved individuals, in 
compliance with 45 C.F.R. § 156.235. 

(b) The Issuer must follow OPM guidance for compliance with the standards in paragraph (a).  
(c) In the event the Issuer fails to meet the standards in paragraph (a), OPM may require the 

Issuer to remedy any failure by imposing a compliance action in accordance with Section 2.5. 
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SECTION 2.15. 
PROVIDER DIRECTORY 

(a) The Issuer must maintain a provider directory and update its online and hardcopy provider 
directories in the manner and within the timeframes required by the Exchange in which the 
applicable MSP is offered or no less frequently than once per quarter online and annually in 
hardcopy.  

(b) The Issuer must make current provider directories available to Exchanges for publication 
online in accordance with guidance from each Exchange.  

(c) The Issuer must provide hard copies of its provider directories to Enrollees and potential 
Enrollees upon request.  

SECTION 2.16. 
GEOGRAPHIC ACCESS TO COVERAGE 

(a) The Issuer must ensure that Enrollees have adequate access to coverage while traveling, 
attending school, or residing outside of the service area in which the MSP was purchased, but 
within a service area where the MSP is offered.  

(b) The Issuer must ensure that Enrollees who need highly specialized care have access to such 
care, including care provided outside of an MSP service area, such as at a Center of 
Excellence. 
 

SECTION 2.17. 
SMALL BUSINESS HEALTH OPTIONS PROGRAM PARTICIPATION 
 
(a) If the Issuer is required by 45 C.F.R. § 800.104(c) to offer a plan on a Federally-facilitated 

Small Business Health Options Program (FF-SHOP), the Issuer must comply with such 
requirement by offering either of the following: 
(1) A SHOP QHP certified by the Exchange; or 
(2) A SHOP MSP as set forth in Appendix A to this contract. 

(b) For a State-based SHOP, or for an FF-SHOP on which the Issuer is not required by 45 C.F.R. 
§800.104(c) to offer a plan, the Issuer may phase in SHOP participation. 
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PART III. RENEWAL, NONRENEWAL, AND TERMINATION 

SECTION 3.1. 
CONTRACT RENEWAL 

(a) This contract shall be renewed from term to term unless either party submits a notice of 
nonrenewal pursuant to Section 3.2, or is terminated pursuant to Section 3.3. 

(b) Unless the Issuer submits a notice of nonrenewal under Section 3.2, the Issuer must provide 
recertification information as specified in Section 4.2. If the Issuer is certified to offer an 
MSP in all 50 States and the District of Columbia, the Issuer must provide timely information 
for certification and/or recertification in the number of States required to meet the conditions 
of § 1334(e) of the Affordable Care Act. 

(c) OPM shall determine whether the Issuer meets the requirements for certification for each 
MSP on each Exchange in accordance with Section 4.2. 

(d) OPM and the Issuer must negotiate rates and benefits in good faith. OPM must engage in the 
negotiation of rates and benefits sufficiently in advance of the date on which the Issuer must 
give notice of nonrenewal so that the Issuer will have sufficient time, in the event that 
negotiations are unsuccessful, to exercise its right of nonrenewal under Section 3.2. 

(e) In the event that OPM and the Issuer fail to agree on rates and benefits for an upcoming 
Contract Year for one or more MSPs on one or more Exchanges, this contract shall be 
renewed with the rates and benefits for the current Contract Year, unless either party submits 
a notice of nonrenewal pursuant to Section 3.2. 

(f) Notwithstanding renewal from term to term, Appendix A has no effect beyond the contract 
term for which they were first compiled. 

SECTION 3.2. 
NONRENEWAL OF CONTRACT 

(a) This contract shall not be renewed for an additional term if either party submits a notice 
pursuant to paragraph (d) of this section. 

(b) OPM may decline to renew this contract and submit notice of nonrenewal if: 
(1) The Contracting Officer reasonably determines that the Issuer has engaged in conduct 

described in Section 2.5(a); or 
(2) The Contracting Officer reasonably determines that the Issuer will not be able to 

comply with one or more provisions of § 1334 of the Affordable Care Act.  
(c) If the parties fail to agree on rates and benefits for an upcoming Contract Year for one or 

more MSPs on one or more Exchanges, the Issuer may decline to seek recertification for such 
MSP(s) on such Exchange(s) without declining to renew this contract. The Contracting 
Officer may determine whether this contract may be renewed for a subsequent Contract Year 
notwithstanding decertification of one or more MSPs on one or more Exchanges.  

(d) If either OPM or the Issuer declines to renew this contract, the party declining to renew must 
provide written notice of nonrenewal to the other party. Such notice must be provided no 
later than 120 calendar days prior to the start of the next Contract Year, unless extenuating 
circumstances preclude compliance with this date. Under extenuating circumstances, either 
party may provide written notice of nonrenewal to the other party as soon as is practicable 
prior to the start of the next Contract Year. Extenuating circumstances include, but are not 
limited to:  
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(1) Failure of either party to negotiate rates or benefits in a timely manner; 
(2) Agreement of the parties to extend rate and benefit negotiations beyond 120 calendar 

days prior to the start of the next Contract Year; and  
(3) Failure of either party to comply with notice requirements under Part I of this contract. 

SECTION 3.3. 
TERMINATION 

This contract shall be terminated during a contract term only if:  
(a) In accordance with Section 2.5, OPM reasonably determines that termination is the 

appropriate Compliance Action and any reconsideration procedure pursuant to Section 2.5(d) 
is exhausted or waived by the Issuer; or  

(b) The Issuer ceases operation and has no successor in interest under Section 1.8. 
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PART IV. CERTIFICATION 

SECTION 4.1. 
CERTIFICATION 

(a) An MSP offered by the Issuer is certified to be offered on an Exchange as listed in Appendix 
A. 

(b) The Issuer must offer an MSP on an Exchange for which it is certified, and must not offer an 
MSP on an Exchange for which it is not certified. 

SECTION 4.2. 
RECERTIFICATION 

(a) For each plan year, the Issuer must provide updated information on its operations for each 
Exchange on which it offers an MSP, pursuant to program guidance issued by OPM under 
Section 1.12.  

(b) OPM shall analyze the Issuer’s MSP operations in each Exchange and determine whether it 
continues to meet Exchange requirements, program guidance, and this contract.  

(c) Upon renewal of this contract pursuant to Section 3.1, an MSP offered pursuant to this 
contract is recertified to be offered on an Exchange as listed in Appendix A.  

SECTION 4.3. 
DECERTIFICATION 

Upon collection of information under Section 4.2(a), if OPM reasonably determines that the 
Issuer no longer meets terms of this contract with respect to its operations of any MSP on any 
Exchange, the Issuer shall no longer be certified to offer such MSP on such Exchange. 

SECTION 4.4. 
SERVICE AREA 

(a) Within a State, the Issuer must offer each MSP in one or more service areas under 45 C.F.R. 
§ 155.1055. 

(b) If a State or an Exchange permits QHP issuers to define service areas, the Issuer must define 
its service area or areas, subject to the approval of the Contracting Officer, which approval 
shall not be unreasonably withheld.  

(c) In a State in which separate, mutually-exclusive service areas have been defined by an 
Exchange, the Issuer may offer each MSP in fewer than all service areas in a State, subject to 
the approval of the Contracting Officer, which shall not be unreasonably withheld.  
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PART V. RATES AND BENEFITS 

SECTION 5.1. 
BENEFITS PROVIDED 

(a) The Issuer must provide a uniform benefits package, including the essential health benefits 
described at § 1302 of the Affordable Care Act, as specified in Appendix A, for each 
Exchange on which the MSP is certified. Such benefits must be substantially equal to the 
benchmark selected for each MSP pursuant to 45 C.F.R. § 800.105(b). 

(b) The Issuer must not offer a benefits package that is designed to discriminate against 
individuals or groups on the basis of race, color, religion, national origin, disability, age, sex 
(including pregnancy and gender identity), sexual orientation, health status, expected length 
of life, present or predicted disability, degree of medical dependency, quality of life, or other 
health conditions.  

(c) The Issuer must ensure that cost-sharing limits under § 1302(c) of the Affordable Care Act, 
and standards established by OPM or HHS pursuant to § 1302 pertaining to cost-sharing 
limits, are applied to each MSP offered on each Exchange. 

SECTION 5.2. 
COST-SHARING REDUCTIONS AND PREMIUM TAX CREDITS 

(a) The Issuer must ensure that, for each MSP, an eligible insured, as defined in § 1402(b) of the 
Affordable Care Act, receives the benefit of cost-sharing reductions under § 1402 of the 
Affordable Care Act and its implementing regulations or guidance. 

(b) Pursuant to § 1412(c)(2)(B) of the Affordable Care Act and its implementing regulations or 
guidance, the Issuer must ensure that, for each MSP, an applicable taxpayer, as defined in § 
36B(c)(1) of the Internal Revenue Code, receives the benefit of advance payments of 
premium tax credits under § 36B of the Internal Revenue Code. 

SECTION 5.3. 
LEVELS OF COVERAGE 

(a) At a minimum, the Issuer must offer an MSP at the silver level of coverage and the gold level 
of coverage, as defined by § 1302(d) of the Affordable Care Act and its implementing 
regulations or guidance, on each Exchange on which the MSP is certified.  

(b) Subject to standards established by OPM, HHS, State laws, or Exchange rules, the Issuer 
may offer an MSP at any or all of the catastrophic, bronze, or platinum levels of coverage, as 
defined by § 1302(d) of the Affordable Care Act and through guidance issued by HHS.  

(c) For each level of coverage at which the Issuer offers an MSP, the Issuer must offer a child-
only offering at the same level of coverage to individuals who have not attained the age of 21 
as of the beginning of the plan year.  

(d) The Issuer must calculate actuarial value in the same manner as QHP issuers pursuant to § 
1302(d) of the Affordable Care Act and guidance issued by HHS. In determining compliance 
with this section, OPM must review the Issuer’s calculation of actuarial value for a level of 
coverage.  
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SECTION 5.4. 
PREMIUM RATES  

(a) The Issuer must charge premium rates as referenced in Appendix A to this contract for each 
MSP on each Exchange on which the Issuer offers an MSP. 

(b) If the Issuer has changed premium rates from a previous contract term, the Issuer must 
submit rate change documents and justification to OPM, and to the Exchange for which 
premium rates have been changed, to the greatest extent possible in the same form and 
manner as QHP issuers must submit rate change documents and justification. 

(c) The Issuer must base rates only on permissible rating factors, as described at § 2701 of the 
Public Health Service Act, implementing regulations, and guidance issued by OPM under 
Section 1.12.  

(d) The Issuer must consider all Enrollees in each MSP to be in the same risk pool as all 
Enrollees in all other non-grandfathered health plans offered by the State-level MSP issuer in 
the State, in the individual or small group market, respectively, in compliance with § 1312(c) 
of the Affordable Care Act, 45 C.F.R. § 156.80, and other implementing regulations or 
guidance.  

(e) In proposing premiums for each MSP, the Issuer must use only the rating factors permitted 
under § 2701 of the Public Health Service Act or applicable guidance. 
(1) The Issuer must apply rating variations based on age or tobacco use, as permitted under 

§ 2701(a) of the Public Health Service Act, based on the portion of the premium 
attributable to each family member covered under the MSP in accordance with any 
applicable Federal or State laws and regulations or guidance implementing § 2701(a).  

(2) The Issuer must use the ratio established by each State in which each MSP is offered for 
age rating if such ratio is less than 3:1.  

(3) The Issuer must use the uniform age bands and age curves established under HHS 
regulations or guidance implementing § 2701(a) of the Public Health Service Act. 

(4) The Issuer must use rating areas established for each State in which each MSP is 
offered, subject to regulations or guidance implementing § 2701(a) of the Public Health 
Service Act.  

(5) The Issuer must apply tobacco use as a rating factor in accordance with any applicable 
Federal and State laws or regulations or guidance implementing § 2701(a) of the Public 
Health Service Act. 

(f) The Issuer must comply with the medical loss ratio (MLR) requirements under § 2718 of the 
Public Health Service Act and implementing regulations or guidance.  

(g) The Issuer may operate a wellness program pursuant to 45 C.F.R. § 146.121(f). 

SECTION 5.5. 
RATE REVIEW 

(a) The Issuer must participate in the rate review process established by OPM under 45 C.F.R. § 
800.201(e) and set forth in the guidance issued by OPM under Section 1.12, provided that 
OPM shall defer, except under rare and extraordinary circumstances, to rate reviews 
conducted by States with effective rate review programs as determined by HHS. 

(b) The Issuer is subject to the applicable rate review process in effect for issuers in each State in 
which the Issuer offers an MSP, including a State’s Effective Rate Review Program 
established by HHS pursuant to § 2794 of the Public Health Service Act and 45 C.F.R. part 
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154, unless OPM determines that a State’s withholding of approval would prevent OPM from 
operating the MSPP. If OPM makes such a determination, the Issuer may disregard such 
withholding of approval. 

SECTION 5.6. 
REINSURANCE  

(a) The Issuer must participate in the transitional reinsurance program for the individual market 
established pursuant to § 1341 of the Affordable Care Act and 45 C.F.R. part 153.  

(b) The Issuer must make reinsurance contributions at the national contribution rate (and any 
additional contribution rate if a State has elected to collect additional contributions pursuant 
to 45 C.F.R. § 153.220(g)) for the reinsurance program for all reinsurance contribution 
Enrollees who reside in a State, in a frequency and manner determined by HHS or the State, 
to HHS or the applicable reinsurance entity, as applicable. 

(c) The Issuer must submit contributions to HHS on an annual basis, within 30 calendar days 
after HHS provides notification of the reinsurance contribution amount due for the year, 
pursuant to 45 C.F.R. § 153.405(c)(2). In States that operate the transitional reinsurance 
program and require the submission of supplemental reinsurance contributions, the Issuer 
must submit such supplemental contributions in the timeframe and manner designated by the 
State.  

(d) The Issuer must submit to HHS and the state, if and to the extent applicable, data required to 
determine or substantiate the contribution amounts for the contributing entity.  

(e) The Issuer acknowledges that only issuers of reinsurance-eligible plans may make a request 
for payment when an Enrollee of that reinsurance-eligible plan has met the criteria for 
reinsurance payment set forth in annual HHS notice of benefit and payment parameters for 
the applicable year or the State notice of benefit and payment parameters, as applicable.  

SECTION 5.7. 
RISK CORRIDORS  

(a) The Issuer must participate in the temporary risk corridors program established pursuant to § 
1342 of the Affordable Care Act and 45 C.F.R. part 153. 

(b) The Issuer must comply with requirements set by HHS at 45 C.F.R. § 153.510 and the annual 
HHS notice of benefit and payment parameters for the establishment and administration of 
risk corridors for calendar years 2014, 2015, and 2016 in which this contract is in effect. 

(c) The Issuer must remit charges to HHS under the circumstances described in 45 C.F.R. § 
153.510(c). 

(d) The Issuer must comply with the risk corridor standards set by HHS in 45 C.F.R. § 153.520. 
(e) The Issuer must comply with the risk corridor data requirements set by HHS in 45 C.F.R. § 

153.530. 

SECTION 5.8. 
RISK ADJUSTMENT 

(a) The Issuer must participate in the risk adjustment program established pursuant to § 1343 of 
the Affordable Care Act and 45 C.F.R. part 153. 

(b) The Issuer must comply with requirements set by HHS at 45 C.F.R. § 153.610. 
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(c) The Issuer must comply with data validation requests and records maintenance requirements 
pursuant to 45 C.F.R. § 153.620. 
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PART VI. MARKETING, ENROLLMENT, AND COMMUNICATION 

SECTION 6.1. 
OFFICIAL STATEMENT OF BENEFITS AND BENEFIT PLAN MATERIAL OR 
INFORMATION 

(a) Official Statement of Benefits. 
(1) The official statement of benefits is a comprehensive document published by the Issuer 

or State-level MSP issuer that shall reflect the benefits, exclusions, and other provisions 
pertaining to coverage under each MSP that has been certified by OPM. The official 
statement of benefits shall include a narrative reproduction of the information submitted 
in the MSPP Portal, which is summarized in Appendix A. 

(2) The Issuer must submit a draft official statement of benefits for approval by OPM 
within the timeframe established by OPM.  

(3) The Issuer must make available to Enrollees an electronic copy of the official statement 
of benefits. Upon request, the Issuer must make available to Enrollees at no charge a 
hardcopy of the official statement of benefits.  

(b) Benefit Plan Material or Information. 
(1) Benefit plan material or information includes: 

(i) A Summary of Benefits and Coverage (SBC) pursuant to § 2715 of the Public 
Health Service Act; 

(ii) The Uniform Glossary pursuant to § 2715 of the Public Health Service Act; and 
(iii) Advertising material, including promotional material, marketing material, or 

supplemental literature.  
(2) The Issuer is responsible for the accuracy of its benefit plan material or information and 

for complying with Federal and State law pertaining to benefit plan material or 
information.  

(3) The Issuer must provide an SBC and Uniform Glossary, which must comply with § 
2715 of the Public Health Service Act, to Enrollees and prospective Enrollees.  

(4) The Issuer must make available to Enrollees and to OPM an electronic copy of the SBC 
and Uniform Glossary. Upon request, the Issuer must make available to Enrollees at no 
charge a hardcopy of the SBC and Uniform Glossary. 

(5) OPM shall issue guidance pertaining to benefit plan materials and information, in 
accordance with Section 1.12. The Issuer may issue benefit plan materials and 
information without prior OPM approval.  

(c) The Issuer may include in the official statement of benefits and benefit plan material or 
information a statement that OPM has certified the MSP as eligible to be offered on an 
Exchange, and that OPM monitors the MSP for compliance with applicable law, any State 
law to the contrary notwithstanding.  

SECTION 6.2. 
MISLEADING, DECEPTIVE, OR UNFAIR ADVERTISING 

(a) The Issuer must ensure that all benefit plan material or information is truthful and not 
misleading, deceptive, or unfair.  

(b) The Contracting Officer must determine compliance with paragraph (a) of this section based 
on the standards applicable to QHPs within the State in which the MSP is offered or, in the 
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absence of such standards in the applicable State, the NAIC Advertisements of Accident and 
Sickness Insurance Model Regulation. 

(c) The Issuer and its officials, employees, agents, and representatives shall not employ 
marketing practices or benefit designs that will have the effect of discouraging the enrollment 
of individuals with significant health needs in its MSPs. 

SECTION 6.3. 
NOTICE TO ENROLLEES 

(a) All notices sent by the Issuer directly to an MSP Enrollee must meet accessibility and 
readability standards for Exchange notices set forth at 45 C.F.R. § 155.205(c).  

(b) If this contract is terminated or OPM withdraws the Issuer’s certification to offer the MSP on 
an Exchange, the Issuer must comply with requirements imposed by an Exchange in which 
the MSP was offered with respect to the termination of a QHP, including the requirement to 
provide advance written notice of termination to Enrollees. The Issuer must inform current 
MSP Enrollees in writing of the MSP’s termination according to Exchange rules, but no later 
than 90 calendar days prior to termination, unless OPM determines that there is good cause 
for less than 90 calendar days’ notice.  
(1) The Issuer must submit a model advance written notice of termination for approval by 

the Contracting Officer and must not distribute it to Enrollees prior to its approval by 
the Contracting Officer. The Contracting Officer shall not unreasonably deny approval 
of the model advance notice and must approve or disapprove the notice as soon as 
practicable. 

(2) The Issuer must send the notice in time to ensure it is received by the Enrollee no less 
than 90 calendar days prior to the date the contract terminates, unless the Issuer was 
prevented from doing so for reasons beyond its control. The Issuer must ensure that the 
notification period and the transitional care period run concurrently. 

SECTION 6.4. 
ACCESSIBILITY STANDARDS 

All Issuer information for Enrollees, including forms, notices, and explanation of benefits, must 
comply with accessibility standards outlined in 45 C.F.R. § 155.205(c). 

SECTION 6.5. 
ENROLLMENT PERIODS FOR QUALIFIED INDIVIDUALS  

(a) The Issuer must enroll qualified individuals or, if applicable, qualified employees, as defined 
in 45 C.F.R § 155.20, during open enrollment periods and special enrollment periods as of 
the effective date set for each Exchange on which the Issuer offers an MSP. 

(b) The Issuer must notify qualified individuals or, if applicable, qualified employees of their 
effective date of coverage in accordance with applicable Exchange standards. 
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SECTION 6.6. 
ENROLLMENT PROCESS 

(a) The Issuer must accept enrollment information in an electronic format from the Exchange 
that is consistent with 45 C.F.R. § 800.101(d) and applicable Exchange requirements, 
including 45 C.F.R. § 156.265. 

(b) The Issuer must provide new Enrollees an enrollment information package and ID card. 
(c) The Issuer must reconcile enrollment files with the Exchange no less than once a month. 
(d) The Issuer must acknowledge receipt of enrollment information in accordance with 

Exchange standards. 

SECTION 6.7. 
ENROLLMENT INFORMATION COLLECTION AND TRANSMISSION 

(a) The Issuer must develop, operate and maintain viable systems, processes, and procedures for 
the timely, accurate and valid enrollment and termination of Enrollee coverage within each 
Exchange. 

(b) The Issuer must: 
(1) Collect enrollment information using the application adopted by the relevant Exchange; 
(2) Transmit the enrollment information to the Exchange consistent with its standards to 

facilitate the eligibility determination process; and 
(3) Enroll an individual only after receiving confirmation that the eligibility process is 

complete and the individual has been determined eligible for enrollment, in accordance 
with the Exchange’s standard. 

SECTION 6.8. 
TERMINATION OF ENROLLEE COVERAGE 

(a) The Issuer must maintain standard operating procedures for the termination of coverage of 
Enrollees, including due to non-payment of premiums, as permitted by an Exchange pursuant 
to 45 C.F.R. § 155.430. Such procedures may vary by Exchange as necessary to comply with 
Exchange standards.  

(b) Prior to termination for nonpayment of premiums, the Issuer must provide a grace period for 
recipients of advance payments of the premium tax credit, consistent with 45 C.F.R. § 
156.270(d). 

(c) The Issuer must not impose any penalty or other fee on an Enrollee who cancels coverage 
under the MSP because the Enrollee becomes eligible for minimum essential coverage or 
such coverage becomes affordable, in compliance with § 1312(d)(4) of the Affordable Care 
Act and implementing regulations or guidance.  

(d) The Issuer must maintain termination records for the longer of:  
(1) 7 years; or 
(2) A period of time established pursuant to Exchange standards. 
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SECTION 6.9. 
CONSUMER EDUCATION 

The Issuer must make information available to Exchanges for consumer education purposes, 
consistent with the form and manner in which QHP issuers must make information available to 
Exchanges, unless the Contracting Officer grants an exception. This information includes:  
(a) Information on rates and premiums; 
(b) Information on benefits; 
(c) Provider network URL(s);  
(d) Summary of Benefits and Coverage URL(s);  
(e) The URL(s) for payment;  
(f) Information on whether the Issuer is a Medicaid managed care organization; and 
(g) Quality information derived from its accreditation survey, including CAHPS data. 

SECTION 6.10. 
REQUIRED INFORMATION 

The Issuer must provide an Exchange with the information required about the Issuer and its 
MSP(s) within the timeframes established by such Exchange. 
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PART VII. DATA, INFORMATION SECURITY, AND REPORTING 

SECTION 7.1. 
DEFINITION AND SCOPE OF INFORMATION SECURITY 

(a) Information security means protecting information and information systems from 
unauthorized access, use, disclosure, disruption, modification, or destruction in order to 
provide: 
(1) Integrity, which means guarding against improper information modification or 

destruction, and includes ensuring information non-repudiation and authenticity; 
(2) Confidentiality, which means preserving authorized restrictions on access and 

disclosure, including means for protecting personal privacy and proprietary information; 
and  

(3) Availability, which means ensuring timely and reliable access to, and use of, 
information. 

(b) The Issuer must help maintain OPM’s information security in accordance with HIPAA, the 
Privacy Act of 1974, and any other applicable data security laws.  

SECTION 7.2. 
CONFIDENTIALITY OF RECORDS 

Protected health information (PHI) provided to, created by, received by, used by, or subsequently 
disposed of by the Issuer or any of its Subcontractors must be protected by privacy and security 
standards that are equivalent to or more stringent than those described in 45 C.F.R. parts 160, 
162, and 164. 

SECTION 7.3. 
REPORTING REQUIREMENTS 

(a) OPM shall specify the data and information that must be reported by the Issuer, including 
data permitted or required by the Affordable Care Act, including claims payment and 
enrollment data, and such other data as OPM may determine necessary for the oversight and 
administration of the MSPP. OPM shall also specify the form, manner, processes, and 
frequency for the reporting of data and information. The Contracting Officer may require the 
Issuer to submit claims payment and enrollment data to facilitate OPM’s oversight and 
administration of the MSPP. 

(b) The Issuer must comply with any standards required by OPM for reporting quality and 
quality improvement activities including, but not limited to, implementation of a quality 
improvement strategy, disclosure of quality measures to Enrollees and prospective Enrollees, 
and reporting of pediatric quality measures, but only with the same content and timing, and 
in the same form and format, as required by HHS or the applicable Exchange of issuers of 
QHPs under § 1311(c)(1)(E), (H), and (I) of the Affordable Care Act. 

(c) The Issuer must provide the following information to OPM, Exchanges, and HHS in a timely 
and accurate manner, but only with the same content and timing, and in the same form and 
format, as required by HHS, the Exchange, the State regulator, or any other authoritative 
body, of issuers of QHPs in the State in which the Issuer offers MSPs:  
(1) Claims payment policies and practices; 
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(2) Periodic financial disclosures; 
(3) Data on enrollment; 
(4) Data on disenrollment; 
(5) Data on number of claims that are denied; 
(6) Data on rating practices; 
(7) Information on cost-sharing and payments on out of network coverage; and 
(8) Information on Enrollee rights. 

(d)  The Issuer must provide all required information in plain language as defined in 45 C.F.R. § 
155.20.  

SECTION 7.4. 
STATISTICS AND SPECIAL STUDIES 

The Issuer must maintain or cause to be maintained statistical records of its operations under the 
contract and must furnish OPM, in the form and manner prescribed by the Contracting Officer, 
the statistical reports or special studies reasonably necessary for OPM to carry out its functions 
under § 1334 of the Affordable Care Act. 

SECTION 7.5. 
ISSUER DISASTER RECOVERY PLAN 

(a) The Issuer or its affiliates or Subcontractors must have in place a disaster recovery plan that 
addresses flexibility for most or all of the following: 
(1) Medical and pharmacy procedures and requirements; 
(2) Barriers to accessing needed health care; 
(3) Requests for out-of-network medical services; 
(4) Alternatives for medical pre-certification, referrals, medical necessity review and 

notification of hospital admissions; 
(5) Accessing other PCPs or specialists;  
(6) Pharmacy restrictions, refills, additional supplies of medications as backup;  
(7) Mail-order pharmacy; 
(8) Adhering to recommendations for vaccinations from the Center for Disease Control; 
(9) Claims payments; 
(10) Crisis toll free hotline;  
(11) Ability to identify current Enrollees;  
(12) Recovery procedures for critical business functions (i.e., system, network, 

communication, and work area recovery);  
(13) Customer service; and 
(14) Secure backup site (hot/cold).  

(b) The Issuer may implement additional measures. 
(c) The Issuer must annually report to OPM the status of its disaster recovery plan.  

SECTION 7.6. 
HEALTH INFORMATION TECHNOLOGY REQUIREMENTS 

(a) The Issuer and each State-level MSP issuer, if applicable, must comply with all applicable 
provisions of the Health Insurance Portability and Accountability Act of 1996, Public Law 
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104-191 (1996), and its implementing regulations (HIPAA), and The Health Information 
Technology for Economic and Clinical Health Act, Public Law 111-5 (2009), and its 
implementing regulations (HITECH Act), including but not limited to any obligations 
imposed upon the Issuer to use certified health information technology systems and products 
that meet interoperability standards recognized by the Secretary of Health and Human 
Services, as existing on the date of the implementation, acquisition, or upgrade of health 
information technology systems (“Interoperability Standards”).  

(b) To the extent required by applicable law and prudent business practices, the Issuer must use 
such health information technology systems only after they have been pilot tested in a variety 
of live settings and refined, if needed, before the Issuer must consider them for 
implementation. 

(c) The Issuer shall encourage contracted providers to comply with applicable Interoperability 
Standards and to demonstrate meaningful use of health information technology in accordance 
with the HITECH Act as its provider agreements are established or renewed. 

(d) The Issuer and each State-level MSP issuer, if applicable, must ensure transparency by 
ensuring that any Subcontractor, Large Provider, provider, vendor, or other entity that is 
required by HIPAA to maintain a notice of privacy practices posts such notice prominently at 
the point where an MSPP Enrollee enters the entity’s website or web portal. 

(e) Notices of privacy practices disclosures must describe the uses of individually identifiable 
protected health information and any potential disclosure to other entities as described in the 
HIPAA Privacy Rule. 

(f) Nothing in this section, including but not limited to paragraph (d), shall be interpreted as 
independently authorizing any OPM audit or enforcement rights in connection with Issuer or 
State-level MSP issuer obligations that are in addition to those imposed under HIPAA or the 
HITECH Act or imposed on QHPs by applicable Federal or State law privacy and security 
laws. 

SECTION 7.7. 
GOVERNMENT INFORMATION TECHNOLOGY SYSTEMS SECURITY 

(a) Subject to the limitation on NIST 800-53 compliance obligations set forth in Section 7.8(b) 
below, the Issuer must comply with OPM IT Security and Privacy, and NIST and OMB 
requirements for system users of OPM information technology systems. A system user is an 
Issuer employee or Subcontractor employee with a user identification and password to access 
the MSPP Portal. Based upon the Federal Information Processing Standards Publication 199 
(FIPS PUB 199), the Government has determined that a minimum level applies to the 
sensitivity of the data contained in the MSPP Portal. (Note: FIPS PUB 199 is accessible on 
line at: http://csrc.nist.gov/publications/fips/fips199/FIPS-PUB-199-final.pdf.) 

(b) In order to access any OPM information technology system, the Issuer must demonstrate that 
it complies with the end-user security requirements in the Federal Information Security 
Management Act of 2002 (FISMA, Public Law 107-347, 44 U.S.C. §§ 3531-3536); Office of 
Management and Budget (OMB) Circular A-130, Appendix III, "Security of Federal 
Automated Information Systems” and acknowledge their understanding of the security 
requirements in the contract. (Note: OMB Circular A-130, Appendix III is accessible on line 
at: http://www.whitehouse.gov/omb/circulars/a130/appendix_iii.pdf.) 
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SECTION 7.8. 
ISSUER ACCESS TO INFORMATION TECHNOLOGY SYSTEMS 

(a) Each employee of the Issuer and each State-level MSP issuer, if applicable, with access to 
the MSPP Portal must use individual identification and authorization to access the MSPP 
Portal, and must not use shared accounts to access the MSPP Portal. OPM shall disable 
accounts and access to the MSPP Portal shall be revoked and denied if Issuers or State-level 
MSP issuers, if applicable, share accounts. Users of the MSPP Portal shall be subject to 
periodic auditing to ensure compliance with OPM Security and Privacy Policy.  

(b) The Issuer must comply with NIST 800-53 security controls, but exclusively with respect to 
the MSPP Portal and solely as it relates to Access Control (AC). Controls falling under the 
AC category ensure that proper restrictions are in place to limit access to authorized users 
with a need to know. 

(c) The Issuer must: 
(1) Provide an initial and complete list of names of employees who require access to 

OPM’s MSPP Portal; 
(2) By the fifth calendar day of each month thereafter, send a staffing change report to the 

Contracting Officer’s representative, contract administrator, and Security Officer. The 
report must contain the listing of all staff members with an MSPP Portal user 
identification and password who left employment or were hired under this contract in 
the past 60 calendar days. This form shall be submitted even if no separation has 
occurred during this period. Failure to submit a Contractor Staffing Change Report each 
month shall result in the suspensions of all user IDs associated with this contract; and 

(3) Anyone who accesses the MSPP Portal shall complete OPM’s IT Security and Privacy 
Awareness Training (ITPSA) annually and upon the initial access. 

SECTION 7.9. 
PROTECTING PERSONALLY IDENTIFIABLE INFORMATION 

(a) This section applies to Issuer, State-level MSP issuer, if applicable, or Subcontractor 
personnel using OPM property or systems and addresses specific OPM requirements in 
addition to those included in the Privacy Act of 1974, 5 U.S.C. § 552a (the Privacy Act). The 
following should not be construed to alter or diminish civil and/or criminal liabilities 
provided under the Privacy Act. 

(b) Personally Identifiable Information (PII) is information, obtained through the use of OPM 
property or systems, that can be used to discern or trace a person's identity, such as name, 
social security number, or biometric records, and that combined with other information can 
be used to compromise the integrity of agency records pertaining to a person, by permitting 
access to unauthorized disclosure of these records. For example, a name alone would 
generally not constitute PII, but when linked to his or her social security number, date of 
birth, or mother's maiden name, would constitute PII. In other words, PII refers to any 
information, on any medium, obtained through the use of OPM property or systems, that 
identifies a specific individual whether the information is on paper or electronic. Except as 
expressly provided otherwise, PII does not include any information that is not obtained 
through the use of OPM property or systems. 

(c) Responsibilities for Handling PII 
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(1) Issuer or Subcontractor personnel shall not remove PII from their workplace without 
prior approval of their supervisor.  

(2) All issuer or Subcontractor personnel are personally responsible for the proper handling 
of PII, regardless of location. All Issuer or Subcontractor personnel must be: 
(i) Responsible for the proper control and handling of PII residing on their computer, 

on removable media, and on paper documents;  
(ii) Responsible for ensuring portable data storage and communication devices are 

properly controlled and secured at all times; and 
(iii) Responsible for the proper marking, control and storage of printouts and other 

paper documents containing PII in their possession.  
(3) PII must be encrypted before being sent. 

(d) Procedures for reporting a breach of PII are detailed in Section 7.10, Procedures for 
Reporting an Information Security Breach. 

SECTION 7.10. 
PROCEDURES FOR REPORTING AN INFORMATION SECURITY BREACH 

(a) A breach of PII includes loss of control, compromise, unauthorized disclosure, unauthorized 
acquisition, or unauthorized access of PII, as defined in Section 7.9(b), whether physical or 
electronic. As an agency, OPM is required to immediately report all potential PII data 
breaches -- whether they involve paper documents or electronic information. In order to meet 
this responsibility, OPM has established a new internal procedure for reporting the loss or 
possible compromise of any PII, and this section conforms to that procedure. 

(b) The Issuer and each State-level MSP issuer, if applicable, must report any breach or potential 
information security breach to both the OPM Situation Room and the Contracting Officer 
within 30 minutes of becoming aware of an actual breach, or within 48 hours of becoming 
aware of the risk of breach, as applicable, regardless of the time of day or calendar day of the 
week. All breaches must be reported, even if it is believed the breach is limited, small, or 
insignificant. The Issuer or State-level MSP issuer, if applicable, must not include Personally 
Identifiable Information in such report. 

(c) Points of Contact  
(1) The Issuer or State-level MSP issuer, if applicable, must report a breach or risk of 

breach of PII to the OPM Situation Room at:  
(i) Sitroom@opm.gov;  
(ii) (202) 418-0111; or 
(iii) Fax (202) 606-0624. 

(2) When notifying the Situation Room, the Issuer or State-level MSP issuer, if applicable, 
must copy the Contracting Officer. 

SECTION 7.11.  
PROCEDURES FOR REPORTING OTHER SECURITY BREACHES 
 
(a) The Issuer and each State-level MSP issuer, if applicable, must report to OPM any breach of 

protected health information, or breach of other information that otherwise would constitute 
PII under Section 7.9(b), except for the fact that it is not obtained through the use of any 
OPM property or systems, to both the OPM Situation Room and the Contracting Officer 
within the time frame and in the same manner in which it is required to report the breach to 

Case 1:17-cv-01155-LKG   Document 23-4   Filed 05/20/20   Page 44 of 71



 VII-6 MSPP-2014 

the Federal Government in accordance with HIPAA, the HITECH Act, or the Privacy Act, if 
and to the extent applicable. The Issuer or State-level MSP issuer, if applicable, must not 
include PII in such report.  

(b) Points of Contact  
(1) The Issuer or State-level MSP issuer, if applicable, must report a breach under this 

section to the OPM Situation Room at:  
(i) Sitroom@opm.gov;  
(ii) (202) 418-0111; or 
(iii) Fax (202) 606-0624. 

SECTION 7.12. 
RECORDS RETENTION 

The Issuer and each State-level MSP issuer, if applicable, must retain, and make available solely 
for performance under this contract or administration of the MSPP, all records applicable to this 
contract, including individual Enrollee and/or patient claim records, for a period of 7 years after 
the end of the Contract Year to which the records relate. 

SECTION 7.13. 
FREEDOM OF INFORMATION ACT REQUESTS 

Information furnished through the MSPP Portal or pursuant to this contract may be subject to 
disclosure under the Freedom of Information Act (FOIA). 
(a) All items that are confidential to business, or contain trade secrets, proprietary, or personnel 

information must be clearly marked in all documents submitted to OPM. Marking of items 
shall not necessarily preclude disclosure when OPM determines disclosure is warranted by 
FOIA. However, if such items are not marked, all information contained within the submitted 
documents shall be deemed to be releasable. 

(b) No later than fifteen (15) Working Days after the execution of this contract, the Issuer must 
provide OPM a redacted copy of the contract in electronic format. This copy shall be used to 
satisfy any requests for copies of the contract under the FOIA. If the Contracting Officer 
believes that any redacted information does not require protection from public release, the 
issue shall be resolved in accordance with 5 C.F.R. § 294.112. 
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PART VIII. FINANCIAL 

SECTION 8.1. 
PAYMENT OF USER FEES 

(a) The Issuer must pay to an Exchange, on a timely basis, any user fees assessed on QHPs 
pursuant to 45 C.F.R. § 156.50 or any successor regulation. 

(b) Consistent with 45 C.F.R.§800.108(b) or its successor, in the event OPM charges a user fee 
applicable to any future Contract Year, the amount of the fee shall be offset from any user fee 
the Issuer or State-level MSP issuer, if applicable, must pay to a State-based Exchange or 
Federally-facilitated Exchange.  

SECTION 8.2. 
TAXPAYER IDENTIFICATION NUMBER 

(a) Definitions. 
(1) Common parent, as used in this provision, means that corporate entity that owns or 

controls an affiliated group of corporations that files its Federal income tax returns on a 
consolidated basis, and of which the Issuer is a member. 

(2) Taxpayer Identification Number (TIN), as used in this provision, means the number 
required by the Internal Revenue Service (IRS) to be used by the Issuer in reporting 
income tax and other returns.  

(b) The Issuer must submit the information required in paragraphs (d) through (f) of this section 
to comply with debt collection requirements of 31 U.S.C. § 7701(c) and 3325(d), reporting 
requirements of 26 U.S.C. §§ 6041, 6041A, and 6050M, and implementing regulations issued 
by the IRS. The Issuer is subject to the payment reporting requirements described in Federal 
Acquisition Regulation (FAR) 48 C.F.R. § 4.904.  

(c) The Government may use the TIN to collect and report on any delinquent amounts arising 
out of the Issuer’s relationship with the Government (31 U.S.C. § 7701(c)(3)). The TIN 
provided hereunder may be matched with IRS records to verify its accuracy. 

(d) TIN:       
(e) Type of organization: 

(1) Sole proprietorship;  
(2) Partnership;  
(3) Corporate entity (not tax-exempt);  
(4) Corporate entity (tax-exempt); or 
(5) Other       . 

(f) If the Issuer or any State-level MSP issuer is owned or controlled by a common parent as 
defined in paragraph (a) of this section: 
(1) Name of common parent:         
(2) TIN of common parent:         

SECTION 8.3. 
OIG AUDIT RESOLUTIONS 

(a) OPM may, through OIG, conduct periodic audits of the Issuer and of State-level MSP 
issuers, if applicable. OPM shall avoid audits that are overly burdensome or are duplicative 
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or redundant of audits conducted by or on behalf of HHS, State regulators or the Exchanges. 
OIG shall coordinate to the greatest extent possible with HHS, State regulators, the 
Exchanges, and any other authorized body conducting audits of QHPs, MSPs and/or MSP 
issuers.  

(b) When OIG issues a Draft Report of audit findings to the Issuer, the Issuer must respond with 
all available, accurate and relevant documentation to validate or invalidate the findings. This 
must be done within the timeframe specified in the Draft Report transmittal letter, but in all 
instances no less than 30 calendar days. The Issuer must promptly begin reconciling findings 
and not wait until the receipt of the Final Report to address disagreement with any findings 
previously communicated in the Draft Report.  

(c) OPM expects to fully resolve audits within 180 calendar days of issuance of the Final Report. 
To enable this, the Issuer must expeditiously tender all documentation necessary for 
resolution of the audit not later than 120 calendar days from the date of the final audit report. 
This includes overpayment recoveries via check or certification, full documentation of the 
Issuer’s position for findings being contested, evidence supporting due diligence assertions, 
any corrective action plan, and support for all other pertinent issues that OPM shall consider, 
as appropriate. Fully supported requests for an extension shall be evaluated by the 
Contracting Officer on a case-by-case basis. 

SECTION 8.4. 
REPORTABLE FINDINGS 

Audit findings in the scope of an audit are reportable as questioned charges or procedural 
findings unless the Issuer provides documentation supporting that the findings were identified 
and corrected prior to audit notification. 

SECTION 8.5. 
SEGREGATION OF FUNDS FOR ABORTION SERVICES 

(a) The Issuer must comply with the provisions of 45 C.F.R. § 156.280 regarding segregation of 
funds for abortion services when such services are included in its MSP benefits package.  

(b) The Issuer must submit a plan detailing its processes and methodology for its segregation 
plan to OPM prior to submission to State health insurance commissioners as required by 45 
C.F.R. § 156.280(e)(5)(ii).  

SECTION 8.6. 
FINANCIAL MANAGEMENT  

The Issuer is bound by Federal statutes and requirements that govern Federal funds. Federal 
funds include, but are not limited to, advance payments of the premium tax credit, cost-sharing 
reductions, and Federal payments related to the risk adjustment, reinsurance, and risk corridor 
programs. 

SECTION 8.7. 
DATA UNIVERSAL NUMBERING SYSTEM (DUNS) NUMBER 

(a) The Issuer must notify the Contracting Officer of its “DUNS” or “DUNS+4,” and the 
“DUNS” or “DUNS+4” of each State-level MSP issuer offering MSP coverage for the Issuer.  
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(b) If the Issuer does not have a DUNS number, it must obtain one immediately. 

SECTION 8.8. 
SYSTEM FOR AWARD MANAGEMENT 

(a) Definitions 
(1) System for Award Management (SAM) is the information system tool that streamlines 

the Federal acquisition business processes by acting as a single authoritative data source 
for vendor, contract award, and reporting information. 

(2) Data Universal Numbering System (DUNS) number means the 9–digit number assigned 
by Dun and Bradstreet, Inc. (D & B) to identify unique business entities. 

(3) Data Universal Numbering System +4 (DUNS+4) number means the DUNS number 
assigned by D & B plus a 4–character suffix that may be assigned by a business 
concern. (D & B has no affiliation with this 4–character suffix.) This 4–character suffix 
may be assigned at the discretion of the business concern to establish additional SAM 
records for identifying alternative Electronic Funds Transfer (EFT) accounts (see the 
FAR at subpart 32.11) for the same concern. 

(4) Registered in SAM means that the Issuer has entered all mandatory information, 
including the DUNS number or the DUNS+4 number, into SAM; and the Government 
has validated all mandatory data fields, to include validation of the Taxpayer 
Identification Number (TIN) with the Internal Revenue Service (IRS), and has marked 
the record “Active.” The Issuer must provide consent for TIN validation to the 
Government as a part of the SAM registration process. 

(b) The Issuer must be registered in SAM prior to award, during performance, and through the 
duration of this contract. 

(c) The Issuer is responsible for the accuracy and completeness of the data within SAM, and for 
any liability resulting from the Government's reliance on inaccurate or incomplete data. To 
remain registered in SAM after the initial registration, the Issuer must review and update 
annually from the date of initial registration or subsequent updates its information in SAM to 
ensure it is current, accurate and complete. Updating information in SAM does not alter the 
terms and conditions of this contract and is not a substitute for a properly executed 
contractual document. 

(d) If an Issuer has legally changed its business name, “doing business as” name, or division 
name (whichever is shown on the contract), or has transferred the assets used in performing 
the contract, but has not completed the necessary requirements regarding novation and 
change-of-name agreements under Part I of this contract, the Issuer must provide the 
responsible Contracting Officer a minimum of one Working Day's written notification of its 
intention to:  
(1) Change its name in SAM;  
(2) Comply with the requirements of Part I of this contract;  
(3) Agree in writing to the timeline and procedures specified by the responsible Contracting 

Officer; and  
(4) Provide with the notification sufficient documentation to support the legally changed 

name. 
 

Case 1:17-cv-01155-LKG   Document 23-4   Filed 05/20/20   Page 48 of 71



 IX-1 MSPP-2014 

PART IX. OTHER CLAUSES 

SECTION 9.1. 
GRATUITIES 

(a) The right of the Issuer to proceed may be terminated by written notice if, after notice and 
hearing, the Director or a designee determines that the Issuer, its agent, or another 
representative: 
(1) Offered or gave a gratuity (e.g., an entertainment or gift) to an officer, official, or 

employee of the Government; and 
(2) Intended, by the gratuity, to obtain a contract or favorable treatment under a contract. 

(b) The facts supporting this determination may be reviewed by any court having lawful 
jurisdiction. 

(c) If this contract is terminated under paragraph (a) above, the Government is entitled to pursue 
the same remedies as in a breach of the contract. 

(d) The rights and remedies of the Government provided in this section are not exclusive and are 
in addition to any other rights and remedies provided by law or under this contract. 

SECTION 9.2. 
COVENANT AGAINST CONTINGENT FEES 

(a) Definitions 
(1) Bona fide agency, as used in this section means an established commercial or selling 

agency, maintained by the Issuer for the purpose of securing business, that neither 
exerts nor proposes to exert improper influence to solicit or obtain Government 
contracts nor holds itself out as being able to obtain any Government contract or 
contracts through improper influence. 

(2) Bona fide employee, as used in this section, means a person, employed by an Issuer and 
subject to the Issuer's supervision and control as to time, place, and manner of 
performance, who neither exerts nor proposes to exert improper influence to solicit or 
obtain Government contracts nor holds out as being able to obtain any Government 
contract or contracts through improper influence. 

(b) The Issuer warrants that no person or agency has been employed or retained to solicit or 
obtain this contract upon an agreement or understanding for a contingent fee, except a bona 
fide employee or agency. For breach or violation of this warranty, the Government shall have 
the right to annul this contract without liability or, in its discretion, to deduct from the 
contract price or consideration, or otherwise recover, the full amount of the contingent fee. 

SECTION 9.3. 
ANTI-KICKBACK PROCEDURES 

(a) Definitions. 
(1) Kickback, as used in this section, means any money, fee, commission, credit, gift, 

gratuity, thing of value, or compensation of any kind that is provided, directly or 
indirectly, to any employee, subcontractor, or subcontractor employee for the purpose 
of improperly obtaining or rewarding favorable treatment in connection with this 
contract or in connection with a subcontract pertaining to this contract. 
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(2) Person, as used in this section, means a corporation, partnership, business association of 
any kind, trust, joint-stock company, or individual. 

(3) Issuer employee, as used in this section, means any officer, partner, employee, or agent 
of an Issuer. 

(4) Subcontract, as used in this section, means a contract or contractual action entered into 
by an Issuer or subcontractor for the purpose of obtaining supplies, materials, 
equipment, or services of any kind under a prime contract. 

(5) Subcontractor, as used in this section:  
(i) Means any person, other than the Issuer, who offers to furnish or furnishes any 

supplies, materials, equipment, or services of any kind under a prime contract or a 
subcontract entered into in connection with such prime contract; and  

(ii) Includes any person who offers to furnish or furnishes general supplies to the 
Issuer or to a higher tier subcontractor. 

(6) Subcontractor employee, as used in this section, means any officer, partner, employee, 
or agent of a subcontractor. 

(b) The Anti–Kickback Act of 1986 (41 U.S.C. §§ 51–58), prohibits any person from: 
(1) Providing or attempting to provide or offering to provide any kickback; 
(2) Soliciting, accepting, or attempting to accept any kickback; or 
(3) Including, directly or indirectly, the amount of any kickback in the contract price 

charged by an Issuer to the United States or in the contract price charged by a 
subcontractor to an Issuer or higher tier subcontractor. 

(c) Detection of violations 
(1) The Issuer must have in place and follow reasonable procedures designed to prevent 

and detect possible violations described in paragraph (b) in its own operations and 
direct business relationships. 

(2) When the Issuer has reasonable grounds to believe that a violation described in 
paragraph (b) may have occurred, the Issuer must promptly report in writing the 
possible violation. Such reports must be made to the inspector general of the contracting 
agency, the head of the contracting agency if the agency does not have an inspector 
general, or the Department of Justice. 

(3) The Issuer must cooperate fully with any Federal agency investigating a possible 
violation described in paragraph (b). 

(4) The Contracting Officer may:  
(i) Offset the amount of the kickback against any monies owed by the United States 

under the prime contract; and/or  
(ii) Direct that the Issuer withhold, from sums owed a subcontractor under the prime 

contract, the amount of any kickback.  
(5) The Contracting Officer may order the monies withheld under paragraph (4)(ii) be paid 

over to the Government unless the Government has already offset those monies under 
paragraph (4)(i). In either case, the Issuer must notify the Contracting Officer when the 
monies are withheld. 

SECTION 9.4. 
CONTRACTOR CODE OF BUSINESS ETHICS AND CONDUCT 

(a) Definitions 
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(1) Agent means any individual, including a director, officer, employee, or independent 
contractor, authorized to act on behalf of the organization. 

(2) Full cooperation means disclosure to the Government of the information sufficient for 
law enforcement to identify the nature and extent of the offense and the individuals 
responsible for the conduct. It includes providing timely and complete response to 
Government auditors' and investigators' request for documents and access to employees 
with information. This section does not foreclose any Issuer rights arising in law, 
regulation, or the terms of the contract. It does not require an Issuer to waive its 
attorney-client privilege or the protections afforded by the attorney work product 
doctrine; or any officer, director, owner, or employee of the Issuer, including a sole 
proprietor, to waive his or her attorney client privilege or Fifth Amendment rights. 
Furthermore, this section does not restrict an Issuer from conducting an internal 
investigation; or defending a proceeding or dispute arising under the contract or related 
to a potential or disclosed violation. 

(3) Principal means an officer, director, owner, partner, or a person having primary 
management or supervisory responsibilities within a business entity (e.g., general 
manager; plant manager; head of a division or business segment; and similar positions). 

(4) Subcontract, as used in this section, means any contract entered into by a subcontractor 
to furnish supplies or services for performance of a prime contract or a subcontract. 

(5) Subcontractor, as used in this section, means any supplier, distributor, vendor, or firm 
that furnished supplies or services to or for an Issuer or another subcontractor (other 
than direct providers of medical services or supplies, including facilities and 
pharmacies, pursuant to an MSP offered under this contract). 

(6) United States means the 50 States, the District of Columbia, and outlying areas. 
(b) Code of business ethics and conduct 

(1) Within 30 calendar days after execution of this contract, unless the Contracting Officer 
establishes a longer time period, the Issuer and each State-level MSP issuer, if 
applicable, must: 
(i) Have a written code of business ethics and conduct; and 
(ii) Make a copy of the code available to each employee engaged in performance of 

the contract. 
(2) The Issuer and each State-level MSP issuer, if applicable, must: 

(i) Exercise due diligence to prevent and detect criminal conduct; and 
(ii) Otherwise promote an organizational culture that encourages ethical conduct and 

a commitment to compliance with the law. 
(3) The Issuer and each State-level MSP issuer, if applicable, must: 

(i) Disclose, in writing and in a timely manner, to the agency Office of the Inspector 
General (OIG), with a copy to the Contracting Officer, whenever, in connection 
with the award, performance, or closeout of this contract or any subcontract 
thereunder, the Issuer or a State-level MSP issuer has credible evidence that a 
principal, employee, agent, or subcontractor of the Issuer has committed: 
(A) A violation of Federal criminal law involving fraud, conflict of interest, 

bribery, or gratuity violations found in title 18 of the United States Code; or 
(B) A violation of the civil False Claims Act (31 U.S.C. § 3729–3733). 

(ii) The Government, to the extent permitted by law and regulation, shall safeguard 
and treat information obtained pursuant to the Issuer's or State-level MSP issuer’s 
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disclosure as confidential where the information has been marked “confidential” 
or “proprietary” by the company. To the extent permitted by law and regulation, 
such information shall not be released by the Government to the public pursuant 
to a Freedom of Information Act request, 5 U.S.C. § 552, without prior 
notification to the Issuer or State-level MSP issuer, as applicable. The 
Government may transfer documents provided by the Issuer or State-level MSP 
issuer to any department or agency within the Executive Branch if the information 
relates to matters within the organization's jurisdiction. 

(iii) If the violation relates to an order against a Governmentwide acquisition contract, 
a multi-agency contract, a multiple-award schedule contract such as the Federal 
Supply Schedule, or any other procurement instrument intended for use by 
multiple agencies, the Issuer must notify the OIG of the ordering agency and the 
IG of the agency responsible for the basic contract. 

(c) Business ethics awareness and compliance program and internal control system. This 
paragraph (c) does not apply if the Issuer has represented itself as a small business concern 
pursuant to the award of this contract or if this contract is for the acquisition of a commercial 
item as defined at FAR 2.101. The Issuer must establish the following within 90 calendar 
days after contract award, unless the Contracting Officer establishes a longer time period: 
(1) An ongoing business ethics awareness and compliance program. 

(i) This program must include reasonable steps to communicate periodically and in a 
practical manner the Issuer's standards and procedures and other aspects of the 
Issuer's business ethics awareness and compliance program and internal control 
system, by conducting effective training programs and otherwise disseminating 
information appropriate to an individual's respective roles and responsibilities. 

(ii) The training conducted under this program must be provided to the Issuer's 
principals and employees, and as appropriate, the Issuer's agents and 
subcontractors. 

(2) An internal control system. 
(i) The Issuer's internal control system must: 

(A) Establish standards and procedures to facilitate timely discovery of improper 
conduct in connection with Government contracts; and 

(B) Ensure corrective measures are promptly instituted and carried out. 
(ii) At a minimum, the Issuer's internal control system must provide for the following: 

(A) Assignment of responsibility at a sufficiently high level and adequate 
resources to ensure effectiveness of the business ethics awareness and 
compliance program and internal control system. 

(B) Reasonable efforts not to include an individual as a principal, whom due 
diligence would have exposed as having engaged in conduct that is in conflict 
with the Issuer's code of business ethics and conduct. 

(C) Periodic reviews of company business practices, procedures, policies, and 
internal controls for compliance with the Issuer's code of business ethics and 
conduct and the special requirements of Government contracting, including: 
(1) Monitoring and auditing to detect criminal conduct; 
(2) Periodic evaluation of the effectiveness of the business ethics awareness 

and compliance program and internal control system, especially if criminal 
conduct has been detected; and 
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(3) Periodic assessment of the risk of criminal conduct, with appropriate steps 
to design, implement, or modify the business ethics awareness and 
compliance program and the internal control system as necessary to reduce 
the risk of criminal conduct identified through this process. 

(D) An internal reporting mechanism, such as a hotline, which allows for 
anonymity or confidentiality, by which employees may report suspected 
instances of improper conduct, and instructions that encourage employees to 
make such reports. 

(E) Disciplinary action for improper conduct or for failing to take reasonable steps 
to prevent or detect improper conduct. 

(F) Timely disclosure, in writing, to the agency OIG, with a copy to the 
Contracting Officer, whenever, in connection with the award, performance, or 
closeout of any Government contract performed by the Issuer or a 
subcontractor thereunder, the Issuer has credible evidence that a principal, 
employee, agent, or subcontractor of the Issuer has committed a violation of 
Federal criminal law involving fraud, conflict of interest, bribery, or gratuity 
violations found in title 18 U.S.C. or a violation of the civil False Claims Act 
(31 U.S.C. §§ 3729–3733). 
(1) If a violation relates to more than one Government contract, the Issuer 

may make the disclosure to the agency OIG and Contracting Officer 
responsible for the largest dollar value contract impacted by the violation. 

(2) If the violation relates to an order against a Governmentwide acquisition 
contract, a multi-agency contract, a multiple-award schedule contract such 
as the Federal Supply Schedule, or any other procurement instrument 
intended for use by multiple agencies, the Issuer must notify the OIG of 
the ordering agency and the IG of the agency responsible for the basic 
contract, and the respective agencies' contracting officers. 

(3) The disclosure requirement for an individual contract continues until at 
least 3 years after final payment on the contract. 

(4) The Government shall safeguard such disclosures in accordance with 
paragraph (b)(3)(ii). 

(G) Full cooperation with any Government agencies responsible for audits, 
investigations, or corrective actions. 

(d) The Issuer recognizes the importance of, and shall communicate with its Large Providers of 
the need to have, a business ethics awareness and compliance program and internal control 
system.  

SECTION 9.5. 
PERSONAL IDENTITY VERIFICATION OF CONTRACTOR PERSONNEL 

(a) The Issuer must comply with agency personal identity verification procedures identified in 
the contract that implement Homeland Security Presidential Directive–12 (HSPD–12), Office 
of Management and Budget (OMB) guidance M–05–24, and Federal Information Processing 
Standards Publication (FIPS PUB) Number 201. 

(b) The Issuer must account for all forms of Government-provided identification issued to the 
Issuer employees in connection with performance under this contract. The Issuer must return 
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such identification to the issuing agency at the earliest of any of the following, unless 
otherwise determined by the Government: 
(1) When no longer needed for contract performance; 
(2) Upon completion of the Issuer employee's employment; and 
(3) Upon contract completion or termination. 

(c) The Issuer must insert the substance of this section, including this paragraph (c), in all 
subcontracts if and when the Subcontractor’s employees are required to have routine physical 
access to a Federally-controlled facility and/or routine access to a Federally-controlled 
information system. It shall be the responsibility of the Issuer to return such identification to 
the issuing agency in accordance with the terms set forth in paragraph (b), unless otherwise 
approved in writing by the Contracting Officer. 

SECTION 9.6. 
UPDATES OF PUBLICLY AVAILABLE INFORMATION REGARDING RESPONSIBILITY 
MATTERS 

(a) The Issuer shall update the information in the Federal Awardee Performance and Integrity 
Information System (FAPIIS) on a semi-annual basis, throughout the life of the contract, by 
posting the required information in the System for Award Management via 
www.acquisition.gov. 

(b) Information posted by the Government. 
(1) The Issuer must receive notification when the Government posts new information to the 

Issuer’s record. 
(2) The Issuer must have an opportunity to post comments regarding information that has 

been posted by the Government. The comments must be retained as long as the 
associated information is retained, i.e., for a total period of 6 years. Issuer comments 
shall remain a part of the record unless the Issuer revises them. 

(c) Public access to information. 
(1) Public requests for system information posted prior to April 15, 2011, shall be handled 

under Freedom of Information Act procedures, including, where appropriate, 
procedures promulgated under E.O. 12600. 

(2) As required by § 3010 of Public Law 111-212, all information posted in FAPIIS on or 
after April 15, 2011, except past performance reviews, shall be publicly available. 

SECTION 9.7. 
AUTHORIZATION AND CONSENT 

(a) The Government authorizes and consents to all use and manufacture, in performing this 
contract or any subcontract at any tier, of any invention described in and covered by a United 
States patent: 
(1) Embodied in the structure or composition of any article the delivery of which is 

accepted by the Government under this contract; or 
(2) Used in machinery, tools, or methods whose use necessarily results from compliance by 

the Issuer or a Subcontractor with (i) specifications or written provisions forming a part 
of this contract or (ii) specific written instructions given by the Contracting Officer 
directing the manner of performance. The entire liability to the Government for 
infringement of a United States patent shall be determined solely by the provisions of 
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the indemnity clause, if any, included in this contract or any subcontract hereunder 
(including any lower-tier subcontract), and the Government assumes liability for all 
other infringement to the extent of the authorization and consent hereinabove granted. 

SECTION 9.8. 
NOTICE AND ASSISTANCE REGARDING PATENT AND COPYRIGHT INFRINGEMENT 

(a) The Issuer and each State-level MSP issuer, if applicable, must report to the Contracting 
Officer, promptly and in reasonable written detail, each notice or claim of patent or copyright 
infringement based on the performance of this contract of which the Issuer or State-level 
MSP issuer has knowledge. 

(b) In the event of any claim or suit against the Government on account of any alleged patent or 
copyright infringement arising out of the performance of this contract or out of the use of any 
supplies furnished or work or services performed under this contract, the Issuer must furnish 
to the Government, when requested by the Contracting Officer, all evidence and information 
in the Issuer's possession pertaining to such claim or suit. Such evidence and information 
shall be furnished at the expense of the Government except where the Issuer has agreed to 
indemnify the Government. 

SECTION 9.9. 
PRIVACY OR SECURITY SAFEGUARDS 

(a) The Issuer must not publish or disclose in any manner, without the Contracting Officer's 
written consent, the details of any safeguards either designed or developed by the Issuer 
under this contract or otherwise provided by the Government. 

(b) To the extent required to carry out a program of inspection to safeguard against threats and 
hazards to the security, integrity, and confidentiality of Government data, the Issuer must 
afford the Government access to the facilities, installations, technical capabilities, operations, 
documentation, records, and databases. 

(c) If new or unanticipated threats or hazards are discovered by either the Government or the 
Issuer, or if existing safeguards have ceased to function, the discoverer must immediately 
bring the situation to the attention of the other party. 

SECTION 9.10. 
NOTICE OF REQUIREMENT FOR CERTIFICATION OF NON-SEGREGATED 
FACILITIES 

(a) By executing this contract, the Issuer is deemed to have signed and agreed to the provisions 
of FAR Clause 52.222-21, Certification of Nonsegregated Facilities, incorporated by 
reference in this contract.  

(b) The content of this section must be included in all new contracts and contracts as they are 
renewed, with Subcontractors performing MSPP-related work. 
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PART X. ATTESTATIONS 

SECTION 10.1.  
COMPLIANCE WITH SECTIONS OF PHSA TITLE XXVII PART A 

By signing this contract, the Issuer attests that it must comply with the following provisions of 
Part A of title XXVII of the Public Health Service Act, as determined by the Director. 
 
Section 2701: Fair Health Insurance Premiums 
Section 2702: Guaranteed Availability of Coverage 
Section 2703: Guaranteed Renewability of Coverage 
Section 2704: Prohibition of Preexisting Condition Exclusions or Other Discrimination Based on 
Health Status 
Section 2705: Prohibiting Discrimination against Individual Participants and Beneficiaries Based 
on Health Status  
Section 2706: Non-Discrimination in Health Care  
Section 2707: Comprehensive Health Insurance Coverage 
Section 2708: Prohibition on Excessive Waiting Periods 
Section 2709: Coverage for Individuals Participating in Approved Clinical Trials. 
Section 2709 [sic]: Disclosure of Information 
Section 2711: No Lifetime or Annual Limits 
Section 2712: Prohibition on Rescissions 
Section 2713: Coverage of Preventive Health Services 
Section 2714: Extension of Dependent Coverage 
Section 2715: Development and Utilization of Uniform Explanation of Coverage Documents and 
Standardized Definitions 
Section 2715A: Provision of Additional Information 
Section 2717: Ensuring the Quality of Care 
Section 2718: Bringing Down the Cost of Health Care Coverage 
Section 2719: Appeals Process 
Section 2719A: Patient Protections  
Section 2725: Standards Relating to Benefits for Mothers and Newborns [in the Group Market] 
Section 2726: Parity in Mental Health and Substance Use Disorder Benefits 
Section 2727: Required Coverage for Reconstructive Surgery Following Mastectomies 
Section 2728: Coverage of Dependent Students on Medically Necessary Leave of Absence 
Section 2741: Guaranteed Availability of Individual Health Insurance Coverage to Certain 
Individuals with Prior Group Coverage. 
Section 2742: Guaranteed Renewability of Individual Health Insurance Coverage 
Section 2743: Certification of Coverage 
Section 2751: Standards Relating to Benefits for Mothers and Newborns [in the Individual 
Market] 
Section 2752: Required Coverage for Reconstructive Surgery Following Mastectomies 
Section 2753: Prohibition of Health Discrimination on the Basis of Genetic Information 
Section 2753 [sic]: Coverage of Dependent Students on Medically Necessary Leave of Absence 
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SECTION 10.2.  
COMPLIANCE WITH PROVISIONS OF THE AFFORDABLE CARE ACT 

By signing this contract, the Issuer attests that it must comply with the following provisions of 
the Affordable Care Act, as determined by the Director. 
 
Section 1302: Essential Health Benefits Requirements  
Section 1303: Special Rules 
Section 1304: Related Definitions 
Section 1311: Affordable Choices of Health Benefit Plans 
Section 1334: Multi-State Plans 
Section 1341: Transitional Reinsurance Program for Individual Market in Each State 
Section 1342: Establishment of Risk Corridors for Plans in Individual and Small Group Markets 
Section 1343: Risk Adjustment 
Section 1401: Refundable Premium Tax Credit Providing Premium Assistance for Coverage 
under a Qualified Health Plan 
Section 1402: Reduced Cost-Sharing for Individuals Enrolling in Qualified Health Plans 
Section 1412(c): Payment of Premium Tax Credits and Cost-sharing Reductions 
Section 6005: Pharmacy Benefit Managers Transparency Requirements 

SECTION 10.3.  
COMPLIANCE WITH SELECTED FAR CLAUSES  

By signing this contract, the Issuer agrees to comply with the following provisions of the Federal 
Acquisition Regulation (FAR), except that the Issuer is not required to insert the terms of any of 
these FAR clauses in any subcontracts.  
 
Subsection 52.219.8: Utilization of Small Business Concerns 
Subsection 52.222-3: Convict Labor 
Subsection 52.222-4: Contract Work Hours and Safety Standards Act – Overtime Compensation 
Subsection 52.222-26: Equal Opportunity 
Subsection 52.222-29: Notification of Visa Denial 
Subsection52.222-35: Equal Opportunity for Veterans 
Subsection 52.222-36: Affirmative Action for Workers with Disabilities 
Subsection 52.222-37: Employment Reports on Special Disabled Veterans, Veterans of the 
Vietnam Era, and Other Eligible Veterans 
Subsection 52.222-54: Employment Eligibility Verification 
Subsection 52.223-6: Drug-Free Workplace 
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PART XI. APPENDICES 
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Appendix A. Identification and Certification Status of Multi-State Plans (MSPs) 

  
This Appendix sets forth each State-level MSP issuer and identifies those of its plans that OPM 
has certified to be offered pursuant to section 1334 of the Affordable Care Act.  Certification 
indicates that such plans meet the requirements of 45 C.F.R. part 800 and OPM guidance and 
directives.  OPM reserves the sole and exclusive right to decertify or take other compliance 
actions with regard to a health plan offered by a State-level MSP issuer in accordance with the 
terms of the contract; in the event of decertification or other action, OPM will cause such 
decertification or other action to be reflected on this Appendix A. 
  
The Issuer shall provide or cover the benefit more favorable to the consumer where 
any inconsistency exists between the benefits submitted by the Issuer to the MSPP Portal and 
those set forth in the Official Statement of Benefits, as defined in Section 6.1, provided to the 
consumer. 
 
Each State-level MSP issuer, identified by its National Association of Insurance Commissioners 
(NAIC) code, if applicable, and its Health Insurance Oversight System (HIOS) Issuer ID, is 
certified to offer one or more MSP products as set forth below. MSP benefits, rates, and other 
provisions of coverage as submitted by each State-level MSP issuer to the MSPP Portal are 
incorporated into this contract by reference to the HIOS plan ID. In summary, the plan type, 
market coverage, level of coverage, coverage offering, service area, and certification status are 
below. 
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Appendix B. RESERVED 
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Appendix C. Identification and Relationship of Contracting Parties  
 
The following paragraphs, together with the signed Plan Participation Agreements included in 
this appendix, set forth terms that define, among other things, the relationship between or among 
the parties to this contract. In the event of any conflict between other terms and conditions of this 
contract and the terms and conditions set forth in this appendix, the terms and conditions of this 
appendix shall control. 
 
1.  The signatory to this contract is the Blue Cross and Blue Shield Association (“BCBSA”), 
which is the licensor of the Blue Cross and Blue Shield names and marks and is agent of its 
Member Plans (each a “Blue Licensee”) to sign this contract on their behalf.  State-based and 
Federally-facilitated Exchanges do or may require that QHP issuers sign certain agreements 
(“Agreements”) required for participation in and to offer QHP products on Exchanges. 

a. In the event that a Blue Licensee that has signed a Plan Participation Agreement, 
attached to this Appendix, does not sign any such requisite agreement, or signs any 
such Agreement that for any reason is voided, rescinded or considered invalid or 
inapplicable in 2014, such that the Blue Licensee is declared or considered unapproved 
or ineligible to participate in or offer QHP products on (or to continue to participate in 
or offer QHP products on) the relevant Exchange(s), BCBSA or the Blue Licensee shall 
notify OPM in writing of the Blue Licensee’s intent to nullify its Plan Participation 
Agreement (or, where the Blue Licensee participates in the Exchanges in multiple 
States, to amend its Plan Participation Agreement to withdraw from MSPP participation 
in the Exchanges of the affected State(s)). OPM shall acknowledge the notice of intent 
to nullify or amend, as applicable, and the Blue Licensee’s withdrawal in whole or in 
part (depending on whether the Blue Licensee is nullifying or amending its Plan 
Participation Agreement) from the MSPP, and the Blue Licensee shall, without any 
penalty to, obligation of, or compliance action against BCBSA, the Blue Licensee, or 
any other Blue Licensee (or any person or party acting on any of their behalf) have no 
obligation to participate or to continue participating in the MSPP. 

b. The withdrawal in whole or in part of a Blue Licensee from participation in the MSPP 
under the terms of paragraph 1.a. shall not have any effect on the obligations that OPM, 
BCBSA and any Blue Licensees continuing their participation in the MSPP would 
otherwise have under this contract.  Any Blue Licensee that withdraws from 
participation, in whole or in part, in the MSPP under this paragraph shall be responsible 
to satisfy the Notice to Enrollees provisions set forth in Section 6.3 of this contract. 

c. OPM and BCBSA shall negotiate in good faith the requirements of this paragraph for 
the 2015 Contract Year. 

 
2. Unlike Blue Licensees, BCBSA is not a health insurance issuer or risk bearing entity.  
Consequently, provisions of this contract applicable to risk bearing under MSPs shall not apply 
to BCBSA but shall only apply to the Blue Licensees, which along with BCBSA comprise the 
group of issuers under this contract and are identified as State-level MSP issuers in Appendix A. 
These provisions include, but are not limited to: 
 

 Section 1.10 (Management Agreement)  
 Section 2.1(a)(1) (re: assessing compliance with Federal and State Exchange Standards) 
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 Section 2.1(b)(1) (re: fraud and abuse program conduct and operation) 
 Section 2.1(c) (Clinical Care Measures) 
 Section 2.1(d) (re: monitoring patient safety improvement programs) 
 Section 2.1(d)(3) (re: providing Enrollees with information and education regarding 

patient safety) 
 Section 2.1(d)(4) (re: working with providers and others to implement and expand patient 

safety improvement programs) 
 Section 2.1(e) (Consumer Assessment of Healthcare Providers and Systems) 
 Section 2.1(f)(1) (re: developing and maintaining a contract quality assurance program) 
 Section 2.1(f)(3) (re: meeting designated contract quality assurance standards) 
 Section 2.1(g) (re: pursuing COB) 
 Section 2.1(h) (re: plan performance deficiency) 
 Section 2.3 (Notice of Significant Event) 
 Section 2.8 (Transitional Care) 
 Section 2.9 (Standards and Requirement for Pharmacy Benefits) 
 Section 2.10 (Treatment of Patient Centered Medical Homes and Accountable Care 

Organizations) 
 Section 2.11 (Accreditation) 
 Section 2.12 (Internal Claims and Appeals) 
 Section 2.13 (External Review) 
 Section 2.14 (Network Adequacy Standards) 
 Section 2.15 (Provider Directory) 
 Section 2.16 (Geographic Access to Coverage) 
 Section 4.1 (Certification) 
 Section 4.2 (Recertification) 
 Section 4.3 (Decertification) 
 Section 4.4(a) and (c) (Service Area) 
 Section 5.1 (Benefits Provided) 
 Section 5.2 (Cost-Sharing Reductions and Premium Tax Credits) 
 Section 5.3 (Levels of Coverage) 
 Section 5.4 (Premium Rates) 
 Section 5.5 (Rate Review) 
 Section 5.6 (Reinsurance) 
 Section 5.7 (Risk Corridors) 
 Section 5.8 (Risk Adjustment) 
 Section 6.1 (Official Statement of Benefits and Benefit Plan Material or Information) 
 Section 6.2 (Misleading, Deceptive, or Unfair Advertising) 
 Section 6.3 (Notice to Enrollees) 
 Section 6.4 (Accessibility Standards) 
 Section 6.5 (Enrollment Periods for Individuals) 
 Section 6.6 (Enrollment Process) 
 Section 6.7 (Enrollment Information Collection and Transmission) 
 Section 6.8 (Termination of Enrollee Coverage) 
 Section 6.9 (Consumer Education) 
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 Section 6.10 (Required Information) 
 Section 7.3 (Reporting Requirements) 
 Section 7.4 (Statistics and Special Studies) 
 Section 7.5 (Issuer Disaster Recovery Plan) 
 Section 7.6 (Health Information Technology Requirements) 
 Section 8.5 (Segregation of Funds for Abortion Services) 
 Section 8.6 (Financial Management) 
 Section 10.1 (Compliance with Sections of PHSA Title XXVII Part A) 
 Section 10.2 (Compliance with Sections of the Affordable Care Act) 
 Section 10.3 (Compliance with Selected FAR Clauses) 
 Appendices A and D 

 
3. Each Blue Licensee is a health insurance issuer that offers products in all or part of one or 
more States. It may offer MSP coverage in a BCBSA-licensed service area that overlaps the 
BCBSA-licensed service area of another Blue Licensee and in all or part of one or more States. 
In addition, each Blue Licensee, including Blue Licensees where there are multiple Blue 
Licensees in the same State, may: (1) offer different benefits (subject to rules applicable to the 
provision of the essential health benefits called for under the applicable EHB-benchmark plan); 
(2) offer different cost-sharing, within the cost-sharing limits permitted under the Affordable 
Care Act and HHS implementing regulations; (3) vary rates, applying different rate build up 
methodologies; and (4) differ in their participation in SHOP Exchanges.  
 
4.  BCBSA and each Blue Licensee are independent legal entities. Unless joint and several 
liability is specifically called for under this contract or by operation of law, BCBSA and Blue 
Licensees, and each of them, shall not under any circumstances be jointly or severally liable for 
the acts or failure to act of any other of them, and each of them is solely responsible for its own 
conduct or misconduct giving rise, or allegedly giving rise, to any compliance action, liability, or 
any other cost or penalty authorized by this contract or under law.  

 
5. The definition of Subcontractor notwithstanding, no Blue Licensee, as a State-level MSP 
issuer under this contract, or any wholly-owned affiliate or subsidiary of any such Blue Licensee 
that acts on its behalf as a State-level MSP issuer, shall in any respect be considered a 
Subcontractor for any purpose of this contract.  

 
6. The categories of Key Personnel under Section 1.11(a) are: (1) the Chief Executive Officers 
of BCBSA and of each Blue Licensee, (2) BCBSA’s Contract Officer, (3) BCBSA’s Contract 
Officer Representative, (4) BCBSA’s Implementation Vice President, and (5) key Blue Licensee 
contact personnel. 

 
7. With respect to Section 1.11(b), neither BCBSA nor any Blue Licensee is responsible for the 
selection, supervision, or control and direction over the employees of its Subcontractors under 
this Contract. Neither BCBSA nor any Blue Licensee is accountable to the Government for the 
action of the personnel of the other. 
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Appendix D. Industry Standards for Fraud and Abuse Programs 

1. Anti-Fraud Policy Statement: Publish a policy statement providing your corporate 
strategy to address fraud and abuse (F&A) and make it available to employees, Enrollees, 
providers, and Subcontractors.  

2. Written Plan and Procedures: Establish written policies and procedures to be followed by 
all personnel for the deterrence and detection of fraud.  

3. Formal Training: Conduct fraud awareness training for all employees, underwriting 
departments and Subcontractors. Training should consist of an overview of specific F&A 
reporting requirements, and debarment policies and procedures to enable personnel to 
identify and handle potentially fraudulent claims submitted.  

4. Fraud Hotlines: Establish hotlines for reporting allegations of fraud, both internally and 
externally. Hotlines should be available to providers, Enrollees, employees and others. 
Compliance programs should prohibit retaliation against whistleblowers.  

5. Education: Inform Enrollees about fraudulent and abusive practices via newsletters, web 
sites, or other means.  

6. Technology: Use Fraud Protection Software to analyze claims data. Software should 
evaluate on a prospective claim-by-claim basis and through the retrospective analysis of 
claim trends from either providers and/or Enrollees. See below list of Potential Fraud 
Indicators by Business Unit.  

7. Security: Put safeguards in place to protect claims, Enrollee, and provider information 
from unauthorized use or access.  

8. Patient Safety: Some F&A practices turn into patient safety issues that should be 
addressed by your F&A programs. Patient safety issue areas might include, but not be 
limited to: (1) pharmaceuticals, such as altered prescriptions, illegal refills, prescription 
splitting, and abuse of controlled substances, (2) medical errors in both inpatient and 
outpatient care, resulting in unfavorable outcomes, and (3) improper settings for 
procedures and services that result in poor outcomes.  
 

Potential Fraud Indicators by Business Unit 
While this list is not exhaustive, these examples of fraudulent and abusive practices have been 
used in the past and should be watched for in the future. 

1. Claims Processing  
Administrative Related 

o Claims with photocopies of receipts rather than original receipts  
o Altered claims  
o Claims using credit cards with multiple addresses  
o Receipts submitted on white bond paper, without letterhead  
o Receipts submitted inconsistent with their normal style  
o Prescription claims submitted for reimbursement with consecutive Rx numbers  
o Frequent address changes  
o Claims processed immediately after date of service or after the claim was 

submitted  
o Frequent submission of claims with overlapping dates of service  
o Claims with requests for special mailing of checks and Explanation of Benefits  
o Claims with questionable types of services rendered  

Provider and Enrollee Related 
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o Claims for providers not in the same geographical area  
o Numerous claims for soft tissue injuries  
o Services not matching the doctor's specialty  
o Services rendered inconsistent with diagnosis  
o Provider and patient with the same address  
o Provider and patient with the same last name  
o Referring physician and provider of service at same address or professional 

building  
o Claims on which provider is participating and Enrollee has made several notations 

such as “paid in full,” “pay stub,” etc.  
o Physicians billing for frequent office visits for same patients-every 2 to 3 calendar 

days  
o Podiatrists billing high volume of incision and drainage procedures  
o Psychiatric claims where length of sessions is outside the norm  
o Identical claims submitted in different years for same patient  

2. Customer Service  
o Correspondence from the State Insurance Department advising that the insured 

made a complaint  
o Pressure or threats from Enrollee or provider for a quick decision or payment  
o Frequent calls regarding status of every claim submitted  
o Constant complaints about payment determinations  
o Inquiries from a lawyer, on behalf of the Enrollee, requesting immediate action on 

the claims  
o Enrollee requesting the re-issuance of a check that was “lost” very close to the 

date of issuance  
3. Utilization Review  

o Providers who exceed their peers in the following areas:  
 High dollar payments  
 High utilization of select procedures  
 High utilization for the same or small number of patients  
 Services for entire families  
 Providers who bill for services not within their specialty  
 Enrollees who submit claims for the same service, dollar amounts, and 

provider on an annual basis  
 Enrollees with high utilization of psychotherapy, prescription drugs, 

and/or durable medical equipment  
 Enrollees who receive high dollar reimbursements  

4. Provider/Internal Audit  
o Providers with a consistent number of duplicate payments  
o Providers who resubmit claims with different procedure/diagnosis codes when a 

claim has been rejected  
o Providers who frequently call to complain about payment determinations  
o Providers who consistently complain about the timeliness of payments  
o Providers who request pricing information and/or a review of their profile data  

5. Provider Relations  
o Revoked/Suspended license  
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o Numerous complaints against provider  
6. Compliance Office  

o Discrepancies in T&E reporting  
o Kickbacks  
o Inappropriate gifts  
o Inappropriate use of Enrollee/provider information  
o Discrepancies in incentive reporting  
o Discrepancies in financial reporting  
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Appendix E. Other Terms and Conditions 

The following paragraphs set forth additional terms and conditions of this contract.  In the event 
of any conflict between other terms and conditions of this contract and the terms and conditions 
set forth in this Appendix E, the terms and conditions of this Appendix E shall control. 
 
1.  Except with respect to Paragraph 4 below and reporting obligations set forth in Sections 
2.1(f), 7.8, 7.9, 7.10. 7.11, 8.2, 9.3, 9.4, 9.8, and 9.9, there shall be no BCBSA or Blue Licensee 
reporting obligation prior to the 2015 plan year (for reporting in 2016), other than where 
reporting 2014 data (for reporting in 2015) is reasonably necessary to the administration of the 
MSPP, is practicable in terms of administrative burden and cost, and is sought in a format and 
timing that can reasonably be done.  Any such reporting obligation shall be in the same form and 
format, with the same content and timing, as required of QHPs, except as otherwise agreed to by 
the parties.  Unless otherwise specified, this paragraph applies to all provisions of this contract, 
including but not limited to the following Sections: 
 

 Section 2.1(a) (Compliance with Exchange Rules) 
 Section 2.1(b) (Detection of Fraud and Abuse) 
 Section 2.1(c) (Clinical Care Measures) 
 Section 2.1(d) (Patient Safety) 
 Section 2.1(e) (Consumer Assessments of Healthcare Providers and Systems (CAHPS) 
 Section 2.1(g) (re: COB) 
 Section 2.4(b)(2) (re: financial/statistical reports) 
 Section 7.3 (Reporting Requirements) 
 Section 7.4 (Statistics and Special Studies) 
 Section 7.5(c) (reporting re: Disaster Recovery Plan) 

 
2.  For 2014, unless otherwise agreed to by the parties, any reporting under Section 2.1 will 
occur in the 2015 calendar year and may be provided in the form of reports relative to a Blue 
Licensee’s entire book of business, or relevant Exchange-related book of business, for a given 
market, rather than reports unique to its MSP book(s) of business.  For 2015 and subsequent 
Contract Years, if any, the parties will negotiate in good faith approaches to reporting at the MSP 
level for Sections 2.1(c), 2.1(f) and 2.1(g).  

3.  The parties recognize that, in 2014, BCBSA will need to provide certain data to OPM for the 
proper administration of the MSPP.  Such data will include, but not necessarily be limited to, 
enrollment, premium and aggregated claims data.  The parties will negotiate in good faith to 
define what data BCBSA will need to provide to OPM and the manner and timing of the 
provision of such data. 

4.  In the event that OPM receives a congressional request for information relative to the MSPP, 
BCBSA will cooperate with OPM to provide the information requested, provided that all other 
Issuers are obligated to provide the same information in the same manner and format.  Any 
requirement for BCBSA, or any Blue Licensee, to provide information that is not otherwise the 
subject of a report required under this contract shall constitute a contract change under Section 
1.13, Contract Changes. 
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5.  The terms of Section 2.1(b)(2) shall not apply under this contract.   

 Each Blue Licensees will conduct a fraud and abuse program and will operate a system 
designed to detect and deter fraud and abuse by the Blue Licensee’s employees, 
providers, and enrollees 

 BCBSA will report to OPM on an annual basis, on or before July 31 of each Contract 
Year, the following with respect to each Blue Licensee’s overall fraud and abuse 
program, on a state-by-state basis where feasible, but not specific to any fraud and abuse 
program with respect to the MSPP: 

a. Financial savings and recoveries from its fraud and abuse program 

b. Sources of investigations initiation 

c. Dispositions or status of cases 

6.  With respect to Section 2.1(f)(3): 
 The metrics required under Section 2.1(f)(3)(ii) shall be reported on a 30 calendar day 

basis. 
 The metrics required under Section 2.1(f)(3)(iii) shall be reported on a 21 calendar day 

basis. 
 BCBSA will not report the metrics in 2.1(f)(3)(iv)-(vi) for the 2014 Contract Year. 
 The parties will negotiate which, if any, of the Section 2.1(f)(3)(iv)-(vi) metrics shall be 

reported for Contract Years subsequent to 2014. 
 

7.  With respect to Section 2.7, the provisions of Section 2.7(b)(2) shall not apply with respect to 
Large Providers or Subcontractors.  The Issuer shall, in connection with compliance issues 
relative to the administration of pharmacy benefits, provide reporting adequate to monitor 
progress toward a compliance solution. 

8.  The terms of Section 2.8 shall not apply under this contract.  Blue Licensees recognize the 
need to protect enrollees’ rights to receive transitional care.   Each Blue Licensee will apply the 
same transitional care as required by applicable Federal or State law, in a uniform, consistent and 
non-discriminatory manner.  In the absence of applicable State or Federal law, the parties will 
negotiate in good faith transitional care requirements on a case by case basis. 

9.  With respect to Section 2.9, each Blue Licensee shall pursue the best pricing available with its 
Pharmacy Benefit Manager, if any, and promote, to the degree feasible, transparency into its 
PBM pricing. 

10.  With respect to Section 2.14 (Network Adequacy Standards), the parties agree as follows: 

   a. For 2014, OPM accepts each Blue Licensee’s network that satisfies the requirements 
for QHP network adequacy certification. 

   b. For 2015 and subsequent Contract Years, if any, the parties shall negotiate in good 
faith the standards applicable to network adequacy. 
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   c. BCBSA will provide in 2014 geo access reporting off of Blue Licensee MSP networks 
for 2014 MSP networks. 

11.  The terms of Section 2.16 shall not apply under this contract.  Instead, the following terms 
shall apply: 

   a. Those Blue licensees that provide out-of-MSP service area, in-network benefits are 
identified on Appendix A.  For those Blue Licensees that do not provide such benefits (other 
than for emergency care), OPM and BCBSA shall negotiate in good faith over succeeding 
Contract Years, if any, as to how and whether any out-of-MSP service area benefits will be 
provided to the Licensees’ MSP enrollees. 

   b. Blue Licensees must ensure that MSP enrollees who need highly specialized covered 
care, including care available only at a Center of Excellence or its equivalent, have access to 
such care within the MSP service area or, if such care is not available within the MSP services 
area, outside of the MSP service area. 

   c. The parties will negotiate the terms of this paragraph 11 annually, based on their 
assessment of market need and MSPP direction. 

12.  OPM shall honor each Blue Licensee’s service area, established under its Blue Cross and/or 
Blue Shield License Agreement (Blue Service Area).  No Blue Service Area shall be the subject 
of evaluation or approval or disapproval by OPM, unless the Blue Service Area is contrary to 
law.  The parties agree that this Paragraph 12 is consistent with Section 4.4.   

13.  To the extent that the failure of BCBSA or of a Blue Licensee to perform as required under 
this contract is the result of the failure or inability of an Exchange or of a state or federal agency 
or instrumentality to provide the services or infrastructure required under the ACA or state law 
(or under implementing regulations or guidance), BCBSA or the Blue Licensee, as applicable, is 
excused from the required performance. 

14.  The terms of Section 7.3(a) shall not apply to this contract.  With respect to the Section 
7.3(a) OPM access to the BCBSA and Blue Licensee MSPP pharmacy, enrollment and claims 
data, access to such data, including but not limited to claims and provider contract and fee 
schedule data, will be provided only (1) via standard reports negotiated as part of this contract 
and (2) to enable OPM to run agreed upon reports through access to Blue data sets.  The timing, 
scope and method of all reporting and nature of data access will be negotiated.  Absent BCBSA’s 
express written agreement, OPM may not have access to such BCBSA and Blue Licensee MSPP 
claims data in such a way as to create a data warehouse of Blue line level claims data. 
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Appendix F. Multi-State Plan and MSP Service Mark License Agreement 

This Service Mark License Agreement (Agreement) is made effective as of the date of this 
contract and through the execution of this contract between the U.S. Office of Personnel 
Management (OPM) and the Issuer. The party granting the right to use the Service Marks is 
OPM, and the party or parties receiving the right to use the Service Marks are those State-level 
MSP issuers that are set forth in Appendix A,  the plans of which are certified by OPM to be 
offered as MSP products on State-based Exchanges and Federally-facilitated Marketplaces 
(“certified entities”). Together, the Issuer, including the certified entities, and OPM are referred 
to as “the Parties” to this Agreement.  

OPM is the owner of the Service Marks “MULTI-STATE PLAN” and “MSP” and intends to file 
for registration of the marks with the United States Patent and Trademark Office. In the event the 
United States Patent and Trademark Office (“PTO”) does not issue the registrations and OPM is 
otherwise unable to claim good and valuable service mark protections, the Parties will confer to 
determine whether this agreement shall become null and void. The Service Marks “MULTI-
STATE PLAN” and “MSP” indicate that OPM is the official source of the services provided in 
connection with the marks, namely the administration of the health insurance plans. 

The Issuer has applied for a license to use “MULTI-STATE PLAN” and/or “MSP” in connection 
with health insurance plans certified under Section 1334 of the Patient Protection and Affordable 
Care Act and performance under this contract.  

OPM desires to grant a license to the Issuer, including the certified entities, to use “MULTI-
STATE PLAN” and/or “MSP”; 

Therefore, in consideration of the mutual obligations under this contract, the sufficiency of 
which is hereby further acknowledged, the Parties hereby agree as follows:  

LICENSE GRANT. OPM hereby grants to the Issuer, including the certified entities, for the term 
of this contract, the non-exclusive, worldwide, royalty-free right and license to use “MULTI-
STATE PLAN” and/or “MSP” in connection with certified plans identified in Appendix A.  

TERMINATION PROVISIONS. This Agreement shall automatically terminate if any of the 
provisions regarding termination or decertification under this contract are exercised by the Issuer 
or OPM, or where otherwise required by Federal or State law. 

TITLE AND OWNERSHIP.  OPM retains title and ownership of the Service Marks. OPM shall, 
in the exercise of its commercially reasonable discretion and at its expense, do all acts necessary 
or desirable for maintaining, renewing, prosecuting applications to register, and enforcing the 
Service Marks, including without limitation taking commercially reasonable efforts to prosecute 
and maintain as valid and in force the applications and any registrations issued in connection 
therewith, and taking commercially reasonable efforts to maintain in good standing the 
Applications and such registrations. 

RESERVATION OF RIGHTS. All rights other than those specifically granted herein to the 
Issuer including the certified entities are reserved to OPM, including, without limitation, OPM’s 
right to continue to own, use, and to grant license to use “MULTI-STATE PLAN” and “MSP” in 
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any form, manner, and medium, so long as such grant is not contrary to the terms of this contract 
or applicable law.  

QUALITY CONTROL AND USE. The Issuer understands and agrees that an essential condition 
of this Agreement is the protection of the high reputation enjoyed by OPM in “MULTI-STATE 
PLAN” and “MSP”. In keeping with that condition, any and all use of “MULTI-STATE PLAN” 
and/or “MSP” by certified entities on any materials in connection with certified plans shall be 
used in a manner consistent with all guidance issued by OPM in accordance with Section 1.12 of 
this contract. OPM reserves the right, in its reasonable discretion, to require the Issuer or any 
certified entity to submit reasonable samples of its materials where “MULTI-STATE PLAN” 
and/or “MSP” is used.   

(1) Specific Use Restrictions.  Issuer, and/or each certified entity, shall not use, adopt or 
register any marks confusingly similar to the Service Marks. Without the consent of OPM, 
Issuer, and/or each certified entity, shall not use either Service Mark, or any portion thereof, as a 
domain name, including, without limitation, as a sub-domain name or name of the service or 
company.   

(2) Third-Party Infringement.  Issuer and/or any certified entity will promptly notify OPM if 
it becomes aware of any infringement of either Service Mark by a third party. OPM shall 
promptly notify Issuer if it becomes aware of any infringement of either Service Mark by a third 
party.  Neither Issuer nor any certified entity shall have any right or obligation to prosecute any 
infringement claims against third-party infringers. 

(3) Assignment. Neither Issuer, nor any certified entity, may transfer its rights or obligations 
under this Agreement in whole or in part to any third party without prior written consent of OPM 
and any attempt to do so is void.   

WARRANTY AND INDEMNIFICATION. OPM represents and warrants that OPM:  (a) is the 
owner of the Service Marks; and (b) has the unencumbered right and authority to execute and 
perform this Agreement and to grant the rights set forth herein. In the event of a successful 
challenge, the Parties will consult and determine whether to terminate this License Agreement.   

DISPUTES. All disputes under this Agreement shall be resolved under Section 2.6 of this 
contract. 

SEVERABILITY; HEADINGS.  If any provision of this Agreement is held to be invalid or 
unenforceable for any reason, the remaining provisions will continue in full force without being 
impaired or invalidated in any way.  Headings are for reference purposes only and in no way 
define, limit, construe or describe the scope or extent of such section. 

APPLICABLE LAW. United States Federal law will apply to resolve any claim arising under 
this Agreement. 
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 

Yes No
No

No

Program Attestations 

General Issuer Attestations 
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 

Compliance Plan 

Yes

Organizational Chart 

Yes
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 

Operational Attestations 

Benefit Design Attestations 
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 

Stand-Alone Dental Attestations 

Rate Attestations 
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 

 

Enrollment 
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 

Financial Management 
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 

SHOP 

Reporting Requirements 
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 
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Federally-facilitated Marketplace Issuer Attestations:  
Statement of Detailed Attestation Responses 

Attestation Justification 

No

3. Applicant is unable to attest to General Program Attestation 3 as drafted, and attests
as follows:

Applicant attests that it will be bound by 2 CFR 376 and that no individual or entity that
is a part of the Applicant’s organization is excluded by the Department of Health and
Human Services Office of the Inspector General or by the General Services
Administration. This attestation includes any member of the board of directors, key
management or executive staff or major stockholder of the applicant and its wholly
owned affiliated companies or subsidiaries.

Applicant attests that, based on its best information, knowledge and belief, no individual
or entity that is an affiliate or subsidiary, which is not wholly owned by the Applicant, is
excluded by the Department of Health and Human Services Office of the Inspector
General or by the General Services Administration. This attestation includes any
member of the board of directors, key management or executive staff or major
stockholder of an affiliated company or subsidiary of the applicant.

Applicant is unable to extend General Program Attestation 3 to subcontractors,
because the definition of “subcontractors” is unclear.

4. Applicant is unable to attest to General Program Attestation 4 as drafted. Based
upon April 9, 2013 guidance issued by CMS in the form of “QHP Frequently Asked
Questions,” Applicant interprets the reporting requirement to be limited to those actions
against Applicant itself, including wholly owned affiliated companies, related to “the
performance or award of a contract or grant with the Federal or State government.”
Therefore, Applicant attests as follows:

Applicant attests that it will inform HHS, based on its best information, knowledge and
belief, of any federal or state government current or pending legal actions, criminal or
civil, convictions, administrative actions, investigations or matters subject to arbitration
against the applicant (under a current or former name) or its principals. The applicant
also attests that, based on its best information, knowledge and belief, none of its
principals, nor any of its wholly owned affiliates is presently debarred, suspended,
proposed for debarment, or declared ineligible to participate in federal programs by
HHS or another federal agency under 2 CFR 180.970 or any other applicable statute or
regulation, and should such actions occur, it will inform HHS within 5 working days of
learning of such action.
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PART I. GENERAL PROVISIONS 

SECTION 1.1.   
DEFINITIONS OF MSP PROGRAM TERMS 

For purposes of this contract, the following definitions apply. If a definition is provided outside 
of this section, the definition only applies to the section or clause in which it is provided. 

Affordable Care 
Act

Contract Year 

The Patient Protection and Affordable Care Act (Pub. L. 111-148), as 
amended by the Health Care and Education Reconciliation Act of 2010 
(Pub. L. 111-152). 

A calendar year for which this contract is effective. 

Director The Director of the U.S. Office of Personnel Management. 

HHS The United States Department of Health and Human Services 

MSP Enrollee or 
Enrollee 

A person enrolled in an MSP option. 

Large Provider A vendor of services or supplies, such as mail order pharmacy services, 
pharmacy benefit management services, mental health and/or substance 
use disorder management services, preferred provider organization 
services, utilization review services, or large case or disease management 
services, including organizations that own or contract with direct providers 
of healthcare or supplies, or organizations that process claims or manage 
patient care, that meets either of the following criteria:  
(1) The total costs charged to the Issuer for a contract term for MSP 
Enrollees, including benefits and services, are reasonably expected to 
exceed 5 percent of the Issuer’s total MSP healthcare benefits and quality 
costs; or  
(2) The total administrative costs charged to the Issuer for a contract term 
for MSP Enrollees are reasonably expected to exceed 5 percent of the 
Issuer’s total MSP administrative costs (applicable to agreements where 
the provider is not responsible for MSP healthcare benefits and quality 
costs). 
If the Issuer is a group of issuers, the cost threshold to be considered a 
Large Provider is 5 percent of the individual group member’s benefits and 
quality costs or administrative costs.  
A hospital is not considered to be a Large Provider for purposes of this 
contract.

Multi-State Plan 
issuer or Issuer 

A health insurance issuer or group of issuers that has a contract with OPM 
to offer health plans pursuant to § 1334 of the Affordable Care Act and 
meets the requirements of 45 C.F.R. part 800. 
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Multi-State Plan 
Option or MSP 
option 

MSP Program 

A discrete pairing of a package of benefits with particular cost-sharing 
(which does not include premium rates or premium rate quotes). An MSP 
option is identified by a unique Health Insurance Oversight System (HIOS) 
plan identification number. An MSP option is offered under a contract with 
OPM pursuant to § 1334 of the Affordable Care Act and meets the 
requirements of 45 C.F.R. part 800.  

The program administered by OPM pursuant to § 1334 of the Affordable 
Care Act and 45 C.F.R. part 800. 

Pharmacy Benefit 
Manager or PBM 

The Issuer’s, State-level MSP issuer’s, Large Provider’s, or 
Subcontractor’s division or department that manages pharmacy benefits, or 
a third party that has been contracted to manage pharmacy benefits.  

Plan Year A consecutive 12 month period during which coverage is provided for 
health benefits under an MSP option. A plan year may be a calendar year 
or otherwise. 

Qualified Health 
Plan or QHP

A plan as defined in 45 C.F.R. § 155.20.

State-level MSP 
issuer, or State-
level issuer 

A health insurance issuer designated by the Multi-State Plan issuer to offer 
an MSP option or MSP options, as set forth in Appendix A. A State-level 
MSP issuer may offer health insurance coverage through an MSP option in 
all or part of one or more States.  

Subcontractor Any supplier, distributor, vendor, or firm that furnishes supplies or services 
to or for the Issuer, a State-level MSP issuer, or another subcontractor, 
except for providers of direct medical services or supplies pursuant to an 
MSP option offered pursuant to this contract, to the extent it provides 
goods or services in support of this contract. Wholly-owned or partially-
owned subsidiaries of an Issuer, Large Providers, and State-level MSP 
issuers may be considered subcontractors.

Working Day A weekday (Monday through Friday) that is not a legal public holiday 
under 5 U.S.C. § 6103.

Definitions set forth at 45 C.F.R. § 800.20 are adopted for this contract.

SECTION 1.2. 
ENTIRE CONTRACT 

(a) This document, as described in the Table of Contents, constitutes the entire contract between 
the parties. This contract, and the terms and conditions of this contract, apply only to the 
MSP Program and to MSP options issued as part of the MSP Program, unless otherwise 
expressly set forth in writing in this contract. No oral statements of any person shall modify 
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or otherwise affect the terms, conditions, or specifications stated in this contract. Requests for 
modification of this contract must be submitted in writing to the authorized Contracting 
Officer, as applicable.  

(b) Only the Contracting Officer, acting within the scope of his or her authority, may execute a 
contract modification on behalf of OPM; only the Issuer’s authorized representative(s), 
acting within the scope of his or her authority, may execute a contract modification on behalf 
of the Issuer. 

(c) Any statement made by the Issuer or OPM, or an agent thereof, concerning coverage or 
benefits under an MSP option offered pursuant to this contract, shall be deemed 
representations and not warranties. No such statement shall convey or void any coverage, 
increase or reduce any benefits under this contract, or be used in the prosecution of or 
defense of a claim under this contract unless it is contained in writing and a copy of the 
instrument containing the statement is or has been furnished to the Enrollee or to the person 
making the claim. 

(d) The parties may, by mutual consent, agree to incorporate certain FAR provisions, in whole or 
in part, into this contract.  Such incorporation, however, shall not be interpreted as 
incorporating or making applicable any FAR provisions or clauses other than those expressly 
incorporated in the contract. 

(e) This contract is not intended to provide any competitive advantage or disadvantage to any 
issuer or group of issuers participating in the MSP Program.  In the event that OPM enters a 
contract with another issuer or group of issuers, OPM shall provide to the Issuer a copy of 
such contract with any redactions required in accordance with the Freedom of Information 
Act (FOIA) and any other applicable law. If the Issuer reasonably believes that the contract 
creates a competitive disadvantage to it, OPM and the Issuer shall negotiate in good faith 
over any proposed modification(s) to this contract intended to address any such purported 
disadvantage.  For purposes of this provision, a “competitive disadvantage” includes, but is 
not limited to, issues related to essential health benefits, levels of coverage, reporting, 
performance and compliance, rates and benefits, service area, privacy/security, and deadlines 
for completing the MSP Program Application. 

SECTION 1.3. 
ORDER OF PRECEDENCE 

In any dispute, any inconsistency or ambiguity in this contract must be resolved by giving 
precedence in the following descending order:  
(a) § 1334 of the Affordable Care Act. 
(b) Part 800, title 45, Code of Federal Regulations. 
(c) Affordable Care Act exclusive of § 1334. 
(d) Parts 155 and 156, title 45, Code of Federal Regulations. 
(e) Laws, regulation, or guidance applicable to QHPs or QHP issuers. 
(f) Chapter 89, title 5, United States Code. 
(g) Part 890, title 5, Code of Federal Regulations. 
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SECTION 1.4. 
INCORPORATION OF LAWS AND REGULATIONS 

(a) The applicable provisions of the Affordable Care Act and OPM’s regulations contained in 45 
C.F.R. part 800 constitute a part of this contract as if fully set forth herein and the other 
provisions of this contract must be construed so as to comply therewith. 

(b) Except in rare and extraordinary circumstances, OPM shall implement changes to its own 
regulations with no less than 180 calendar days’ notice in advance of the next Contract Year. 
When there is a change to applicable law or regulation, including regulatory changes 
promulgated by OPM that would cause a material increase to the Issuer’s cost of, burden in, 
or time required to perform any of the work under this contract, such change to applicable 
law or regulation is deemed to be a contract change under Section 1.13.  

(c) In the event that the parties disagree as to the scope or nature of the Issuer’s obligations 
under a change in law or regulation, such disagreement shall be resolved in accordance with 
Section 2.6. Pending the resolution of any such disagreement, the Issuer need only comply 
with its reasonable good faith interpretation of the change in law or regulation, unless clearly 
required otherwise by law and to the extent the parties are in disagreement as to the scope or 
nature of the Issuer’s obligations under the change.

SECTION 1.5. 
APPLICABLE LAW FOR BREACH OF CONTRACT CLAIM 

United States law shall apply to resolve any claim of breach of this contract. 

SECTION 1.6. 
COMPLIANCE WITH FEDERAL AND STATE LAW 

(a) The Issuer must comply with Federal laws, regulations, and guidance, to the extent that they 
do not conflict with § 1334 of the Affordable Care Act, as implemented through regulations 
at 45 C.F.R. part 800.

(b) In States where a Federally-facilitated Exchange is operated, the Issuer must comply with 
standards established under 45 C.F.R. part 155, subpart K, and part 156, subpart C, to the 
extent that they do not conflict with § 1334 of the Affordable Care Act, as implemented 
through regulations at 45 C.F.R. part 800, or with the provisions of this contract.

(c) The Issuer must comply with all State laws, regulations, and guidance, to the extent that they 
do not conflict with § 1334 of the Affordable Care Act as implemented through regulations at 
45 C.F.R. part 800, prevent the application of a provision of part A of title XXVII of the 
Public Health Service Act, prevent the application of a provision of title I of the Affordable 
Care Act, or conflict with the provisions of this contract. For purposes of this section, 
regulations and other guidance established by a State Exchange are considered a State law or 
regulation, without regard to whether the Exchange is an agency or instrumentality of the 
State’s government. 

(d) Subject to 45 C.F.R. §§ 800.114 through 800.116, the Contracting Officer may communicate 
OPM’s determination of whether Federal laws, regulations, or guidance under paragraph (a) 
of this section, a standard described under paragraph (b) of this section or a State law, 
regulation, or guidance under paragraph (c) of this section conflicts with § 1334 of the 
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Affordable Care Act or with the provisions of this contract. OPM shall make such 
determinations apply prospectively only, except in rare and extraordinary circumstances. The 
Contracting Officer shall presume that no conflicts exist.  

(e) Any dispute between the Issuer and OPM arising under paragraph (d), including a dispute as 
to the retroactive application of an OPM determination, shall be resolved in accordance with 
Section 2.6. Pending the resolution of any such dispute, the Issuer need only comply with its 
reasonable good faith interpretation of the applicable law, to the extent that:
(1) The parties are in disagreement as to the existence of a conflict;  
(2) The dispute involves subject matter that is material; and  
(3) Its interpretation is not otherwise clearly contrary to the law.  

SECTION 1.7. 
NOTICE 

(a) Where the contract requires that notice be given to the other party, such notice must be given 
in writing to the address shown on this contract’s signature page.

(b) To notify OPM, the Issuer must write to the Contracting Officer, unless otherwise specified.  
(c) The Issuer must notify the Contracting Officer immediately upon a change in the name or 

address of the person authorized to execute or modify the contract on its behalf.
(d) Written notices required under this contract must be sent in a manner in which receipt of the 

notice is confirmed by a common carrier. 

SECTION 1.8. 
NOVATION AGREEMENT 

(a) A novation agreement, similar to that found in 48 C.F.R. § 1642.1204, must be submitted for 
approval to OPM when the Issuer’s assets or the entire portion of the assets pertinent to the 
performance of this contract, as determined by the Contracting Officer, are transferred. 

(b) Failure to submit the properly completed and signed novation agreement in a timely manner 
may be cause for compliance actions by OPM in accordance with Section 2.5. 

(c) The Contracting Officer may terminate the contract if it is determined not to be in the 
Government’s interest to recognize a successor in interest to the contract. The effective date 
must be decided by the Contracting Officer after considering the best interests of MSP 
Enrollees. The Contracting Officer shall not unreasonably withhold acceptance of the 
novation agreement and recognition of a successor in interest to the contract. 

SECTION 1.9. 
AGREEMENT TO RECOGNIZE ISSUER’S CHANGE OF NAME  

An agreement to recognize the Issuer’s change of name, similar to the agreement found in 48 
C.F.R. § 1642.1205, must be submitted on a timely basis for approval to OPM when the Issuer 
changes its name and the Government's and Issuer's rights and obligations remain unaffected. 
OPM’s approval of a change of name shall not be unreasonably withheld.
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SECTION 1.10. 
MANAGEMENT AGREEMENT 

(a) When it is in the best interest of Enrollees to continue a contract for an interim period after 
the Issuer discontinues its operations and has entered into a Purchase and Sale Agreement (or 
other descriptive term), but before a successor in interest has been recognized by OPM, the 
Issuer may submit for OPM approval a management agreement that enables it to continue a 
contract through an agreement with a third party to administer the day-to-day performance of 
the contract. 

(b) Examples of situations in which a management agreement may be accepted by OPM are: 
(1) When a transfer of assets does not meet the criteria for a novation;
(2) While a request for a novation is pending;
(3) While awaiting a decision on a request for a novation;
(4) As an interim measure, when the timing of a transfer of assets or the timing of an 

Issuer’s withdrawal make administration of the contract inconvenient; and 
(5) When it is not in the interests of the Government to either recognize a successor in 

interest or to immediately terminate the existing MSP Program contract. 

SECTION 1.11. 
KEY PERSONNEL 

(a) The Issuer’s key personnel are those persons within the categories of individuals identified in 
Appendix C.

(b) The Issuer-supplied personnel are employees of the Issuer and under the administrative 
control and supervision of the Issuer. The Issuer, through its personnel, must perform the 
tasks prescribed in this contract. The Issuer must select, supervise, and exercise control and 
direction over its employees and over its Subcontractors under this contract. The Issuer is 
accountable to the Government for the action of its personnel. 

SECTION 1.12. 
COMPLIANCE WITH OPM GUIDANCE 

(a) “Program guidance” shall mean any formal or informal guidance, policies, practices, 
regulations, FAQs, interpretations, or requirements imposed by OPM on one or more Issuers 
or one or more MSP options. Program guidance does not include determinations upon 
external review.

(b) OPM shall issue program guidance, as defined in paragraph (a) above, only in writing to the 
Issuer and consistent with paragraphs (c) through (f) below. OPM shall issue a change in 
program guidance only in writing to the Issuer and, except as set forth in paragraph (c) 
through (f) below, effective no earlier than the first calendar day of any Contract Year 
following the year in which the change is issued. 

(c) OPM may issue program guidance up to June 1 of the current Contract Year, to be effective 
within a reasonable period after issuance. In issuing such guidance, OPM shall be guided, to 
the greatest extent possible, by the principles that such guidance:
(1) Not cause a material increase to the Issuer’s cost of, burden in, or time required to 

perform under this contract;  
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(2) Not have an impact on the Issuer or on any State-level MSP issuer, if applicable, that is 
materially different than the impact of comparable guidance, if any, on QHP issuers;  

(3) Place the least possible burden on the Issuer and on any State-level MSP issuer, if 
applicable; and  

(4) Allow maximum flexibility to the Issuer and to any State-level MSP issuer in terms of 
implementation and time frame.  

(d) The parties shall negotiate in good faith to ensure that the principles in paragraph (c) are met. 
(e) On and after June 1 of the current Contract Year, OPM may issue program guidance, or a 

change in program guidance, with reasonable notice, where such guidance does not 
materially add to the cost of, burden in, or time required to perform any of the work under 
this contract, or where the requirements under the guidance apply in the same manner and 
timeframe, with the same content, and in the same form and format as comparable 
requirements apply to QHPs; otherwise, any program guidance , or change in program 
guidance, shall be issued to the Issuer no later than 180 calendar days prior to the start of the 
next Contract Year, to be effective no earlier than the first calendar day of the Contract Year 
following the end of this 180-calendar-day period. To the greatest extent possible, any OPM 
program guidance or change in program guidance will provide neither a competitive 
advantage nor a competitive disadvantage to MSP options relative to QHPs.  

(f) If any OPM program guidance or change in program guidance causes a material increase to 
the cost of, burden in, or time required to perform any of the work under this contract and 
contains requirements that do not apply identically to QHPs, such program guidance or 
change in program guidance is deemed to be a contract change under Section 1.13.  

SECTION 1.13. 
CONTRACT CHANGES 

(a) The Contracting Officer may make changes within the general scope of this contract by 
written order to the Issuer no less than 180 calendar days prior to the first calendar day of the 
next Contract Year. The Contracting Officer may make such changes with less than 180 
calendar days’ prior notice where the changes do not cause a material increase to the Issuer’s 
cost of, burden in, or time required to perform any of the work under this contract.

(b) Any change requiring 180 calendar days prior notice shall be effective no earlier than the 
first calendar day of the Contract Year following the end of the 180-calendar-day notice 
period. Any change not requiring 180 calendar days prior notice shall be effective within a 
reasonable time after notice, as determined by the Contracting Officer in consultation with 
the Issuer.  

(c) If any such change causes a material increase to the cost of, burden in, or the time required 
for the performance of any part of the performance of this contract, the Contracting Officer 
must make an equitable adjustment and must agree to modify the contract accordingly. 

SECTION 1.14. 
NON-DISCRIMINATION 

The Issuer and State-level MSP issuers must comply with applicable Federal and State non-
discrimination standards. For example, the Issuer and State-level MSP issuer must not, with 
respect to its MSP options, discriminate against individuals or groups on the basis of race, color, 
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national origin, disability, age, sex (including pregnancy and gender identity), sexual orientation, 
expected length of life, degree of medical dependency, quality of life, or other health conditions, 
to the extent prohibited under 45 C.F.R. §§ 156.125, 156.200(e), and 800.101(i). 
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PART II. PERFORMANCE AND COMPLIANCE 

SECTION 2.1. 
PLAN PERFORMANCE 

(a) Compliance with Exchange Rules 
(1) The Issuer must assess its compliance with Federal and State Exchange standards, and 

report annually and upon request to OPM each of the following for each Exchange on 
which the Issuer offers an MSP option: 
(i) Each standard established for QHPs with which the Issuer complies for each MSP 

option; and 
(ii) Each standard established for QHPs with which the Issuer does not comply for 

any MSP option. 
(2) For each standard described in paragraph (1)(ii), the Issuer must report the reason or 

reasons for noncompliance, including, if applicable, a finding by the Contracting 
Officer under Section 1.6 that the standard conflicts with § 1334 or its implementing 
regulations or guidance, prevents the application of a provision of part A of title XXVII 
of the Public Health Service Act, prevents the application of a provision of title I of the 
Affordable Care Act, or conflicts with the provisions of this contract. 

(b) Detection of Fraud and Abuse 
(1) The Issuer must conduct a program to assess its vulnerability to fraud and abuse and 

must operate a system designed to detect and eliminate fraud and abuse by Issuer 
employees, State-level MSP issuers, Subcontractors, Large Providers, providers and 
MSP Enrollees. The program must include provisions in place for fraud and abuse 
prevention, detection, and follow-up actions and incorporate the following as part of its 
program: 
(i) Anti-Fraud Policy Statement: Publish a policy statement providing their corporate 

philosophy to address fraud and abuse and make it available to employees, 
Enrollees, providers, and Subcontractors. 

(ii) Written Plan and Procedures: Establish written policies and procedures to be 
followed by assigned personnel for the deterrence and detection of fraud and 
abuse.

(iii) Formal Training: Conduct fraud awareness training for applicable employees and 
Subcontractors.

(iv) Fraud Hotlines: Establish hotlines for reporting allegations of fraud, both 
internally and externally. Hotlines should be available to providers, Enrollees, 
employees and others. 

(v) Education: Inform Enrollees about fraudulent and abusive practices via 
newsletters, web sites, or other means. 

(vi) Technology: Use either internally developed and/or externally procured fraud 
detection software, as appropriate, to analyze claims data and complement other 
anti-fraud activities. 

(2) The Issuer must submit to OPM on an annual basis, on or before July 31 of each 
Contract Year, the following with respect to each State-level MSP issuer’s prior 
calendar year overall fraud and abuse program, on a state-by-state basis, where feasible, 
but not specific to any fraud and abuse program with respect to the MSP Program: 
(i) Financial savings and recoveries from its fraud and abuse program; 
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(ii) Sources of State-level MSP issuers’ investigations;  
(iii) Dispositions or status of cases; and 
(iv) In the event that the Issuer or a State-level MSP issuer has a reasonable belief that 

the MSP Program or an MSP option is the specific target of fraud and/or abuse, 
the MSP issuer or the State-level MSP issuer, as applicable, shall report the fraud 
and abuse to OPM.  Neither the Issuer nor any State-level MSP issuer shall be 
obligated to focus on or to create systems designed to detect MSP Program-
related fraud or abuse or to report on cases that are under active investigation 
except as required by law. 

(3) The Issuer shall evaluate MSP claims in a manner consistent with the routine fraud 
screening applied to all of its lines of business through review of either a statistically 
valid sampling technique or substantially all claims. 

(c) Clinical Care Measures. The Issuer must measure and/or collect claims data on the clinical 
quality of the health care services it provides to its Enrollees as requested by OPM. 
Measurement and data collection efforts may include performance measurement systems 
such as Healthcare Effectiveness Data and Information Set (HEDIS), or similar measures 
developed by accrediting organizations such as the National Committee for Quality 
Assurance (NCQA), Accreditation Association for Ambulatory Health Care (AAAHC), or 
URAC. 

(d) Patient Safety. The Issuer must monitor patient safety improvement programs in use within 
the Issuer’s networks, including those in use pursuant to § 1311(h) of the Affordable Care 
Act and its implementing regulations or guidance. At a minimum, the Issuer must: 
(1) Report annually and upon request to OPM on its current patient safety initiatives; 
(2) Report annually and upon request to OPM on how it will strengthen its patient safety 

program for the future; 
(3) Provide its Enrollees with consumer information and education regarding patient safety; 

and
(4) Work with its providers, independent accrediting organizations, and others to 

implement and expand patient safety improvement programs. 
(e) Quality of Care Reporting.  The Issuer or each State-level MSP issuer, as applicable, may 

satisfy MSP Program quality of care reporting requirements by submitting to HHS the data it 
collects as part of the HHS Quality Rating System (QRS) and QHP Enrollee Experience 
Survey program.  To the extent that the Issuer or State-level MSP issuer is not required to 
submit data to HHS for 2015, it is deemed to satisfy MSP program quality of care reporting 
for the plan year.

(f) Contract Quality Assurance. 
(1) The Issuer must develop and maintain a contract quality assurance program specifying 

procedures for ensuring contract quality.
(2) The Issuer must demonstrate that a statistically valid sampling technique is routinely 

used prior to or after processing to randomly sample claims against MSP Program 
contract quality assurance standards. 

(3) The Issuer must meet the following standards and submit an annual report to OPM on 
the following standards by July 1 of the year following the effective date of this 
contract. The report must include a detailed explanation of any failure to meet a 
standard. The period covered by the reports must be the calendar year beginning on the 
effective date of the contract.
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(i) Claims Processing Accuracy 
(A)The Issuer must report the number of MSP option medical claims processed 

accurately, the total number of MSP option medical claims processed, and the 
resulting percentage. 

(B) The Issuer must process no less than 95 percent of MSP option medical claims 
accurately. 

(ii) Processing ID cards on new enrollment and change of plan 
(A)The Issuer must report the number of ID cards issued to MSP Enrollees within 

15 calendar days after the effective date of coverage, the total number of ID 
cards issued to Enrollees, and the total number of enrollments received from 
the Exchange.  

(B) The Issuer must make available no less than 99 percent of the ID cards and 
enrollment information packages including the Summary of Benefits and 
Coverage and Official Statement of Benefits as defined in Section 6.1 to MSP 
Enrollees within 15 calendar days after the later of the effectuation date or the 
effective date of coverage. 

(iii) Enrollee Inquiries 
(A)The Issuer must report the number of MSP Enrollees’ written inquiries 

(including internet inquiries) responded to within 15 calendar days, the total 
number of MSP Enrollees’ written inquiries received, and the resulting 
percentage.

(B) The Issuer must respond to no less than 90 percent of written inquiries within 
15 calendar days. 

(iv) Call Answer Timeliness 
(A)The Issuer must report the number of calls answered by a live voice within 30 

seconds during operating hours, the total number of calls received during 
operating hours, and the average time that elapsed before a call was connected 
to a customer service representative. 

(B) The average time that elapses before an Issuer connects an Enrollee's 
telephone call to its customer service representative must be no more than 30 
seconds.

(v) Telephone Blockage Rate 
(A)The Issuer must report the number of callers that receive a busy signal when 

calling the Issuer, the total number of calls received, and the resulting 
percentage.

(B) The percentage of busy signals received may be no more than 5 percent. 
(vi) Telephone Abandon Rate

(A)The Issuer must report the number of calls attempted that are not completed, 
the total number of calls attempted, and the resulting percentage. 

(B) The percentage of calls abandoned must be no more than 5 percent. 
(vii) Initial Call Resolution 

(A)  The Issuer must report the number of calls with issues resolved during the 
initial call, the total number of calls received, and the resulting percentage. 

(B) The Issuer must resolve the caller’s issues during the initial call no less than 
60 percent of the time. 
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(g) The Issuer must pursue claims for coordination of benefits (COB) consistent with the manner 
in which it pursues COB for its QHPs.

(h) The Contracting Officer may address a deficiency in the Issuer's plan performance in 
accordance with Section 2.5. 

SECTION 2.2. 
ADVANCE NOTICE OF SIGNIFICANT ACTION  

(a) The Issuer must notify the Contracting Officer of a Significant Action at least 60 calendar 
days prior to the implementation of the Action by it or any State-level MSP issuer, if 
applicable, or as soon as practicable.

(b) As it pertains to this section, a “Significant Action” is any anticipated or planned action that 
might reasonably be expected to have a material effect upon the ability to meet obligations 
under this contract, have a material effect upon the delivery of insurance coverage to MSP 
Enrollees, or significantly changes the organization from the manner in which it was 
presented in the MSP Program application.  A “Change” means a material difference in the 
event, arrangement, structure, or practice as it existed as of the effective date of this contract:  

(c) Significant Actions include, but are not limited to, any of the following anticipated Changes: 
(1) Management and Organizational Structure –  

(i) Change in contractual arrangements or agreements between the Issuer and State-
level MSP issuers, or among the group of issuers; 

(ii) Change in the Issuer’s articles of incorporation, bylaws, or other charter; 
(iii) Reorganization, merger, change in ownership, sponsorship, or managerial control 

of the Issuer; 
(iv) Change to or from nonprofit status; 
(v) Change to nationally licensed service mark or to an Issuer’s or State-level MSP 

issuer’s right to use nationally licensed service mark;  
(vi) Change in the membership of the Group of Issuers;  
(vii) Change in Large Providers;
(viii) Change in underwriting entity or reinsurer, if applicable; 
(ix) Change in Key Personnel, as defined in Section 1.11(a).

(2) Financial –
(i) Bankruptcy;
(ii) Transfer of assets necessary to the performance of this contract; 
(iii) Change in financing or funding arrangements; 
(iv) Change in fiduciary responsibilities; 
(v) Change in State guarantee fund participation; 
(vi) The Issuer seeking insolvency protection and any change in that status; 
(vii) Disposal of major assets related to or necessary for the performance of this 

contract by the Issuer. 
(3) Provider Contracts & Provider Network –  

(i) Planned changes in provider contracts or networks that could affect compliance 
with Section 2.14;

(ii) Change in Pharmacy Benefit Manager; 
(iii) Major change to provider contracts, reimbursement rates, or reimbursement 

method that may impact provider participation; 
(4) Oversight, Control and Consolidation of Functions –  
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(i) Change in oversight and/or control of State-level MSP issuers;  
(ii) Change in roles and/or responsibilities among the group of issuers; 
(iii) Change in roles and/or responsibilities between the Issuer and State-level MSP 

issuers;  
(iv) Implementation of a monitoring plan or corrective action plan by the Issuer for a 

State-level MSP issuer;  
(5) Benefits – Change in benefit interpretation;  
(6) Enrollment – Change in enrollment or termination policy or procedures;  
(7) Accreditation – Change in expected timetable for achieving accreditation;  
(8) Claims – Change to claims system, procedures, staffing, or location of claims 

processing; and
(9) IT Systems, Security, Confidentiality – Change in IT system that may impact customer 

service, enrollment, premium collection, claims processing, claims payment, or system 
security.

(d) The Issuer must give Enrollees advance written notice if any Significant Action would allow 
Enrollees to enroll during a special enrollment period. The Issuer must give OPM a draft of 
the written notice of the special enrollment period for review prior to issuing and a copy of 
the final notice as issued.  

(e) Upon notice of a Significant Action, OPM may evaluate the potential impact on the MSP 
Program and may, in consultation with the Issuer, institute a reasonable and proportionate 
action to protect the interest of Enrollees.

SECTION 2.3. 
NOTICE OF SIGNIFICANT EVENT

(a) The Issuer must notify the Contracting Officer of any Significant Event within five (5) 
Working Days after the Issuer becomes aware of it. As pertains to this section, a Significant 
Event is any occurrence that may reasonably be expected to have a material effect upon the 
Issuer’s ability to meet its obligations under this contract, have a material effect upon the 
delivery of insurance coverage to MSP Enrollees, or significantly changes the organization 
from the manner in which it was presented in the MSP Program application.

(b) Significant Events include, but are not limited to, the following:  
(1) Notice of debarment, suspension, or loss of eligibility to participate in Federal 

Government contracting for any reason, including to members of the board of directors, 
any key personnel, major stockholders, affiliated companies, subsidiaries, and 
Subcontractors.

(2) Legal actions or investigations, including involving a provider to the extent that such 
legal action or investigation creates a significant disruption of care for MSP Enrollees;  

(3) Notice of sanctions or penalties imposed by a State Insurance Commissioner or other 
licensing authority, so long as it meets the definition of “Significant Event,” above; 

(4) Loss or downgrade of accreditation to the Issuer, a State-level MSP issuer, a Large 
Provider, or a previously accredited Subcontractor;  

(5) The withdrawal of, or notice of intent to withdraw, the Issuer's or State-level issuer's 
State licensure or any other status under Federal or State law;

(6) Changes to Issuer’s provider contracts or networks that could materially affect 
compliance with Section 2.14;  

(7) Systemic safety event involving harm or potential harm to Enrollees; 
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(8) Downward adjustment in financial rating to a State-level MSP issuer that is rated by a 
nationally recognized credit rating agency; 

(9) Imposition of, or notice of intent to impose, a receivership, conservatorship, or special 
regulatory monitoring by any State or Federal regulatory body; 

(10) Loss of 15% or more of overall enrollment; 
(11) Default on a loan or other financial obligation; 
(12) Any actual or potential labor dispute that materially delays or threatens to delay timely 

performance or substantially impairs the functioning of facilities used in the 
performance of the contract;  

(13) Fraud, embezzlement, or misappropriation of funds; 
(14) Any written exceptions, reservations or qualifications expressed by the independent 

accounting firm(s) (which ascribes to the standards of the American Institute of 
Certified Public Accountants) contracted with by the Issuer and/or State-level MSP 
issuers to provide an opinion on their annual financial statements;

(15) Material IT system failure or compromise, including phone system and/or website 
unavailability not due to scheduled maintenance. 

(16) Notification to Issuer, State-level MSP issuer, Large Provider, or Subcontractor of State 
or Federal enforcement action as the result of noncompliance with HIPAA or the 
Affordable Care Act. 

(c) Upon notice of a Significant Event, OPM may evaluate its impact on the MSP Program and 
may, in consultation with the Issuer, institute a reasonable and proportionate action to protect 
the interest of Enrollees.  

SECTION 2.4. 
CONTRACT PERFORMANCE 

(a) The Issuer must perform their obligations under this contract in accordance with the 
requirements of § 1334 of the Affordable Care Act, regulations at 45 C.F.R. part 800, MSP 
Program guidance issued by OPM under Section 1.12, and the terms of this contract. They 
must continue to meet such requirements while under an MSP Program contract with OPM. 

(b) In addition to the requirements described in paragraph (a), the Issuer and each State-level 
MSP issuer, as applicable, must: 
(1) Maintain sufficient financial resources, facilities, staff and other necessary resources to 

meet obligations under this contract; 
(2) Keep such reasonable financial and statistical records, and furnish to OPM such 

reasonable financial and statistical reports with respect to the MSP Program, as may be 
requested by OPM; 

(3) Permit representatives of OPM, consistent with the terms and conditions of Section 2.7, 
below, and of the U.S. Government Accountability Office to audit and examine records 
and accounts that pertain to the MSP Program; 

(4) Perform the MSP Program contract in accordance with prudent business practices, as 
described in paragraph (c); and 

(5) Not perform the MSP Program contract in accordance with poor business practices, as 
described in paragraph (d). 

(c) For purposes of paragraph (b)(4), prudent business practices include, but are not limited to, 
the following: 
(1) Timely compliance with OPM guidance issued under Section 1.12; 
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(2) Legal and ethical business and health care practices; 
(3) Compliance with the terms of the MSP Program contract and applicable regulations and 

statutes; 
(4) Timely and accurate adjudication of claims or rendering of medical services; 
(5) Operating a system for accounting in accordance with generally accepted accounting 

principles (GAAP) or statutory accounting principles (SAP), consistent with the 
applicable Federal or State law;  

(6) Maintaining accurate accounting reports of costs incurred in the administration of the 
MSP Program contract; 

(7) Applying plan performance standards for assuring contract quality as outlined at 
Section 2.1(e); and 

(8) Establishing and maintaining a system of internal controls that provides reasonable 
assurance that: 
(i) The provision and payments of benefits and other expenses comply with statutory, 

regulatory, and contractual requirements; 
(ii) Funds, property, and other assets used in the performance of this contract are 

safeguarded against waste, loss, unauthorized use, or misappropriation; and 
(iii) Data are accurately and fairly disclosed in all reports required by this contract. 

(d) For purposes of paragraph (b)(5) poor business practices include, but are not limited to, the 
following:
(1) Using fraudulent or unethical business or health care practices or otherwise displaying a 

lack of business integrity or honesty; 
(2) Knowingly providing false or misleading information in the rate setting process; 
(3) Failing to comply with guidance issued by OPM under Section 1.12; 
(4) Having an accounting system that fails to follow GAAP or SAP standards, inconsistent 

with Federal law or the law of the State in which the MSP option is offered;
(5) Failing to ensure that claims are adjudicated properly, accurately, and consistent with 

standards of good claims-handling practice; and 
(6) Entering into contracts or employment agreements with providers, provider groups, or 

health care workers that include provisions or financial incentives that directly or 
indirectly create an inducement to limit or restrict communication about medically 
necessary services to any individual covered under the MSP option. Financial incentives 
are defined as bonuses, withholds, commissions, profit sharing or other similar 
adjustments to basic compensation (e.g., service fee, capitation, salary) that have the 
effect of limiting or reducing communication about appropriate medically necessary 
services. 

SECTION 2.5. 
COMPLIANCE ACTIONS 

(a) OPM may impose a compliance action against the Issuer at any time during the contract term 
if it reasonably determines that the Issuer or a State-level MSP issuer, as applicable, is not in 
compliance with applicable law, regulations, guidance, or the terms of this contract. The 
following constitute cause for OPM to impose a compliance action described in paragraph 
(b) against the Issuer: 
(1) Failure by the Issuer or a State-level MSP issuer, as applicable, to meet the 

requirements described in Section 2.4; 
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(2) The Issuer’s sustained failure to perform the MSP Program contract in accordance with 
prudent business practices, as described in Section 2.4; or 

(3) A pattern of poor conduct or evidence of poor business practices such as those 
described in Section 2.4; 

(4) Such other violations of law, regulation, guidance, or the terms of this contract. 
(b) Compliance actions may include, but are not limited to:  

(1) Establishment of a corrective action plan that must be implemented by the Issuer;  
(2) Suspension of marketing; 
(3) Imposition of monetary penalties; 
(4) Elimination of a service area; 
(5) Decertification of the MSP option, offered by the Issuer or a State-level MSP issuer, as 

applicable, on one or more Exchanges; 
(6) Nonrenewal of the MSP Program contract;  
(7) Termination of the MSP Program contract; or 
(8) Other action, proportionate to the cause under paragraph (a) of this section that gives 

rise to a compliance action, as determined by the Contracting Officer.
(c) OPM must notify the Issuer in writing 30 calendar days in advance of a compliance action 

under this section. 
(1) Such notice must indicate the specific compliance action undertaken and the reason for 

the compliance action. 
(2) For compliance actions listed in paragraphs (b), such notice must include a statement 

that the Issuer is entitled to request a reconsideration of OPM’s determination to impose 
a compliance action under 45 C.F.R. § 800.405. 

(d) The Issuer may request that OPM reconsider a determination to impose one of the following 
compliance actions: 
(1) Decertification of the MSP option, offered by the Issuer or a State-level MSP issuer, on 

one or more Exchanges ; 
(2) Nonrenewal of the MSP Program contract; and 
(3) Termination of the MSP Program contract. 

(e) When the Issuer has a right to request reconsideration as specified in paragraph (d), it may 
request a hearing in which OPM must reconsider its determination to impose a compliance 
action.
(1) A request under this section must be in writing and contain:

(i) Contact information, including the name, telephone number, email address, and 
mailing address of the person or persons whom OPM may contact regarding a 
request for a hearing with respect to the reconsideration; and 

(ii) A detailed statement of the reasons that the Issuer disagrees with OPM’s 
imposition of the compliance action, which may include any additional 
information that may assist OPM in rendering a final decision under this section.

(2) The Contracting Officer must receive the request within 15 calendar days after the date 
of the Issuer’s receipt of the notice of compliance action. The Issuer may request that 
OPM’s reconsideration allow a representative of the Issuer to appear personally before 
OPM.

(3) OPM may obtain additional information relevant to the request from any source as it 
may, in its judgment, deem necessary. OPM must provide the Issuer with a copy of any 
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additional information it obtains and provide an opportunity for the Issuer to respond 
(including by submission of additional information or explanation). 

(4) OPM’s reconsideration and hearing, if requested, may be conducted by the Director or a 
representative designated by the Director who, in either case, must be a person who did 
not participate in the initial decision that is the subject of the request for review. 

(f) OPM must notify the Issuer, in writing within 30 calendar days of receiving the 
request, of OPM’s final decision on the Issuer’s request for reconsideration and the 
specific reasons for that final decision. OPM’s written decision shall constitute final 
agency action that is subject to review under the Administrative Procedure Act (APA) 
in the appropriate U.S. district court. Such review is limited to the record that was 
before OPM when it made its decision. In connection with compliance actions that 
are subject to the Issuer’s right to seek reconsideration pursuant to paragraph (d), the 
Issuer’s right to seek reconsideration and subsequent APA review shall be the 
exclusive remedies, unless a court were to determine that the Contract Disputes Act 
of 1978, as amended (41 U.S.C. §§ 7101-09) applies, in which case the Issuer may 
pursue the remedies in Section 2.6. Notwithstanding Section 2.6(j) or any other 
section of this contract, a compliance action described in paragraph (d) shall take 
effect immediately upon notice under this paragraph.

(g) Any disputes regarding, or challenges to, any OPM compliance actions that are not 
subject to the Issuer’s right to seek reconsideration pursuant to paragraph (d) shall be 
resolved in accordance with Section 2.6.

SECTION 2.6. 
DISPUTES

(a) Except as provided in this or another section of this contract, the parties intend that the 
Contract Disputes Act of 1978, as amended (41 U.S.C. §§7101-09) (CDA), shall govern 
disputes under this contract, to the extent the Act is applicable. 

(b) Except as provided in the CDA or in another section of this contract, all disputes arising 
under or pertaining to this contract shall be resolved under this section. With respect to any 
disputes arising out of OPM compliance actions under Section 2.5, the remedies in this 
section shall be in addition to, and not in lieu of, the remedies in Section 2.5(f).  

(c) Claim, as used in this section, means a written demand or written assertion by one of the 
contracting parties seeking, as a matter of right, the adjustment or interpretation of contract 
terms or other relief arising under or pertaining to this contract.

(d) A claim by the Issuer shall be made in writing and, unless otherwise stated in this contract, 
submitted within 6 years after accrual of the claim to the Contracting Officer for a written 
decision. A claim by the Government against the Issuer shall likewise be brought within 6 
years after accrual of the claim and shall be subject to a written decision by the Contracting 
Officer. 

(e) For Issuer claims, the Contracting Officer must, if requested in writing by the Issuer, render a 
decision within 60 calendar days of the request. If the Contracting Officer fails to issue a 
written decision within 60 calendar days of the request, the claim shall be deemed to be 
denied.

(f) The Contracting Officer's decision shall be final unless the Issuer appeals or files a suit as 
provided in the CDA, or the Issuer pursues any other remedies as described in this section.  
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(g) In the event that a court or arbitrator determines that the CDA does not apply to, or that the 
court or arbitrator does not have jurisdiction over the dispute, or the parties agree in writing 
that the CDA does not apply to the dispute, then: 
(1) The Contracting Officer’s written decision, or deemed denial under paragraph (e), shall 

constitute final agency action under the Administrative Procedure act (APA); and
(2) The Issuer may challenge the Contracting Officer’s written decision or deemed denial 

by:
(i) Filing suit under the APA on a record created in the appropriate U.S. district 

court;
(ii) Filing an action founded on contract against OPM in the appropriate U.S. district 

court or the U.S. Court of Federal Claims; or  
(iii) Pursuing any other judicial or administrative remedies available to the Issuer.  

(h) If the claim by the Issuer is submitted to the Contracting Officer or a claim by the 
Government is presented to the Issuer, the parties, by mutual consent, may agree to use 
alternative dispute resolution (ADR). If the Issuer refuses an offer for ADR, the Issuer shall 
inform the Contracting Officer, in writing, of the Issuer's specific reasons for rejecting the 
offer.  

(i) If the dispute is decided in the Issuer’s favor through an action in Federal court under the 
CDA, through an appeal of a Contracting Officer's decision to a Board of Contract Appeal 
under the CDA, the Government shall pay interest, in the manner set forth in FAR 52.233-
1(h), in connection with successful Issuer’s claims for money due.  

(j) The Issuer shall proceed diligently with performance of this contract, pending final resolution 
of any request for relief, claim, appeal, or action arising under the contract, and comply with 
any decision of the Contracting Officer that is not the subject of further review or appeal.

SECTION 2.7. 
MSP PROGRAM INSPECTION 

(a) The Contracting Officer, or an authorized representative of the Contracting Officer, may 
inspect or evaluate the work performed or being performed under the contract, and the 
premises where the work is being performed, at a reasonable time and in a manner that shall 
not unreasonably delay the work. Such inspection or evaluation shall not occur more than 
once per Contract Year, except in special circumstances. 

(b) The Issuer and each State-level MSP issuer, if applicable, must maintain, and the Contracting 
Officer, or an authorized representative of the Contracting Officer, must have the right, no 
more than once per Contract Year, except in special circumstances, to examine and audit, all 
books and records pertaining to this contract, including audit, financial, and other 
information, for purposes of compliance with the terms of this contract. The Issuer must 
provide such books and records in the form and manner and within the timeframes 
reasonably specified by the Contracting Officer. Notwithstanding any other term of this 
contract to the contrary, any such examination or audit shall be strictly limited to the question 
of whether the Issuer, or any State-level MSP issuer, if applicable, has complied with the 
terms of this contract.  
(1) The Issuer must make available at its office those books and records for examination 

and audit, solely for performance under this contract, for the record retention period 
specified in Section 7.12, Records Retention. 
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(2) This section is applicable to, and must be included in, the Issuer's agreements with 
State-level issuers, Large Providers, and Subcontractors involved in the performance of 
this contract. Such agreements must substitute the term appropriate for the applicable 
entity for the term “Issuer.”  

(c) If the Contracting Officer, or an authorized representative of the Contracting Officer, 
performs inspection, audit, or evaluation on the premises of the Issuer, State-level issuers, 
Large Providers, or Subcontractors, the Issuer must furnish or require the entity to furnish all 
reasonable facilities for the safe and convenient performance of these duties. 

(d) The Issuer shall allow the Contracting Officer, or an authorized representative of the 
Contracting Officer (including Contracting Officer Representative (COR) and vendors 
designated by the Contracting Officer), access to its information systems for purposes of the 
Contracting Officer’s determination that the Issuer is storing, processing, and transferring 
MSP Program data in a secure manner. The Issuer shall allow the Contracting Officer access 
not only to information systems that directly process Federal data for contract purposes, but 
also all other information systems in the same computing environment that, if breached, 
would pose a threat to MSP Program data. The Issuer shall allow the Contracting Officer the 
type of access described in this paragraph only after reasonable efforts, other than physical 
access to the Issuer’s information systems, have been exhausted.  

SECTION 2.8. 
TRANSITIONAL CARE  

(a) The Issuer must provide transitional care to an Enrollee who is undergoing treatment for a 
chronic or disabling condition or who is in the second or third trimester of pregnancy for up 
to 90 calendar days or through the postpartum period, whichever is later, if any of the 
following occur: 
(1) The Issuer terminates all or part of its MSP Program contract, or has its MSP Program 

contract terminated by OPM; 
(2) The Issuer terminates the provider contract for the Enrollee’s primary or specialty care 

provider for reasons other than cause; or 
(3) The Enrollee’s primary or specialty care provider terminates the contract with the 

Issuer, except in anticipation of the Issuer terminating the provider’s contract for cause. 
(b) The Issuer must notify an Enrollee described under paragraph (a) of this section of his or her 

right to receive transitional care. The 90-calendar-day period described at paragraph (a) of 
this section shall begin after the Enrollee has received such notice.  

(c) The Issuer must ensure the following:  
(1) If it terminates a part of its MSP Program contract or a specialty provider contract other 

than for cause, it allows Enrollees who are undergoing treatment for a chronic or 
disabling condition or who are in the second or third trimester of pregnancy to continue 
treatment under the specialty provider for up to 90 calendar days, or through their 
postpartum period, whichever is later, under the same terms and conditions that existed 
at the beginning of the transitional care period; and 

(2) If it enrolls a new Enrollee who voluntarily changed plans because the Enrollee’s 
former plan was no longer available in the Exchange, it provides transitional care for 
the Enrollee if he or she is undergoing treatment for a chronic or disabling condition or 
is in the second or third trimester of pregnancy for up to 90 calendar days, or through 
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the postpartum period, whichever is later, under the same terms and conditions the 
Enrollee had under the prior plan. 

(d) In addition, the Issuer must:
(1) Pay for or provide the transitional care required under this section at no additional cost 

to Enrollees; 
(2) Pay for the specialty provider to promptly transfer all medical records to the designated 

new provider during or upon completion of the transition period, as authorized by the 
patient; and,

(3) Require the specialty provider to give all necessary information to the Issuer for quality 
assurance purposes. 

(e) Any provision of this section shall be superseded by a law, regulation, or guidance applicable 
to QHPs or QHP issuers to the extent that such law, regulation, or guidance provides a 
greater consumer protection than set forth in the respective provision of this section, based on 
the Contracting Officer’s determination. 

SECTION 2.9. 
STANDARDS AND REQUIREMENTS FOR PHARMACY BENEFITS  

(a) The Issuer must provide prescription drug benefits as generally described under 45 C.F.R. § 
156.122, and as specifically described in Appendix A to this contract.

(b) The Issuer must provide to OPM and HHS the prescription drug information required by 45 
C.F.R. § 156.295.

(c) The Issuer is responsible for compliance with the content of this section, without regard to 
whether the Issuer manages pharmacy benefits in-house or contracts with a third-party PBM.

(d) The issuer shall apply PBM contracted rates to MSP options for brand and generic drugs, 
dispensing fees including compounds, vaccines, and administrative fees. It shall apply all 
other contracted fees at rates equivalent to or lesser than it applies for similar goods and 
services for QHPs using the same pharmacy network(s).  

SECTION 2.10. 
TREATMENT OF PATIENT CENTERED MEDICAL HOMES AND ACCOUNTABLE 
CARE ORGANIZATIONS 

The Issuer may provide coverage through a patient centered  medical home or accountable care 
organization, as long as the MSP option meets all the requirements that are otherwise applicable 
and the services offered by the patient centered medical home or accountable care organization 
are coordinated with the Issuer. 

SECTION 2.11. 
ACCREDITATION 

(a) The Issuer must be or become accredited by an accrediting entity recognized by HHS in 
regulation or guidance on the basis of local performance of its MSP options in the categories 
specified in 45 C.F.R. § 156.275(a)(1). The Issuer must maintain this accreditation as long as 
the Issuer offers MSP options. 

(b) If the Issuer is not currently accredited, it must meet the following additional requirements:  
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(1) The Issuer must become accredited within four years after the Issuer first entered into 
an MSP Program contract. 

(2) The Issuer must demonstrate to OPM that it requires the following credential checks of 
all of its providers, both during the initial hiring or provider contracting process and 
during periodic re-credentialing, or that such credential checks are completed by a third 
party, such as a hospital: 
(i) Verification of professional school graduation records, professional degree, or 

other training applicable to the scope of the practice offered; 
(ii) Verification of professional licensure, if applicable; 
(iii) Verification of applicable clinical training, such as internship, residency, or 

fellowship;
(iv) Verification of specialty board eligibility or certification, if applicable;  
(v) Routine check with local professional societies or boards; 
(vi) Routine check of the HHS list of debarred providers; and 
(vii) Routine check of the National Practitioner Data Bank.

(c) By signing this contract, the Issuer authorizes the Issuer’s accrediting entity to release to 
OPM, Exchanges, and to HHS a copy of its most recent accreditation survey(s), with any 
survey-related information that OPM or HHS may require, such as corrective action plans 
and summaries of findings. 

SECTION 2.12. 
INTERNAL CLAIMS AND APPEALS

(a) The Issuer must comply with the internal claims and appeals processes applicable to group 
health plans and health insurance issuers under 45 C.F.R. § 147.136(b).

(b) The Issuer must comply with the internal claims and appeals processes applicable to Issuers 
under 45 C.F.R. § 800.502. 
(1) The Issuer must provide written notice to an Enrollee of its determination on a claim 

according to the timeframes and notification rules under 45 C.F.R. § 147.136(b) and (e), 
including the timeframes for urgent claims.  

(2) If the Issuer denies a claim (or a portion of the claim), the Enrollee or the Enrollee’s 
authorized representative may appeal the adverse benefit determination to the Issuer in 
accordance with 45 C.F.R. § 147.136(b). 

SECTION 2.13. 
EXTERNAL REVIEW 

(a) OPM must conduct external review of adverse benefit determinations using the process 
established pursuant to 45 C.F.R. § 800.503.  

(b) Notices to MSP Enrollees regarding external review under this section must comply with 45 
C.F.R. § 147.136(e), and are subject to review and approval by OPM, upon request.

(c) Notwithstanding Section 2.6(j) or any other provision of this contract, the Issuer must pay a 
claim or provide a health-related service or supply pursuant to OPM’s final decision or the 
final decision of an independent review organization without delay, regardless of whether the 
Issuer intends to seek judicial or any other review of the external review decision and unless 
or until there is a judicial decision otherwise. 
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SECTION 2.14. 
NETWORK ADEQUACY STANDARDS 

(a) The Issuer must ensure that each of its provider and pharmacy networks, as available to all 
Enrollees, meets the following standards: 
(1) Is sufficient in number and types of providers or pharmacies to ensure that all services 

are accessible without unreasonable delay; 
(2) Is consistent with the network adequacy provisions of § 2702(c) of the Public Health 

Service Act; and
(3) Includes a sufficient number of essential community providers and retail pharmacies 

that serve predominately low-income, medically-underserved individuals, in 
compliance with 45 C.F.R. § 156.235; 

(b) The Issuer must follow OPM guidance for compliance with the standards in paragraph (a).
(c) In the event the Issuer fails to meet the standards in paragraph (a), OPM may require the 

Issuer to remedy any failure by imposing a compliance action in accordance with Section 2.5. 

SECTION 2.15. 
PROVIDER DIRECTORY 

(a) The Issuer must maintain a provider directory and update its online and hardcopy provider 
directories as frequently as practicable.

(b) The Issuer must make current provider directories available to Exchanges for publication 
online in accordance with guidance from each Exchange and applicable requirements 
imposed on QHPs.  

(c) The Issuer must provide hard copies of its provider directories to Enrollees and potential 
Enrollees upon request.

SECTION 2.16. 
GEOGRAPHIC ACCESS TO COVERAGE 

(a) The Issuer must ensure that Enrollees have adequate access to coverage while traveling, 
attending school, or residing outside of the service area in which the MSP option was 
purchased, but within a service area where the MSP option is offered.

(b) The Issuer must ensure that Enrollees who need highly specialized care have access to such 
care, including care provided outside of an MSP option service area, such as at a Center of 
Excellence. 

SECTION 2.17. 
SMALL BUSINESS HEALTH OPTIONS PROGRAM PARTICIPATION 

(a) If the Issuer is required by 45 C.F.R. § 800.104(c) to offer a plan on a Federally-facilitated 
Small Business Health Options Program (FF-SHOP), the Issuer must comply with such 
requirement by offering either of the following: 
(1) A SHOP QHP certified by the Exchange; or 
(2) A SHOP MSP option as set forth in Appendix A to this contract. 

(b) For a State-based SHOP, or for an FF-SHOP on which the Issuer is not required by 45 C.F.R. 
§800.104(c) to offer a plan, the Issuer may phase in SHOP participation. 

Case 1:17-cv-01155-LKG   Document 23-8   Filed 05/20/20   Page 29 of 71



 III-1 MSP Program-2015 

PART III. RENEWAL, NONRENEWAL, AND TERMINATION 

SECTION 3.1. 
CONTRACT RENEWAL 

(a) This contract shall be renewed from term to term unless either party submits a notice of 
nonrenewal pursuant to Section 3.2(c) or Section 3.3(d), or the contract is terminated 
pursuant to Section 3.4. 

(b) Unless the Issuer submits a notice of nonrenewal under Section 3.2(c) or Section 3.3(c), the 
Issuer must provide recertification information as specified in Section 4.2. If the Issuer offers 
an MSP option in all 50 States and the District of Columbia, the Issuer must provide timely 
information for certification and/or recertification in the number of States required to meet 
the conditions of § 1334(e) of the Affordable Care Act. The Submission by the Issuer of 
certification or recertification information does not waive or adversely affect in any way the 
Issuer’s rights under Section 3.2 or Section 3.3. 

(c) OPM shall determine whether the Issuer’s or, if applicable, a State-level MSP issuer’s MSP 
options on an Exchange meet the requirements for recertification in accordance with Section 
4.2.

(d) OPM and the Issuer must negotiate rates and benefits in good faith. OPM must engage in the 
negotiation of rates and benefits sufficiently in advance of the date on which the Issuer must 
give notice of nonrenewal so that the Issuer will have sufficient time, in the event that 
negotiations are unsuccessful, to exercise its right of nonrenewal under Section 3.2(c) and 
right of nonparticipation under Section 3.3(c). 

(e) In the event that OPM and the Issuer fail to agree on rates and benefits for an upcoming 
Contract Year for one or more MSP options on one or more Exchanges,  
(1) This contract shall be renewed for those State-level issuers with respect to which no 

notice of nonrenewal of participation has been provided under Section 3.3(c), with the 
rates and benefits for the current Contract Year, unless either party submits a notice of 
nonrenewal pursuant to Section 3.2(c) or Section 3.3(c). 

(2) The Issuer or a State-level MSP issuer may decline to seek recertification for such MSP 
option(s) on such Exchange(s) by providing notice to OPM, without declining to renew 
this contract. Such notice must be provided no later than 120 calendar days prior to the 
start of the next Contract Year, unless extenuating circumstances preclude compliance 
with this date. Under extenuating circumstances described in Section 3.2(c)(1),(2), and 
(3), either party may provide written notice of nonrenewal to the other party as soon as 
is practicable prior to the start of the next Contract Year.

(f) Notwithstanding renewal from term to term, Appendix A has no effect beyond the contract 
term for which it was first compiled. 

SECTION 3.2. 
NONRENEWAL OF CONTRACT 

(a) This contract shall not be renewed for an additional term if either party submits a notice 
pursuant to paragraph (c) of this section. 

(b) OPM may decline to renew this contract and submit notice of nonrenewal if: 
(1) The Contracting Officer reasonably determines that the Issuer has engaged in conduct 

described in Section 2.5(a); or 
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(2) The Contracting Officer reasonably determines that the Issuer will not be able to 
comply with one or more provisions of § 1334 of the Affordable Care Act.  

(c) If either OPM or the Issuer declines to renew this contract, the party declining to renew must 
provide written notice of nonrenewal to the other party. Such notice must be provided no 
later than 120 calendar days prior to the start of the next Contract Year, unless extenuating 
circumstances preclude compliance with this date. Under extenuating circumstances, either 
party may provide written notice of nonrenewal to the other party as soon as is practicable 
prior to the start of the next Contract Year. Extenuating circumstances include, but are not 
limited to:  
(1) Failure of either party to negotiate rates or benefits in a timely manner; 
(2) Agreement of the parties to extend rate and benefit negotiations beyond 120 calendar 

days prior to the start of the next Contract Year; and
(3) Failure of either party to comply with notice requirements under Part I of this contract. 

SECTION 3.3.
NONRENEWAL OF PARTICIPATION 

(a) A State-level MSP issuer’s participation as specified in Appendix C in this contract shall not 
be renewed for an additional term if either party submits a notice pursuant to paragraph (c) of 
this section. 

(b) OPM may decline to renew a State-level MSP issuer’s participation in this contract and 
submit notice of nonrenewal if: 
(1) The Contracting Officer reasonably determines that the State-level MSP issuer has 

engaged in conduct described in Section 2.5(a); or 
(2) The Contracting Officer reasonably determines that the State-level MSP issuer will not 

be able to comply with one or more provisions of § 1334 of the Affordable Care Act.
(c) If OPM, the Issuer, or the State-level MSP issuer declines to renew participation of the State-

level issuer, the party declining to renew must provide written notice of nonrenewal of 
participation to the other party. Such notice must be provided no later than 120 calendar days 
prior to the start of the next Contract Year, unless extenuating circumstances preclude 
compliance with this date. Under extenuating circumstances, either party may provide 
written notice of nonrenewal of participation to the other party as soon as is practicable prior 
to the start of the next Contract Year. Extenuating circumstances include, but are not limited 
to:
(1) Failure of either party to negotiate rates or benefits in a timely manner; 
(2) Agreement of the parties to extend rate and benefit negotiations beyond 120 calendar 

days prior to the start of the next Contract Year; and 
(3) Failure of either party to comply with notice requirements under Part I of this contract. 

(d) In the event that either party provides a notice of nonrenewal of participation, as set forth in 
paragraph (c), the other party shall have until the later of
(1) 120 calendar days prior to the start of the next Contract Year to provide a notice of 

nonrenewal of this contract, and
(2) Fourteen (14) calendar days after receipt of a timely notice of nonrenewal of 

participation to provide a notice of nonrenewal of this contract. 
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SECTION 3.4. 
TERMINATION

This contract or participation by a State-level MSP issuer in this contract shall be terminated 
during a contract term only if:  
(a) In accordance with Section 2.5, OPM reasonably determines that termination is the 

appropriate Compliance Action for the Issuer or for the participation of a State-level MSP 
issuer and any reconsideration procedure pursuant to Section 2.5(d) is exhausted or waived 
by the Issuer; or

(b) The Issuer ceases operation and has no successor in interest under Section 1.8. 
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PART IV. CERTIFICATION

SECTION 4.1. 
CERTIFICATION

(a) An MSP option offered by the Issuer is certified to be offered on an Exchange as listed in 
Appendix A. 

(b) The Issuer must offer an MSP option on an Exchange for which it is certified, and must not 
offer an MSP option on an Exchange for which it is not certified. 

SECTION 4.2. 
RECERTIFICATION 

(a) For each plan year, the Issuer must provide updated information on its operations for each 
Exchange on which it offers an MSP option, pursuant to program guidance issued by OPM 
under Section 1.12.

(b) OPM shall analyze the Issuer’s MSP option operations in each Exchange and determine 
whether it continues to meet Exchange requirements, program guidance, and this contract.  

(c) Upon renewal of this contract pursuant to Section 3.1, an MSP option offered pursuant to this 
contract is certified to be offered on an Exchange as listed in Appendix A.

SECTION 4.3. 
DECERTIFICATION

(a) Upon collection of information under Section 4.2(a), if OPM reasonably determines that the 
Issuer no longer meets terms of this contract with respect to its operations of any MSP option 
on any Exchange, the MSP option offered by the Issuer shall no longer be certified. 

(b) In the event that any Issuer or any State-level MSP issuer is terminated or non-renewed 
pursuant to Section 3.2, Section 3.3, or Section 3.4, or is otherwise determined by a State 
regulator to be unable to meet its financial obligations, no other Issuer or State-level MSP 
issuer under any other MSP Program contract with OPM shall have any obligation, except to 
the extent required by the State guarantee fund or its equivalent, to assume the failed Issuer’s 
or State-level MSP issuer’s obligations under this contract. 

SECTION 4.4. 
SERVICE AREA 

(a) Within a State, the Issuer must offer each MSP option in one or more service areas under 45 
C.F.R. § 155.1055. 

(b) If a State or an Exchange permits QHP issuers to define service areas, the Issuer must define 
its service area or areas, subject to the approval of the Contracting Officer, which approval 
shall not be unreasonably withheld.

(c) In a State in which separate, mutually-exclusive service areas have been defined by an 
Exchange, the Issuer may offer each MSP option in fewer than all service areas in a State, 
subject to the approval of the Contracting Officer, which shall not be unreasonably withheld.  
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PART V. RATES AND BENEFITS 

SECTION 5.1. 
BENEFITS PROVIDED 

(a) The Issuer must provide a uniform package of benefits, including the essential health benefits 
described at § 1302 of the Affordable Care Act, as specified in Appendix A, for each 
Exchange on which the MSP option is certified. Such benefits must be substantially equal to 
the benchmark selected for each MSP option pursuant to 45 C.F.R. § 800.105(b). 

(b) The Issuer must not offer a package of benefits that is designed to discriminate against 
individuals or groups on the basis of race, color, religion, national origin, age, sex (including 
pregnancy and gender identity), sexual orientation, health status, expected length of life, 
present or predicted disability, degree of medical dependency, quality of life, or other health 
conditions.

(c) The Issuer must ensure that cost-sharing limits under § 1302(c) of the Affordable Care Act, 
and standards established by OPM or HHS pursuant to § 1302 pertaining to cost-sharing 
limits, are applied to each MSP option offered on each Exchange. 

(d) The Issuer may propose to OPM changes to the terms of coverage of an MSP option offered 
in the current Plan Year as specified in Appendix A. The Contracting Officer will review all 
change proposals submitted to OPM by the Issuer and render a decision within a reasonable 
time. 

SECTION 5.2. 
COST-SHARING REDUCTIONS AND PREMIUM TAX CREDITS 

(a) The Issuer must ensure that, for each MSP option, an eligible insured, as defined in § 1402(b) 
of the Affordable Care Act, receives the benefit of cost-sharing reductions under § 1402 of 
the Affordable Care Act and its implementing regulations or guidance. 

(b) Pursuant to § 1412(c)(2)(B) of the Affordable Care Act and its implementing regulations or 
guidance, the Issuer must ensure that, for each MSP option, an applicable taxpayer, as 
defined in § 36B(c)(1) of the Internal Revenue Code, receives the benefit of advance 
payments of premium tax credits under § 36B of the Internal Revenue Code. 

SECTION 5.3. 
LEVELS OF COVERAGE 

(a) At a minimum, the Issuer must offer an MSP option at the silver level of coverage and the 
gold level of coverage, as defined by § 1302(d) of the Affordable Care Act and its 
implementing regulations or guidance, on each Exchange on which the MSP option is 
certified.

(b) Subject to standards established by laws, regulation, or guidance applicable to QHPs or QHP 
issuers, the Issuer may offer an MSP option at any or all of the catastrophic, bronze, or 
platinum levels of coverage, as defined by § 1302(d) of the Affordable Care Act and through 
guidance issued by HHS.

(c) For each level of coverage at which the Issuer offers an MSP option, the Issuer must offer 
self-only, family coverage, and child-only coverage according to law, regulation, or guidance 
applicable to QHPs or QHP issuers at the same level of coverage.  
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(d) The Issuer must calculate actuarial value in the same manner as QHP issuers pursuant to § 
1302(d) of the Affordable Care Act and guidance issued by HHS. In determining compliance 
with this section, OPM must review the Issuer’s calculation of actuarial value for a level of 
coverage.

SECTION 5.4. 
PREMIUM RATES  

(a) The Issuer must charge premium rates as referenced in Appendix A to this contract for each 
MSP option on each Exchange on which the Issuer offers an MSP option. 

(b) If the Issuer has changed premium rates from a previous contract term, the Issuer must 
submit rate change documents and justification to OPM, and to the Exchange for which 
premium rates have been changed, to the greatest extent possible in the same form and 
manner as QHP issuers must submit rate change documents and justification. 

(c) The Issuer must base rates only on permissible rating factors, as described at § 2701 of the 
Public Health Service Act, implementing regulations, and guidance issued by OPM under 
Section 1.12.

(d) The Issuer must consider all Enrollees in each MSP option to be in the same risk pool as all 
Enrollees in all other non-grandfathered health plans offered by the State-level MSP issuer in 
the State, in the individual or small group market, respectively, in compliance with § 1312(c) 
of the Affordable Care Act, 45 C.F.R. § 156.80, and other implementing regulations or 
guidance.

(e) In proposing premiums for each MSP option, the Issuer must use only the rating factors 
permitted under § 2701 of the Public Health Service Act or applicable guidance. 
(1) The Issuer must apply rating variations based on age or tobacco use, as permitted under 

§ 2701(a) of the Public Health Service Act, based on the portion of the premium 
attributable to each family member covered under the MSP option in accordance with 
any applicable Federal or State laws and regulations or guidance implementing § 
2701(a).

(2) The Issuer must use the ratio established by each State in which each MSP option is 
offered for age rating if such ratio is less than 3:1.

(3) The Issuer must use the uniform age bands and age curves established under HHS 
regulations or guidance implementing § 2701(a) of the Public Health Service Act. 

(4) The Issuer must use rating areas established for each State in which each MSP option is 
offered, subject to regulations or guidance implementing § 2701(a) of the Public Health 
Service Act.  

(5) The Issuer must apply tobacco use as a rating factor in accordance with any applicable 
Federal and State laws or regulations or guidance implementing § 2701(a) of the Public 
Health Service Act. 

(f) The Issuer must comply with the medical loss ratio (MLR) requirements under § 2718 of the 
Public Health Service Act and implementing regulations or guidance.  

(g) The Issuer may operate a wellness program pursuant to 45 C.F.R. § 146.121(f). 
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SECTION 5.5. 
RATE REVIEW 

(a) The Issuer must participate in the rate review process established by OPM under 45 C.F.R. § 
800.201(e) and set forth in the guidance issued by OPM under Section 1.12, provided that 
OPM shall defer, except under rare and extraordinary circumstances, to rate reviews 
conducted by States with effective rate review programs as determined by HHS.

(b) The Issuer is subject to the applicable rate review process in effect for issuers in each State in 
which the Issuer offers an MSP option, including a State’s Effective Rate Review Program 
established by HHS pursuant to § 2794 of the Public Health Service Act and 45 C.F.R. part 
154, unless OPM determines that a State’s withholding of approval would prevent OPM from 
operating the MSP Program. If OPM makes such a determination, the Issuer may disregard 
such withholding of approval.

SECTION 5.6. 
REINSURANCE

(a) The Issuer must participate in the transitional reinsurance program for the individual market 
established pursuant to § 1341 of the Affordable Care Act and 45 C.F.R. part 153.

(b) The Issuer must make reinsurance contributions at the national contribution rate (and any 
additional contribution rate if a State has elected to collect additional contributions pursuant 
to 45 C.F.R. § 153.220(g)) for the reinsurance program for all reinsurance contribution 
Enrollees who reside in a State, in a frequency and manner determined by HHS or the State, 
to HHS or the applicable reinsurance entity, as applicable. 

(c) The Issuer must submit contributions to HHS on an annual basis, within 30 calendar days 
after HHS provides notification of the reinsurance contribution amount due for the year, 
pursuant to 45 C.F.R. § 153.405(c)(2). In States that operate the transitional reinsurance 
program and require the submission of supplemental reinsurance contributions, the Issuer 
must submit such supplemental contributions in the timeframe and manner designated by the 
State.  

(d) The Issuer must submit to HHS and the state, if and to the extent applicable, data required to 
determine or substantiate the contribution amounts for the contributing entity.  

(e) The Issuer acknowledges that only issuers of reinsurance-eligible plans may make a request 
for payment when an Enrollee of that reinsurance-eligible plan has met the criteria for 
reinsurance payment set forth in annual HHS notice of benefit and payment parameters for 
the applicable year or the State notice of benefit and payment parameters, as applicable.  

SECTION 5.7. 
RISK CORRIDORS

(a) The Issuer must participate in the temporary risk corridors program established pursuant to § 
1342 of the Affordable Care Act and 45 C.F.R. part 153. 

(b) The Issuer must comply with requirements set by HHS at 45 C.F.R. § 153.510 and the annual 
HHS notice of benefit and payment parameters for the establishment and administration of 
risk corridors for calendar years 2014, 2015, and 2016 in which this contract is in effect. 

(c) The Issuer must remit charges to HHS under the circumstances described in 45 C.F.R. § 
153.510(c).
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(d) The Issuer must comply with the risk corridor standards set by HHS in 45 C.F.R. § 153.520. 
(e) The Issuer must comply with the risk corridor data requirements set by HHS in 45 C.F.R. § 

153.530.

SECTION 5.8. 
RISK ADJUSTMENT 

(a) The Issuer must participate in the risk adjustment program established pursuant to § 1343 of 
the Affordable Care Act and 45 C.F.R. part 153. 

(b) The Issuer must comply with requirements set by HHS at 45 C.F.R. § 153.610. 
(c) The Issuer must comply with data validation requests and records maintenance requirements 

pursuant to 45 C.F.R. § 153.620. 
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PART VI. MARKETING, ENROLLMENT, AND COMMUNICATION 

SECTION 6.1. 
OFFICIAL STATEMENT OF BENEFITS AND BENEFIT PLAN MATERIAL OR 
INFORMATION

(a) Official Statement of Benefits. 
(1) The official statement of benefits is a comprehensive document published by the Issuer 

or State-level MSP issuer that shall reflect the benefits, exclusions, schedule of benefits, 
and other provisions pertaining to coverage under each MSP option that has been 
certified by OPM. The official statement of benefits shall include a narrative 
reproduction of the information submitted in the MSP Program Portal, which is 
summarized in Appendix A. 

(2) The Issuer must submit a draft official statement of benefits for approval by OPM 
within the timeframe established by OPM.  

(3) The Issuer must make available to Enrollees an electronic copy of the official statement 
of benefits. Upon request, the Issuer must make available to Enrollees at no charge a 
hardcopy of the official statement of benefits.  

(b) Benefit Plan Material or Information. 
(1) Benefit plan material or information includes: 

(i) A Summary of Benefits and Coverage (SBC) pursuant to § 2715 of the Public 
Health Service Act; 

(ii) The Uniform Glossary pursuant to § 2715 of the Public Health Service Act; and 
(iii) Advertising material, including promotional material, marketing material, or 

supplemental literature.  
(2) The Issuer is responsible for the accuracy of its benefit plan material or information and 

for complying with Federal and State law pertaining to benefit plan material or 
information.  

(3) The Issuer must provide an SBC and Uniform Glossary, which must comply with § 
2715 of the Public Health Service Act, to Enrollees and prospective Enrollees.

(4) The Issuer must make available to OPM an electronic copy of the SBC in the manner 
and timeframe specified by OPM in Program guidance. The Issuer must also make 
available to Enrollees an electronic copy of the SBC and Uniform Glossary; and upon 
request, at no charge, a hardcopy of the SBC and Uniform Glossary. 

(5) OPM shall issue guidance pertaining to benefit plan materials and information, in 
accordance with Section 1.12. The Issuer may issue benefit plan materials and 
information without prior OPM approval.  

(c) The Issuer may include in the official statement of benefits and benefit plan material or 
information a statement that OPM has certified the MSP option as eligible to be offered on an 
Exchange, and that OPM monitors the MSP option for compliance with applicable law, any 
State law to the contrary notwithstanding.

SECTION 6.2. 
MISLEADING, DECEPTIVE, OR UNFAIR ADVERTISING 

(a) The Issuer must ensure that all benefit plan material or information is truthful and not 
misleading, deceptive, or unfair.  
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(b) The Contracting Officer must determine compliance with paragraph (a) of this section based 
on the standards applicable to QHPs within the State in which the MSP option is offered or, 
in the absence of such standards in the applicable State, the NAIC Advertisements of 
Accident and Sickness Insurance Model Regulation. 

(c) The Issuer and its officials, employees, agents, and representatives shall not employ 
marketing practices or benefit designs that will have the effect of discouraging the enrollment 
of individuals with significant health needs in its MSP options. 

SECTION 6.3. 
NOTICE TO ENROLLEES 

(a) All notices sent by the Issuer directly to an MSP Enrollee must meet accessibility and 
readability standards for Exchange notices set forth at 45 C.F.R. § 155.205(c).

(b) If this contract is terminated or OPM withdraws the certification of the MSP option offered 
by the Issuer on an Exchange, the Issuer must comply with requirements imposed by an 
Exchange in which the MSP option was offered with respect to the termination of a QHP, 
including the requirement to provide advance written notice of termination to Enrollees. The 
Issuer must inform current MSP Enrollees in writing of the termination of the MSP option 
according to law, regulation, or guidance applicable to QHPs or QHP issuers, but no later 
than 90 calendar days prior to termination, unless OPM determines that there is good cause 
for less than 90 calendar days’ notice.
(1) The Issuer must submit a model advance written notice of termination for approval by 

the Contracting Officer and must not distribute it to Enrollees prior to its approval by 
the Contracting Officer. The Contracting Officer shall not unreasonably deny approval 
of the model advance notice and must approve or disapprove the notice as soon as 
practicable. 

(2) The Issuer must send the notice in time to ensure it is received by the Enrollee no less 
than 90 calendar days prior to the date the contract terminates, unless the Issuer was 
prevented from doing so for reasons beyond its control. The Issuer must ensure that the 
notification period and the transitional care period run concurrently. 

SECTION 6.4. 
ACCESSIBILITY STANDARDS 

All Issuer information for Enrollees, including forms, notices, and explanation of benefits, must 
comply with accessibility standards outlined in 45 C.F.R. § 155.205(c). 

SECTION 6.5. 
ENROLLMENT PERIODS FOR QUALIFIED INDIVIDUALS

(a) The Issuer must enroll qualified individuals or, if applicable, qualified employees, as defined 
in 45 C.F.R § 155.20, during open enrollment periods and special enrollment periods as of 
the effective date set for each Exchange on which the Issuer offers an MSP option. 

(b) The Issuer must notify qualified individuals or, if applicable, qualified employees of their 
effective date of coverage in accordance with applicable Exchange standards. 
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SECTION 6.6. 
ENROLLMENT PROCESS 

(a) The Issuer must accept enrollment information in an electronic format from the Exchange 
that is consistent with 45 C.F.R. § 800.101(d) and applicable Exchange requirements, 
including 45 C.F.R. § 156.265. 

(b) The Issuer must provide new Enrollees an enrollment information package and ID card. 
(c) The Issuer must reconcile enrollment files with the Exchange no less than once a month. 
(d) The Issuer must acknowledge receipt of enrollment information in accordance with 

Exchange standards. 

SECTION 6.7. 
ENROLLMENT INFORMATION COLLECTION AND TRANSMISSION 

(a) The Issuer must develop, operate and maintain viable systems, processes, and procedures for 
the timely, accurate and valid enrollment and termination of Enrollee coverage within each 
Exchange. 

(b) The Issuer must: 
(1) Collect enrollment information using the application adopted by the relevant Exchange; 
(2) Transmit the enrollment information to the Exchange consistent with its standards to 

facilitate the eligibility determination process; and 
(3) Enroll an individual only after receiving confirmation that the eligibility process is 

complete and the individual has been determined eligible for enrollment, in accordance 
with the Exchange’s standard. 

SECTION 6.8. 
TERMINATION OF ENROLLEE COVERAGE 

(a) The Issuer must maintain standard operating procedures for the termination of coverage of 
Enrollees, including due to non-payment of premiums, as permitted by an Exchange pursuant 
to 45 C.F.R. § 155.430. Such procedures may vary by Exchange as necessary to comply with 
Exchange standards.

(b) Prior to termination for nonpayment of premiums, the Issuer must provide a grace period for 
recipients of advance payments of the premium tax credit, consistent with 45 C.F.R. § 
156.270(d).

(c) The Issuer must not impose any penalty or other fee on an Enrollee who cancels coverage 
under the MSP option because the Enrollee becomes eligible for minimum essential coverage 
or such coverage becomes affordable, in compliance with § 1312(d)(4) of the Affordable 
Care Act and implementing regulations or guidance.  

(d) The Issuer must maintain termination records for the longer of:  
(1) 7 years; or 
(2) A period of time established pursuant to Exchange standards. 
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SECTION 6.9. 
CONSUMER EDUCATION 

The Issuer must make information available to Exchanges for consumer education purposes, 
consistent with the form and manner in which QHP issuers must make information available to 
Exchanges, unless the Contracting Officer grants an exception. This information includes:  
(a) Information on rates and premiums; 
(b) Information on benefits; 
(c) Provider network URL(s);
(d) Summary of Benefits and Coverage URL(s);
(e) The URL(s) for payment;  
(f) Information on whether the Issuer is a Medicaid managed care organization; and 
(g) Quality information derived from its accreditation survey, including CAHPS data. 

SECTION 6.10. 
REQUIRED INFORMATION 

The Issuer must provide an Exchange with the information required about the Issuer and its MSP 
option(s) within the timeframes established by such Exchange. 
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PART VII. DATA, INFORMATION SECURITY, AND REPORTING 

SECTION 7.1. 
DEFINITION AND SCOPE OF INFORMATION SECURITY 

(a) Information security means protecting information and information systems from 
unauthorized access, use, disclosure, disruption, modification, or destruction in order to 
provide:
(1) Integrity, which means guarding against improper information modification or 

destruction, and includes ensuring information non-repudiation and authenticity; 
(2) Confidentiality, which means preserving authorized restrictions on access and 

disclosure, including means for protecting personal privacy and proprietary information; 
and

(3) Availability, which means ensuring timely and reliable access to, and use of, 
information. 

(b) The Issuer must put safeguards in place to protect claims, Enrollee, and provider information 
from unauthorized use or access and help maintain OPM’s information security in 
accordance with HIPAA, the Privacy Act of 1974, and any other applicable data security 
laws.

SECTION 7.2. 
CONFIDENTIALITY OF RECORDS 

Protected health information (PHI) provided to, created by, received by, used by, or subsequently 
disposed of by the Issuer or any of its Subcontractors must be protected by privacy and security 
standards that are equivalent to or more stringent than those described in 45 C.F.R. parts 160, 
162, and 164. 

SECTION 7.3. 
REPORTING REQUIREMENTS 

(a) OPM shall specify the data and information that must be reported by the Issuer, including 
data permitted or required by the Affordable Care Act, including claims payment and 
enrollment data, and such other data as OPM may determine necessary for the oversight and 
administration of the MSP Program. OPM shall also specify the form, manner, processes, 
and frequency for the reporting of data and information. The Contracting Officer may require 
the Issuer to submit claims payment and enrollment data to facilitate OPM’s oversight and 
administration of the MSP Program. 

(b) The Issuer must comply with any standards required by OPM for reporting quality and 
quality improvement activities including, but not limited to, implementation of a quality 
improvement strategy, disclosure of quality measures to Enrollees and prospective Enrollees, 
and reporting of pediatric quality measures, but only with the same content and timing, and 
in the same form and format, as required by HHS or the applicable Exchange of issuers of 
QHPs under § 1311(c)(1)(E), (H), and (I) of the Affordable Care Act. 

(c) The Issuer must provide the following information to OPM, Exchanges, and HHS in a timely 
and accurate manner, but only with the same content and timing, and in the same form and 
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format, as required by HHS, the Exchange, the State regulator, or any other authoritative 
body, of issuers of QHPs in the State in which the Issuer offers MSP options:
(1) Claims payment policies and practices; 
(2) Periodic financial disclosures; 
(3) Data on enrollment; 
(4) Data on disenrollment; 
(5) Data on number of claims that are denied; 
(6) Data on rating practices; 
(7) Information on cost-sharing and payments on out of network coverage; and 
(8) Information on Enrollee rights. 

(d) The Issuer must provide all required information in plain language as defined in 45 C.F.R. § 
155.20.

SECTION 7.4. 
STATISTICS AND SPECIAL STUDIES 

The Issuer must maintain or cause to be maintained statistical records of its operations under the 
contract and must furnish OPM, in the form and manner prescribed by the Contracting Officer, 
the statistical reports or special studies reasonably necessary for OPM to carry out its functions 
under § 1334 of the Affordable Care Act. 

SECTION 7.5. 
ISSUER DISASTER RECOVERY PLAN 

(a) The Issuer or its affiliates or Subcontractors must have in place a disaster recovery plan that 
addresses flexibility for most or all of the following: 
(1) Medical and pharmacy procedures and requirements; 
(2) Barriers to accessing needed health care; 
(3) Requests for out-of-network medical services; 
(4) Alternatives for medical pre-certification, referrals, medical necessity review and 

notification of hospital admissions; 
(5) Accessing other PCPs or specialists;  
(6) Pharmacy restrictions, refills, additional supplies of medications as backup;  
(7) Mail-order pharmacy; 
(8) Adhering to recommendations for vaccinations from the Center for Disease Control; 
(9) Claims payments; 
(10) Crisis toll free hotline;  
(11) Ability to identify current Enrollees;  
(12) Recovery procedures for critical business functions (i.e., system, network, 

communication, and work area recovery);
(13) Customer service; and 
(14) Secure backup site (hot/cold).

(b) The Issuer may implement additional measures. 
(c) The Issuer must annually report to OPM the status of its disaster recovery plan.
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SECTION 7.6. 
HEALTH INFORMATION TECHNOLOGY REQUIREMENTS 

(a) The Issuer and each State-level MSP issuer, if applicable, must comply with all applicable 
provisions of the Health Insurance Portability and Accountability Act of 1996, Public Law 
104-191 (1996), and its implementing regulations (HIPAA), and The Health Information 
Technology for Economic and Clinical Health Act, Public Law 111-5 (2009), and its 
implementing regulations (HITECH Act), including but not limited to any obligations 
imposed upon the Issuer to use certified health information technology systems and products 
that meet interoperability standards recognized by the Secretary of Health and Human 
Services, as existing on the date of the implementation, acquisition, or upgrade of health 
information technology systems (“Interoperability Standards”).

(b) To the extent required by applicable law and prudent business practices, the Issuer must use 
such health information technology systems only after they have been pilot tested in a variety 
of live settings and refined, if needed, before the Issuer must consider them for 
implementation. 

(c) The Issuer shall encourage contracted providers to comply with applicable Interoperability 
Standards and to demonstrate meaningful use of health information technology in accordance 
with the HITECH Act as its provider agreements are established or renewed. 

(d) The Issuer and each State-level MSP issuer, if applicable, must ensure transparency by 
ensuring that any Subcontractor, Large Provider, provider, vendor, or other entity that is 
required by HIPAA to maintain a notice of privacy practices posts such notice prominently at 
the point where an MSP Program Enrollee enters the entity’s website or web portal. 

(e) Notices of privacy practices disclosures must describe the uses of individually identifiable 
protected health information and any potential disclosure to other entities as described in the 
HIPAA Privacy Rule. 

(f) Nothing in this section, including but not limited to paragraph (d), shall be interpreted as 
independently authorizing any OPM audit or enforcement rights in connection with Issuer or 
State-level MSP issuer obligations that are in addition to those imposed under HIPAA or the 
HITECH Act or imposed on QHPs by applicable Federal or State law privacy and security 
laws.

SECTION 7.7. 
GOVERNMENT INFORMATION TECHNOLOGY SYSTEMS SECURITY 

(a) Subject to the limitation on NIST 800-53 compliance obligations set forth in Section 7.8(b) 
below, the Issuer must comply with OPM IT Security and Privacy, and NIST and OMB 
requirements for system users of OPM information technology systems. A system user is an 
Issuer employee or Subcontractor employee with a user identification and password to access 
the MSP Program Portal. Based upon the Federal Information Processing Standards 
Publication 199 (FIPS PUB 199), the Government has determined that a minimum level 
applies to the sensitivity of the data contained in the MSP Program Portal. (Note: FIPS PUB 
199 is accessible on line at: http://csrc.nist.gov/publications/fips/fips199/FIPS-PUB-199-
final.pdf.)

(b) In order to access any OPM information technology system, the Issuer must demonstrate that 
it complies with the end-user security requirements in the Federal Information Security 
Management Act of 2002 (FISMA, Public Law 107-347, 44 U.S.C. §§ 3531-3536); Office of 
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Management and Budget (OMB) Circular A-130, Appendix III, "Security of Federal 
Automated Information Systems” and acknowledge their understanding of the security 
requirements in the contract. (Note: OMB Circular A-130, Appendix III is accessible on line 
at: http://www.whitehouse.gov/omb/circulars/a130/appendix_iii.pdf.)

SECTION 7.8. 
ISSUER ACCESS TO INFORMATION TECHNOLOGY SYSTEMS 

(a) Each employee of the Issuer and each State-level MSP issuer, if applicable, with access to 
the MSP Program Portal must use individual identification and authorization to access the 
MSP Program Portal, and must not use shared accounts to access the MSP Program Portal. 
OPM shall disable accounts and access to the MSP Program Portal shall be revoked and 
denied if Issuers or State-level MSP issuers, if applicable, share accounts. Users of the MSP 
Program Portal shall be subject to periodic auditing to ensure compliance with OPM Security 
and Privacy Policy.

(b) The Issuer must comply with NIST 800-53 security controls, but exclusively with respect to 
the MSP Program Portal and solely as it relates to Access Control (AC). Controls falling 
under the AC category ensure that proper restrictions are in place to limit access to 
authorized users with a need to know. 

(c) The Issuer must: 
(1) Provide an initial and complete list of names of employees who require access to 

OPM’s MSP Program Portal; 
(2) By the fifth calendar day of each month thereafter, send a staffing change report to the 

Contracting Officer’s representative, contract administrator, and Security Officer. The 
report must contain the listing of all staff members with an MSP Program Portal user 
identification and password who left employment or were hired under this contract in 
the past 60 calendar days. This form shall be submitted even if no separation has 
occurred during this period. Failure to submit a Contractor Staffing Change Report each 
month shall result in the suspensions of all user IDs associated with this contract; and 

(3) Anyone who accesses the MSP Program Portal shall complete OPM’s IT Security and 
Privacy Awareness Training (ITPSA) annually and upon the initial access. 

SECTION 7.9. 
PROTECTING PERSONALLY IDENTIFIABLE INFORMATION 

(a) This section applies to Issuer, State-level MSP issuer, if applicable, or Subcontractor 
personnel using OPM property or systems and addresses specific OPM requirements in 
addition to those included in the Privacy Act of 1974, 5 U.S.C. § 552a (the Privacy Act). The 
following should not be construed to alter or diminish civil and/or criminal liabilities 
provided under the Privacy Act. 

(b) Personally Identifiable Information (PII) is information, obtained through the use of OPM 
property or systems, that can be used to discern or trace a person's identity, such as name, 
social security number, or biometric records, and that combined with other information can 
be used to compromise the integrity of agency records pertaining to a person, by permitting 
access to unauthorized disclosure of these records. For example, a name alone would 
generally not constitute PII, but when linked to his or her social security number, date of 
birth, or mother's maiden name, would constitute PII. In other words, PII refers to any 
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information, on any medium, obtained through the use of OPM property or systems, that 
identifies a specific individual whether the information is on paper or electronic. Except as 
expressly provided otherwise, PII does not include any information that is not obtained 
through the use of OPM property or systems. 

(c) Responsibilities for Handling PII 
(1) Issuer or Subcontractor personnel shall not remove PII from their workplace without 

prior approval of their supervisor.
(2) All issuer or Subcontractor personnel are personally responsible for the proper handling 

of PII, regardless of location. All Issuer or Subcontractor personnel must be: 
(i) Responsible for the proper control and handling of PII residing on their computer, 

on removable media, and on paper documents;  
(ii) Responsible for ensuring portable data storage and communication devices are 

properly controlled and secured at all times; and 
(iii) Responsible for the proper marking, control and storage of printouts and other 

paper documents containing PII in their possession.  
(3) PII must be encrypted before being sent. 

(d) Procedures for reporting a breach of PII are detailed in Section 7.10, Procedures for 
Reporting an Information Security Breach. 

SECTION 7.10. 
PROCEDURES FOR REPORTING AN INFORMATION SECURITY BREACH 

(a) A breach of PII includes loss of control, compromise, unauthorized disclosure, unauthorized 
acquisition, or unauthorized access of PII, as defined in Section 7.9(b), whether physical or 
electronic. As an agency, OPM is required to immediately report all potential PII data 
breaches -- whether they involve paper documents or electronic information. In order to meet 
this responsibility, OPM has established a new internal procedure for reporting the loss or 
possible compromise of any PII, and this section conforms to that procedure. 

(b) The Issuer and each State-level MSP issuer, if applicable, must report any breach or potential 
information security breach to both the OPM Situation Room and the Contracting Officer 
within 30 minutes of becoming aware of an actual breach, or within 48 hours of becoming 
aware of the risk of breach, as applicable, regardless of the time of day or calendar day of the 
week. All breaches must be reported, even if it is believed the breach is limited, small, or 
insignificant. The Issuer or State-level MSP issuer, if applicable, must not include Personally 
Identifiable Information in such report. 

(c) Points of Contact
(1) The Issuer or State-level MSP issuer, if applicable, must report a breach or risk of 

breach of PII to the OPM Situation Room at:  
(i) Sitroom@opm.gov;
(ii) (202) 418-0111; or 
(iii) Fax (202) 606-0624. 

(2) When notifying the Situation Room, the Issuer or State-level MSP issuer, if applicable, 
must copy the Contracting Officer. 
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SECTION 7.11.
PROCEDURES FOR REPORTING OTHER SECURITY BREACHES 

(a) The Issuer and each State-level MSP issuer, if applicable, must report to OPM any breach of 
protected health information, or breach of other information that otherwise would constitute 
PII under Section 7.9(b), except for the fact that it is not obtained through the use of any 
OPM property or systems, to both the OPM Situation Room and the Contracting Officer 
within the time frame and in the same manner in which it is required to report the breach to 
the Federal Government in accordance with HIPAA, the HITECH Act, or the Privacy Act, if 
and to the extent applicable. The Issuer or State-level MSP issuer, if applicable, must not 
include PII in such report.  

(b) Points of Contact
(1) The Issuer or State-level MSP issuer, if applicable, must report a breach under this 

section to the OPM Situation Room at:  
(i) Sitroom@opm.gov;
(ii) (202) 418-0111; or 
(iii) Fax (202) 606-0624. 

SECTION 7.12. 
RECORDS RETENTION 

The Issuer and each State-level MSP issuer, if applicable, must retain, and make available solely 
for performance under this contract or administration of the MSP Program, all records applicable 
to this contract, including individual Enrollee and/or patient claim records, for a period of 7 years 
after the end of the Contract Year to which the records relate. 

SECTION 7.13. 
FREEDOM OF INFORMATION ACT REQUESTS 

Information furnished through the MSP Program Portal or pursuant to this contract may be 
subject to disclosure under the Freedom of Information Act (FOIA). 
(a) All items that are confidential to business, or contain trade secrets, proprietary, or personnel 

information must be clearly marked in all documents submitted to OPM. Marking of items 
shall not necessarily preclude disclosure when OPM determines disclosure is warranted by 
FOIA. However, if such items are not marked, all information contained within the submitted 
documents shall be deemed to be releasable. 

(b) No later than fifteen (15) Working Days after the execution of this contract, the Issuer must 
provide OPM a redacted copy of the contract in electronic format. This copy shall be used to 
satisfy any requests for copies of the contract under the FOIA. If the Contracting Officer 
believes that any redacted information does not require protection from public release, the 
issue shall be resolved in accordance with 5 C.F.R. § 294.112. 
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PART VIII. FINANCIAL

SECTION 8.1. 
PAYMENT OF USER FEES 

(a) The Issuer must pay to an Exchange, on a timely basis, any user fees assessed on QHPs 
pursuant to 45 C.F.R. § 156.50 or any successor regulation. 

(b) Consistent with 45 C.F.R.§800.108(b) or its successor, in the event OPM charges a user fee 
applicable to any future Contract Year, the amount of the fee shall be offset from any user fee 
the Issuer or State-level MSP issuer, if applicable, must pay to a State-based Exchange or 
Federally-facilitated Exchange.

SECTION 8.2. 
TAXPAYER IDENTIFICATION NUMBER 

(a) Definitions.
(1) Common parent, as used in this provision, means that corporate entity that owns or 

controls an affiliated group of corporations that files its Federal income tax returns on a 
consolidated basis, and of which the Issuer is a member. 

(2) Taxpayer Identification Number (TIN), as used in this provision, means the number 
required by the Internal Revenue Service (IRS) to be used by the Issuer in reporting 
income tax and other returns.  

(b) The Issuer must submit the information required in paragraphs (d) through (f) of this section 
to comply with debt collection requirements of 31 U.S.C. § 7701(c) and 3325(d), reporting 
requirements of 26 U.S.C. §§ 6041, 6041A, and 6050M, and implementing regulations issued 
by the IRS. The Issuer is subject to the payment reporting requirements described in Federal 
Acquisition Regulation (FAR) 48 C.F.R. § 4.904.

(c) The Government may use the TIN to collect and report on any delinquent amounts arising 
out of the Issuer’s relationship with the Government (31 U.S.C. § 7701(c)(3)). The TIN 
provided hereunder may be matched with IRS records to verify its accuracy. 

(d) TIN:       
(e) Type of organization: 

(1) Sole proprietorship;
(2) Partnership;
(3) Corporate entity (not tax-exempt);  
(4) Corporate entity (tax-exempt); or 
(5) Other       . 

(f) If the Issuer or any State-level MSP issuer is owned or controlled by a common parent as 
defined in paragraph (a) of this section: 
(1) Name of common parent:         
(2) TIN of common parent:         

SECTION 8.3. 
OIG AUDIT RESOLUTIONS 

(a) OPM may, through OIG, conduct periodic audits of the Issuer and of State-level MSP 
issuers, if applicable. OPM shall avoid audits that are overly burdensome or are duplicative 

Case 1:17-cv-01155-LKG   Document 23-8   Filed 05/20/20   Page 48 of 71



 VIII-2 MSP Program-2015 

or redundant of audits conducted by or on behalf of HHS, State regulators or the Exchanges. 
OIG shall coordinate to the greatest extent possible with HHS, State regulators, the 
Exchanges, and any other authorized body conducting audits of QHPs, MSP options and/or 
Issuers.  

(b) When OIG issues a Draft Report of audit findings to the Issuer, the Issuer must respond with 
all available, accurate and relevant documentation to validate or invalidate the findings. This 
must be done within the timeframe specified in the Draft Report transmittal letter, but in all 
instances no less than 30 calendar days. The Issuer must promptly begin reconciling findings 
and not wait until the receipt of the Final Report to address disagreement with any findings 
previously communicated in the Draft Report.  

(c) OPM expects to fully resolve audits within 180 calendar days of issuance of the Final Report. 
To enable this, the Issuer must expeditiously tender all documentation necessary for 
resolution of the audit not later than 120 calendar days from the date of the final audit report. 
This includes overpayment recoveries via check or certification, full documentation of the 
Issuer’s position for findings being contested, evidence supporting due diligence assertions, 
any corrective action plan, and support for all other pertinent issues that OPM shall consider, 
as appropriate. Fully supported requests for an extension shall be evaluated by the 
Contracting Officer on a case-by-case basis. 

SECTION 8.4. 
REPORTABLE FINDINGS 

Audit findings in the scope of an audit are reportable as questioned charges or procedural 
findings unless the Issuer provides documentation supporting that the findings were identified 
and corrected prior to audit notification. 

SECTION 8.5. 
SEGREGATION OF FUNDS FOR ABORTION SERVICES 

(a) The Issuer must comply with the provisions of 45 C.F.R. § 156.280 regarding segregation of 
funds for abortion services when such services are included in its MSP option.

(b) The Issuer must submit a plan detailing its processes and methodology for its segregation 
plan to OPM prior to submission to State health insurance commissioners as required by 45 
C.F.R. § 156.280(e)(5)(ii).

SECTION 8.6. 
FINANCIAL MANAGEMENT

The Issuer is bound by Federal statutes and requirements that govern Federal funds. Federal 
funds include, but are not limited to, advance payments of the premium tax credit, cost-sharing 
reductions, and Federal payments related to the risk adjustment, reinsurance, and risk corridor 
programs. 
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PART IX. OTHER CLAUSES 

SECTION 9.1. 
GRATUITIES 

(a) The right of the Issuer to proceed may be terminated by written notice if, after notice and 
hearing, the Director or a designee determines that the Issuer, its agent, or another 
representative: 
(1) Offered or gave a gratuity (e.g., an entertainment or gift) to an officer, official, or 

employee of the Government; and 
(2) Intended, by the gratuity, to obtain a contract or favorable treatment under a contract. 

(b) The facts supporting this determination may be reviewed by any court having lawful 
jurisdiction. 

(c) If this contract is terminated under paragraph (a) above, the Government is entitled to pursue 
the same remedies as in a breach of the contract. 

(d) The rights and remedies of the Government provided in this section are not exclusive and are 
in addition to any other rights and remedies provided by law or under this contract. 

SECTION 9.2. 
COVENANT AGAINST CONTINGENT FEES 

(a) Definitions
(1) Bona fide agency, as used in this section means an established commercial or selling 

agency, maintained by the Issuer for the purpose of securing business, that neither 
exerts nor proposes to exert improper influence to solicit or obtain Government 
contracts nor holds itself out as being able to obtain any Government contract or 
contracts through improper influence. 

(2) Bona fide employee, as used in this section, means a person, employed by an Issuer and 
subject to the Issuer's supervision and control as to time, place, and manner of 
performance, who neither exerts nor proposes to exert improper influence to solicit or 
obtain Government contracts nor holds out as being able to obtain any Government 
contract or contracts through improper influence. 

(b) The Issuer warrants that no person or agency has been employed or retained to solicit or 
obtain this contract upon an agreement or understanding for a contingent fee, except a bona 
fide employee or agency. For breach or violation of this warranty, the Government shall have 
the right to annul this contract without liability or, in its discretion, to deduct from the 
contract price or consideration, or otherwise recover, the full amount of the contingent fee. 

SECTION 9.3. 
ANTI-KICKBACK PROCEDURES 

(a) Definitions.
(1) Kickback, as used in this section, means any money, fee, commission, credit, gift, 

gratuity, thing of value, or compensation of any kind that is provided, directly or 
indirectly, to any employee, subcontractor, or subcontractor employee for the purpose 
of improperly obtaining or rewarding favorable treatment in connection with this 
contract or in connection with a subcontract pertaining to this contract. 
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(2) Person, as used in this section, means a corporation, partnership, business association of 
any kind, trust, joint-stock company, or individual. 

(3) Issuer employee, as used in this section, means any officer, partner, employee, or agent 
of an Issuer. 

(4) Subcontract, as used in this section, means a contract or contractual action entered into 
by an Issuer or subcontractor for the purpose of obtaining supplies, materials, 
equipment, or services of any kind under a prime contract. 

(5) Subcontractor, as used in this section:
(i) Means any person, other than the Issuer, who offers to furnish or furnishes any 

supplies, materials, equipment, or services of any kind under a prime contract or a 
subcontract entered into in connection with such prime contract; and  

(ii) Includes any person who offers to furnish or furnishes general supplies to the 
Issuer or to a higher tier subcontractor. 

(6) Subcontractor employee, as used in this section, means any officer, partner, employee, 
or agent of a subcontractor. 

(b) The Anti–Kickback Act of 1986 (41 U.S.C. §§ 51–58), prohibits any person from: 
(1) Providing or attempting to provide or offering to provide any kickback; 
(2) Soliciting, accepting, or attempting to accept any kickback; or 
(3) Including, directly or indirectly, the amount of any kickback in the contract price 

charged by an Issuer to the United States or in the contract price charged by a 
subcontractor to an Issuer or higher tier subcontractor. 

(c) Detection of violations 
(1) The Issuer must have in place and follow reasonable procedures designed to prevent 

and detect possible violations described in paragraph (b) in its own operations and 
direct business relationships. 

(2) When the Issuer has reasonable grounds to believe that a violation described in 
paragraph (b) may have occurred, the Issuer must promptly report in writing the 
possible violation. Such reports must be made to the inspector general of the contracting 
agency, the head of the contracting agency if the agency does not have an inspector 
general, or the Department of Justice. 

(3) The Issuer must cooperate fully with any Federal agency investigating a possible 
violation described in paragraph (b). 

(4) The Contracting Officer may:  
(i) Offset the amount of the kickback against any monies owed by the United States 

under the prime contract; and/or  
(ii) Direct that the Issuer withhold, from sums owed a subcontractor under the prime 

contract, the amount of any kickback.  
(5) The Contracting Officer may order the monies withheld under paragraph (4)(ii) be paid 

over to the Government unless the Government has already offset those monies under 
paragraph (4)(i). In either case, the Issuer must notify the Contracting Officer when the 
monies are withheld. 

SECTION 9.4. 
CONTRACTOR CODE OF BUSINESS ETHICS AND CONDUCT 

(a) Definitions
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(1) Agent means any individual, including a director, officer, employee, or independent 
contractor, authorized to act on behalf of the organization. 

(2) Full cooperation means disclosure to the Government of the information sufficient for 
law enforcement to identify the nature and extent of the offense and the individuals 
responsible for the conduct. It includes providing timely and complete response to 
Government auditors' and investigators' request for documents and access to employees 
with information. This section does not foreclose any Issuer rights arising in law, 
regulation, or the terms of the contract. It does not require an Issuer to waive its 
attorney-client privilege or the protections afforded by the attorney work product 
doctrine; or any officer, director, owner, or employee of the Issuer, including a sole 
proprietor, to waive his or her attorney client privilege or Fifth Amendment rights. 
Furthermore, this section does not restrict an Issuer from conducting an internal 
investigation; or defending a proceeding or dispute arising under the contract or related 
to a potential or disclosed violation. 

(3) Principal means an officer, director, owner, partner, or a person having primary 
management or supervisory responsibilities within a business entity (e.g., general 
manager; plant manager; head of a division or business segment; and similar positions). 

(4) Subcontract, as used in this section, means any contract entered into by a subcontractor 
to furnish supplies or services for performance of a prime contract or a subcontract. 

(5) Subcontractor, as used in this section, means any supplier, distributor, vendor, or firm 
that furnished supplies or services to or for an Issuer or another subcontractor (other 
than direct providers of medical services or supplies, including facilities and 
pharmacies, pursuant to an MSP option offered under this contract). 

(6) United States means the 50 States, the District of Columbia, and outlying areas. 
(b) Code of business ethics and conduct 

(1) Within 30 calendar days after execution of this contract, unless the Contracting Officer 
establishes a longer time period, the Issuer and each State-level MSP issuer, if 
applicable, must: 
(i) Have a written code of business ethics and conduct; and 
(ii) Make a copy of the code available to each employee engaged in performance of 

the contract. 
(2) The Issuer and each State-level MSP issuer, if applicable, must: 

(i) Exercise due diligence to prevent and detect criminal conduct; and 
(ii) Otherwise promote an organizational culture that encourages ethical conduct and 

a commitment to compliance with the law. 
(3) The Issuer and each State-level MSP issuer, if applicable, must: 

(i) Disclose, in writing and in a timely manner, to the agency Office of the Inspector 
General (OIG), with a copy to the Contracting Officer, whenever, in connection 
with the award, performance, or closeout of this contract or any subcontract 
thereunder, the Issuer or a State-level MSP issuer has credible evidence that a 
principal, employee, agent, or subcontractor of the Issuer has committed: 
(A)A violation of Federal criminal law involving fraud, conflict of interest, 

bribery, or gratuity violations found in title 18 of the United States Code; or 
(B) A violation of the civil False Claims Act (31 U.S.C. § 3729–3733). 

(ii) The Government, to the extent permitted by law and regulation, shall safeguard 
and treat information obtained pursuant to the Issuer's or State-level MSP issuer’s 
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disclosure as confidential where the information has been marked “confidential” 
or “proprietary” by the company. To the extent permitted by law and regulation, 
such information shall not be released by the Government to the public pursuant 
to a Freedom of Information Act request, 5 U.S.C. § 552, without prior 
notification to the Issuer or State-level MSP issuer, as applicable. The 
Government may transfer documents provided by the Issuer or State-level MSP 
issuer to any department or agency within the Executive Branch if the information 
relates to matters within the organization's jurisdiction. 

(iii) If the violation relates to an order against a Government wide acquisition contract, 
a multi-agency contract, a multiple-award schedule contract such as the Federal 
Supply Schedule, or any other procurement instrument intended for use by 
multiple agencies, the Issuer must notify the OIG of the ordering agency and the 
IG of the agency responsible for the basic contract. 

(c) Business ethics awareness and compliance program and internal control system. This 
paragraph (c) does not apply if the Issuer has represented itself as a small business concern 
pursuant to the award of this contract or if this contract is for the acquisition of a commercial 
item as defined at FAR 2.101. The Issuer must establish the following within 90 calendar 
days after contract award, unless the Contracting Officer establishes a longer time period: 
(1) An ongoing business ethics awareness and compliance program. 

(i) This program must include reasonable steps to communicate periodically and in a 
practical manner the Issuer's standards and procedures and other aspects of the 
Issuer's business ethics awareness and compliance program and internal control 
system, by conducting effective training programs and otherwise disseminating 
information appropriate to an individual's respective roles and responsibilities. 

(ii) The training conducted under this program must be provided to the Issuer's 
principals and employees, and as appropriate, the Issuer's agents and 
subcontractors.

(2) An internal control system. 
(i) The Issuer's internal control system must: 

(A)Establish standards and procedures to facilitate timely discovery of improper 
conduct in connection with Government contracts; and 

(B) Ensure corrective measures are promptly instituted and carried out. 
(ii) At a minimum, the Issuer's internal control system must provide for the following: 

(A)Assignment of responsibility at a sufficiently high level and adequate 
resources to ensure effectiveness of the business ethics awareness and 
compliance program and internal control system. 

(B) Reasonable efforts not to include an individual as a principal, whom due 
diligence would have exposed as having engaged in conduct that is in conflict 
with the Issuer's code of business ethics and conduct. 

(C) Periodic reviews of company business practices, procedures, policies, and 
internal controls for compliance with the Issuer's code of business ethics and 
conduct and the special requirements of Government contracting, including: 
(1) Monitoring and auditing to detect instances of non-compliance with said 

practices and procedures; 
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(2) Periodic evaluation of the effectiveness of the business ethics awareness 
and compliance program and internal control system, especially if criminal 
conduct has been detected; and 

(3) Periodic assessment of the risk of criminal conduct, with appropriate steps 
to design, implement, or modify the business ethics awareness and 
compliance program and the internal control system as necessary to reduce 
the risk of criminal conduct identified through this process. 

(D)An internal reporting mechanism, such as a hotline, which allows for 
anonymity or confidentiality, by which employees may report suspected 
instances of improper conduct, and instructions that encourage employees to 
make such reports. 

(E) Disciplinary action for improper conduct or for failing to take reasonable steps 
to prevent or detect improper conduct. 

(F) Timely disclosure, in writing, to the agency OIG, with a copy to the 
Contracting Officer, whenever, in connection with the award, performance, or 
closeout of any Government contract performed by the Issuer or a 
subcontractor thereunder, the Issuer has credible evidence that a principal, 
employee, agent, or subcontractor of the Issuer has committed a violation of 
Federal criminal law involving fraud, conflict of interest, bribery, or gratuity 
violations found in title 18 U.S.C. or a violation of the civil False Claims Act 
(31 U.S.C. §§ 3729–3733). 
(1) If a violation relates to more than one Government contract, the Issuer

may make the disclosure to the agency OIG and Contracting Officer 
responsible for the largest dollar value contract impacted by the violation. 

(2) If the violation relates to an order against a Government wide acquisition 
contract, a multi-agency contract, a multiple-award schedule contract such 
as the Federal Supply Schedule, or any other procurement instrument 
intended for use by multiple agencies, the Issuer must notify the OIG of 
the ordering agency and the IG of the agency responsible for the basic 
contract, and the respective agencies' contracting officers. 

(3) The disclosure requirement for an individual contract continues until at 
least 3 years after final payment on the contract. 

(4) The Government shall safeguard such disclosures in accordance with 
paragraph (b)(3)(ii). 

(G)Full cooperation with any Government agencies responsible for audits, 
investigations, or corrective actions. 

(d) The Issuer recognizes the importance of, and shall communicate with its Large Providers of 
the need to have, a business ethics awareness and compliance program and internal control 
system.  

SECTION 9.5. 
PERSONAL IDENTITY VERIFICATION OF CONTRACTOR PERSONNEL 

(a) The Issuer must comply with agency personal identity verification procedures identified in 
the contract that implement Homeland Security Presidential Directive–12 (HSPD–12), Office 
of Management and Budget (OMB) guidance M–05–24, and Federal Information Processing 
Standards Publication (FIPS PUB) Number 201. 
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(b) The Issuer must account for all forms of Government-provided identification issued to the 
Issuer employees in connection with performance under this contract. The Issuer must return 
such identification to the issuing agency at the earliest of any of the following, unless 
otherwise determined by the Government: 
(1) When no longer needed for contract performance; 
(2) Upon completion of the Issuer employee's employment; and 
(3) Upon contract completion or termination. 

(c) The Issuer must insert the substance of this section, including this paragraph (c), in all 
subcontracts if and when the Subcontractor’s employees are required to have routine physical 
access to a Federally-controlled facility. It shall be the responsibility of the Issuer to return 
such identification to the issuing agency in accordance with the terms set forth in paragraph 
(b), unless otherwise approved in writing by the Contracting Officer. 

SECTION 9.6. 
AUTHORIZATION AND CONSENT 

(a) The Government authorizes and consents to all use and manufacture, in performing this 
contract or any subcontract at any tier, of any invention described in and covered by a United 
States patent: 
(1) Embodied in the structure or composition of any article the delivery of which is 

accepted by the Government under this contract; or 
(2) Used in machinery, tools, or methods whose use necessarily results from compliance by 

the Issuer or a Subcontractor with (i) specifications or written provisions forming a part 
of this contract or (ii) specific written instructions given by the Contracting Officer 
directing the manner of performance. The entire liability to the Government for 
infringement of a United States patent shall be determined solely by the provisions of 
the indemnity clause, if any, included in this contract or any subcontract hereunder 
(including any lower-tier subcontract), and the Government assumes liability for all 
other infringement to the extent of the authorization and consent hereinabove granted. 

SECTION 9.7. 
NOTICE AND ASSISTANCE REGARDING PATENT AND COPYRIGHT INFRINGEMENT 

(a) The Issuer and each State-level MSP issuer, if applicable, must report to the Contracting 
Officer, promptly and in reasonable written detail, each notice or claim of patent or copyright 
infringement based on the performance of this contract of which the Issuer or State-level 
MSP issuer has knowledge. 

(b) In the event of any claim or suit against the Government on account of any alleged patent or 
copyright infringement arising out of the performance of this contract or out of the use of any 
supplies furnished or work or services performed under this contract, the Issuer must furnish 
to the Government, when requested by the Contracting Officer, all evidence and information 
in the Issuer's possession pertaining to such claim or suit. Such evidence and information 
shall be furnished at the expense of the Government except where the Issuer has agreed to 
indemnify the Government. 
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SECTION 9.8. 
PRIVACY OR SECURITY SAFEGUARDS 

(a) The Issuer must not publish or disclose in any manner, without the Contracting Officer's 
written consent, the details of any safeguards either designed or developed by the Issuer 
under this contract or otherwise provided by the Government. 

(b) To the extent required to carry out a program of inspection to safeguard against threats and 
hazards to the security, integrity, and confidentiality of Government data, the Issuer must 
afford the Government access to the facilities, installations, technical capabilities, operations, 
documentation, records, and databases. 

(c) If new or unanticipated threats or hazards are discovered by either the Government or the 
Issuer, or if existing safeguards have ceased to function, the discoverer must immediately 
bring the situation to the attention of the other party. 

SECTION 9.9. 
NOTICE OF REQUIREMENT FOR CERTIFICATION OF NON-SEGREGATED 
FACILITIES

(a) By executing this contract, the Issuer is deemed to have signed and agreed to the provisions 
of FAR Clause 52.222-21, Certification of Nonsegregated Facilities, incorporated by 
reference in this contract.  

(b) The content of this section must be included in all new contracts and contracts as they are 
renewed, with Subcontractors performing MSP Program-related work. 
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PART X. ATTESTATIONS

SECTION 10.1.
COMPLIANCE WITH SECTIONS OF PHSA TITLE XXVII PART A 

 The Issuer or State-level MSP issuer, as applicable, attests that it must comply with the 
following provisions of Part A of title XXVII of the Public Health Service Act, as determined by 
the Director. 

Section 2701: Fair Health Insurance Premiums 
Section 2702: Guaranteed Availability of Coverage 
Section 2703: Guaranteed Renewability of Coverage 
Section 2704: Prohibition of Preexisting Condition Exclusions or Other Discrimination Based on 
Health Status 
Section 2705: Prohibiting Discrimination against Individual Participants and Beneficiaries Based 
on Health Status
Section 2706: Non-Discrimination in Health Care  
Section 2707: Comprehensive Health Insurance Coverage 
Section 2708: Prohibition on Excessive Waiting Periods 
Section 2709: Coverage for Individuals Participating in Approved Clinical Trials. 
Section 2709 [sic]: Disclosure of Information 
Section 2711: No Lifetime or Annual Limits 
Section 2712: Prohibition on Rescissions 
Section 2713: Coverage of Preventive Health Services 
Section 2714: Extension of Dependent Coverage 
Section 2715: Development and Utilization of Uniform Explanation of Coverage Documents and 
Standardized Definitions 
Section 2715A: Provision of Additional Information 
Section 2717: Ensuring the Quality of Care 
Section 2718: Bringing Down the Cost of Health Care Coverage 
Section 2719: Appeals Process 
Section 2719A: Patient Protections
Section 2725: Standards Relating to Benefits for Mothers and Newborns [in the Group Market] 
Section 2726: Parity in Mental Health and Substance Use Disorder Benefits 
Section 2727: Required Coverage for Reconstructive Surgery Following Mastectomies 
Section 2728: Coverage of Dependent Students on Medically Necessary Leave of Absence 
Section 2741: Guaranteed Availability of Individual Health Insurance Coverage to Certain 
Individuals with Prior Group Coverage. 
Section 2742: Guaranteed Renewability of Individual Health Insurance Coverage 
Section 2743: Certification of Coverage 
Section 2751: Standards Relating to Benefits for Mothers and Newborns [in the Individual 
Market] 
Section 2752: Required Coverage for Reconstructive Surgery Following Mastectomies 
Section 2753: Prohibition of Health Discrimination on the Basis of Genetic Information 
Section 2753 [sic]: Coverage of Dependent Students on Medically Necessary Leave of Absence 
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SECTION 10.2.
COMPLIANCE WITH PROVISIONS OF THE AFFORDABLE CARE ACT 

The Issuer or State-level MSP issuer, as applicable, attests that it must comply with the following 
provisions of the Affordable Care Act, as determined by the Director. 

Section 1302: Essential Health Benefits Requirements  
Section 1303: Special Rules 
Section 1304: Related Definitions 
Section 1311: Affordable Choices of Health Benefit Plans 
Section 1334: Multi-State Plans 
Section 1341: Transitional Reinsurance Program for Individual Market in Each State 
Section 1342: Establishment of Risk Corridors for Plans in Individual and Small Group Markets 
Section 1343: Risk Adjustment 
Section 1401: Refundable Premium Tax Credit Providing Premium Assistance for Coverage 
under a Qualified Health Plan 
Section 1402: Reduced Cost-Sharing for Individuals Enrolling in Qualified Health Plans 
Section 1412(c): Payment of Premium Tax Credits and Cost-sharing Reductions 
Section 6005: Pharmacy Benefit Managers Transparency Requirements 

SECTION 10.3.
COMPLIANCE WITH SELECTED FAR CLAUSES  

The Issuer or State-level MSP issuer, as applicable, attests that it must comply with the following 
provisions of the Federal Acquisition Regulation (FAR), except that the Issuer is not required to 
insert the terms of any of these FAR clauses in any subcontracts.

Subsection 52.219.8: Utilization of Small Business Concerns 
Subsection 52.222-3: Convict Labor 
Subsection 52.222-4: Contract Work Hours and Safety Standards Act – Overtime Compensation 
Subsection 52.222-26: Equal Opportunity 
Subsection 52.222-29: Notification of Visa Denial 
Subsection 52.222-35: Equal Opportunity for Veterans 
Subsection 52.222-36: Affirmative Action for Workers with Disabilities 
Subsection 52.222-37: Employment Reports on Special Disabled Veterans, Veterans of the 
Vietnam Era, and Other Eligible Veterans 
Subsection 52.222-54: Employment Eligibility Verification 
Subsection 52.223-6: Drug-Free Workplace 
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PART XI. APPENDICES
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Appendix A. Identification and Certification Status of Multi-State Plan Options 

Subject to the Caveat below, this Appendix sets forth each State-level MSP issuer and identifies 
those of its plans that OPM has certified to be offered pursuant to section 1334 of the Affordable 
Care Act.  Certification indicates that such plans meet the requirements of 45 C.F.R. part 800 and 
OPM guidance and directives.  OPM reserves the sole and exclusive right to decertify or take 
other compliance actions with regard to a health plan offered by a State-level MSP issuer in 
accordance with the terms of the contract; in the event of decertification or other action, OPM 
will cause such decertification or other action to be reflected on this Appendix A. 

Caveat: At the Issuer’s option, in the event that a State fails to approve a State-level MSP 
issuer’s MSP option(s) or the rates for the MSP option(s), the MSP option(s) and rates 
that have not been approved by the start of open enrollment shall not be considered part 
of, and shall be removed from, this Appendix. Each such State-level MSP issuer whose 
MSP option(s) or rates have not been approved shall only be obligated to participate in 
the MSP Program with regard to those of its MSP option(s) and rates, if any, that have 
received necessary State approval and are set forth below.

Each State-level MSP issuer shall provide or cover the benefit more favorable to the consumer 
where any inconsistency exists between the benefits submitted by the Issuer to the MSP Program 
Portal and those set forth in the Official Statement of Benefits, as defined in Section 6.1, 
provided to the consumer. 

Each State-level MSP issuer, identified by its National Association of Insurance Commissioners 
(NAIC) code, if applicable, and its Health Insurance Oversight System (HIOS) Issuer ID, is 
under contract to offer one or more certified MSP options as set forth below. MSP option 
benefits, rates, and other provisions of coverage as submitted by each State-level MSP issuer to 
the MSP Program Portal are incorporated into this contract by reference to the HIOS plan ID. In 
summary, the plan type, market coverage, level of coverage, coverage offering, service area, and 
MSP option certification status are below. 
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Appendix B. RESERVED 
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Appendix C. Identification and Relationship of Contracting Parties  

The following paragraphs, together with the signed Plan Participation Agreements included in 
this Appendix, set forth terms that define, among other things, the relationship between or among 
the parties to this contract. In the event of any conflict between other terms and conditions of this 
contract and the terms and conditions set forth in this Appendix, the terms and conditions of this 
Appendix shall control. 

1. The signatory to this contract is the Blue Cross and Blue Shield Association (“BCBSA”), 
which is the licensor of the Blue Cross and Blue Shield names and marks and is agent of 
its Member Plans (each a “Blue Licensee”) to sign this contract on their behalf. State-
based and Federally-facilitated Exchanges do or may require that QHP issuers sign 
certain agreements (“Agreements”) required for participation in and to offer QHP 
products on Exchanges. 

a. In the event that a Blue Licensee that has signed a Plan Participation Agreement, 
attached to this Appendix, does not sign any such requisite agreement, or signs 
any such Agreement that for any reason is voided, rescinded or considered invalid 
or inapplicable before the earlier of (1) a State-based or Federally-facilitated 
Exchange’s deadline to suppress an MSP option from being offered on an 
Exchange for 2014, or (2) the effective date of open enrollment for the applicable 
State-based or Federally-facilitated Exchange for 2014, such that the Blue 
Licensee is declared or considered unapproved or ineligible to participate in or 
offer QHP products on (or to continue to participate in or offer QHP products on) 
the relevant Exchange(s), BCBSA or the Blue Licensee may choose to nullify its 
Plan Participation Agreement (or, where the Blue Licensee participates in the 
Exchanges in multiple States, to amend its Plan Participation Agreement to 
withdraw from MSP Program participation in the Exchanges of the affected 
State(s)). BCBSA or the Blue Licensee, as applicable, shall notify OPM of the 
choice in writing (whether to nullify or amend or not to nullify or amend). OPM 
shall acknowledge the notice, and the Blue Licensee’s entire or partial 
withdrawal, if any, from the MSP Program, and the Blue Licensee shall, without 
any penalty to, obligation of, or compliance action against BCBSA, the Blue 
Licensee, or any other Blue Licensee (or any person or party acting on any of 
their behalf), have no further or additional obligation to participate or to continue 
participating in the MSP Program. 

b. In the event that a Blue Licensee that has signed a Plan Participation Agreement, 
attached to this Appendix, signs any such Agreement that for any reason is 
voided, rescinded or considered invalid or inapplicable after the earlier of the 
dates set forth in paragraph 1.a., such that the Blue Licensee is declared or 
considered unapproved or ineligible to participate in or offer QHP products on (or 
to continue to participate in or offer QHP products on) the relevant Exchange(s), 
OPM, BCBSA and the Blue Licensee may, if necessary, negotiate in good faith 
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with regard to the ongoing participation of the Blue Licensee in the MSP 
Program. 

c. Neither (1) the withdrawal in whole or in part of a Plan from participation in the 
MSP Program under the terms of paragraph 1.a., nor (2) the results of negotiations 
conducted under the terms of paragraph 1.b., shall have any effect on the 
obligations that OPM, BCBSA and any Blue Licensees continuing their 
participation in the MSP Program would otherwise have under this contract. 

d. OPM and BCBSA shall negotiate in good faith the requirements of this paragraph 
for the 2016 Contract Year, if any. 

2. Unlike Blue Licensees, BCBSA is not a health insurance issuer or risk bearing entity. 
Consequently, provisions of this contract applicable to risk bearing under MSP options 
shall not apply to BCBSA but shall only apply to the Blue Licensees, which along with 
BCBSA comprise the group of issuers under this contract and are identified as State-level 
MSP issuers in Appendix A. These provisions include, but are not limited to: 

Section 1.10 (Management Agreement) 
Section 2.1(a)(1) (re: assessing compliance with Federal and State Exchange 
Standards)
Section 2.1(b)(1) (re: fraud and abuse program conduct and operation)  
Section 2.1(c) (Clinical Care Measures)
Section 2.1(d) (re: monitoring patient safety improvement programs)  
Section 2.1(d)(3) (re: providing Enrollees with information and education 
regarding patient safety)
Section 2.1(d)(4) (re: working with providers and others to implement and expand 
patient safety improvement programs)  
Section 2.1(e) (Quality of Care Reporting) 
Section 2.1(f)(1) (re: developing and maintaining a contract quality assurance 
program)  
Section 2.1(f)(3) (re: meeting designated contract quality assurance standards)  
Section 2.1(g) (re: pursuing COB)
Section 2.1(h) (re: plan performance deficiency)  
Section 2.3 (Notice of Significant Event)
Section 2.8 (Transitional Care)
Section 2.9 (Standards and Requirement for Pharmacy Benefits)  
Section 2.10 (Treatment of Patient Centered Medical Homes and Accountable 
Care Organizations)
Section 2.11 (Accreditation)
Section 2.12 (Internal Claims and Appeals)  
Section 2.13 (External Review)  
Section 2.14 (Network Adequacy Standards)
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Section 2.15 (Provider Directory)
Section 2.16 (Geographic Access to Coverage)  
Section 4.1 (Certification)
Section 4.2 (Recertification)
Section 4.3 (Decertification)
Section 4.4(a) and Section 4.4(c) (Service Area)  
Section 5.1 (Benefits Provided)
Section 5.2 (Cost-Sharing Reductions and Premium Tax Credits)  
Section 5.3 (Levels of Coverage)
Section 5.4 (Premium Rates)  
Section 5.5 (Rate Review)
Section 5.6 (Reinsurance) 
Section 5.7 (Risk Corridors)
Section 5.8(Risk Adjustment)  
Section 6.1 (Official Statement of Benefits and Benefit Plan Material or 
Information)  
Section 6.2 (Misleading, Deceptive, or Unfair Advertising)  
Section 6.3 (Notice to Enrollees)
Section 6.4 (Accessibility Standards)
Section 6.5 (Enrollment Periods for Individuals)  
Section 6.6 (Enrollment Process)  
Section 6.7 (Enrollment Information Collection and Transmission)  
Section 6.8 (Termination of Enrollee Coverage)  
Section 6.9 (Consumer Education)  
Section 6.10 (Required Information)  
Section 7.3 (Reporting Requirements)  
Section 7.4 (Statistics and Special Studies)  
Section 7.5 (Issuer Disaster Recovery Plan)
Section 7.6 (Health Information Technology Requirements)  
Section 8.5 (Segregation of Funds for Abortion Services)  
Section 8.6 (Financial Management)  
Section 10.1 (Compliance with Sections of PHSA Title XXVII Part A)
Section 10.2 (Compliance with Sections of the Affordable Care Act)
Section 10.3 (Compliance with Selected FAR Clauses) Appendices A and D 

3. Each Blue Licensee is a health insurance issuer that offers products in all or part of one or 
more States. It may offer MSP option coverage in a BCBSA-licensed service area that 
overlaps the BCBSA-licensed service area of another Blue Licensee and in all or part of 
one or more States. In addition, each Blue Licensee, including Blue Licensees where 
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there are multiple Blue Licensees in the same State, may: (1) offer different benefits 
(subject to rules applicable to the provision of the essential health benefits called for 
under the applicable EHB-benchmark plan); (2) offer different cost-sharing, within the 
cost-sharing limits permitted under the Affordable Care Act and HHS implementing 
regulations; (3) vary rates, applying different rate build up methodologies; and (4) differ 
in their participation in SHOP Exchanges. 

4. BCBSA and each Blue Licensee are independent legal entities. Unless joint and several 
liability is specifically called for under this contract or by operation of law, BCBSA and 
Blue Licensees, and each of them, shall not under any circumstances be jointly or 
severally liable for the acts or failure to act of any other of them, and each of them is 
solely responsible for its own conduct or misconduct giving rise, or allegedly giving rise, 
to any compliance action, liability, or any other cost or penalty authorized by this contract 
or under law. 

5. The definition of Subcontractor notwithstanding, no Blue Licensee, as a State-level MSP 
issuer under this contract, or any wholly-owned affiliate or subsidiary of any such Blue 
Licensee that acts on its behalf as a State-level MSP issuer, shall in any respect be 
considered a Subcontractor for any purpose of this contract. 

6. The categories of Key Personnel under Section 1.11(a) are: (1) the Chief Executive 
Officers of BCBSA and of each Blue Licensee, (2) BCBSA’s Contract Officer, (3) 
BCBSA’s Contract Officer Representative, (4) BCBSA’s Implementation Vice President, 
and (5) key Blue Licensee contact personnel. 

7. With respect to Section 1.11(b), neither BCBSA nor any Blue Licensee is responsible for 
the selection, supervision, or control and direction over the employees of its 
Subcontractors under this Contract. Neither BCBSA nor any Blue Licensee is 
accountable to the Government for the action of the personnel of the other. 

8. The parties recognize that in the event of the termination of the BCBS License 
Agreement with a Blue Licensee participating in the MSP Program, there may be a 
period of time during which there is a gap of Blue Licensee coverage in the State(s) 
constituting the Blue-licensed service area of the Blue Licensee.  The parties agree that, if 
there is such a termination, (1) the company selected by the BCBSA as the new Blue 
Licensee in the State(s) affected will be allowed to offer coverage upon its selection, 
subject to satisfaction of the requirements of this contract, and (2) the License Agreement 
termination will not affect BCBSA’s participation in the MSP Program or result in 
termination of this contract.
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Appendix D. RESERVED  
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Appendix E. Other Terms and Conditions 

The following paragraphs set forth additional terms and conditions of this contract. In the event 
of any conflict between other terms and conditions of this contract and the terms and conditions 
set forth in this Appendix, the terms and conditions of this Appendix shall control. 

1. BCBSA or Blue Licensees, as applicable, shall provide to OPM in 2016, based on data 
relevant to the 2015 Contract Year, reports called for under Section 2.1(b)(2), Section 
2.1(f)(3), Section 2.9(b), Section 7.8(c), Section 7.9(d), Section 7.10(b), 7.11(a), Section 
8.2(b), and Section 9.7(a).

a. The reports shall be in a form and timeframe mutually agreed to by the parties and 
shall be reasonably designed to provide OPM with information necessary to the 
effective administration of the MSP Program and to minimize the burden on Blue 
Licensees. 

b. At the discretion of BCBSA and Blue Licensees, reports shall be provided on a 
Licensee’s entire book of business, on its Exchange-related book of business for a 
given market, or on its MSP options book of business. 

c. Except as otherwise set forth in this Appendix neither BCBSA nor any Blue 
Licensee shall have any reporting obligation related to the 2015 Contract Year. 

2. When a Blue Licensee is required by law, regulations, or guidance, applicable to QHPs, 
to provide QHP-related reports on performance requirements comparable to performance 
requirements set forth in this contract, BCBSA or the Blue Licensee, shall provide these 
reports to OPM in a manner and timeframe mutually agreed to by BCBSA and OPM.  
BCBSA or the Blue Licensee shall have the option to provide these reports at the 
aggregate QHP level or at an MSP option-specific level and each report shall be provided 
at the same reporting level throughout the Contract Year. Where the reports duplicate the 
OPM reports identified in paragraph 1 above, the submission of the QHP reports shall 
satisfy the paragraph 1 reporting requirements. 

3. The parties recognize that, in 2015, OPM may require reports necessary to the effective 
administration of the MSP Program.  Such reports shall contain, among other possible 
data, data related to enrollment, premiums, network access, and aggregated claims. The 
parties shall negotiate in good faith to define what 2015 reports BCBSA will need to 
provide to OPM, with the understanding that such reports must be practicable and 
reasonable in terms of burden, cost, format and timing. 

4. In the event that OPM receives a congressional request for information related to the 
MSP Program, BCBSA shall cooperate with OPM to provide the information requested, 
provided that all other Issuers are obligated to provide the same information in the same 
manner and format. Any requirement for BCBSA, or any Blue Licensee, to provide 
information that is not otherwise the subject of a report required under this contract shall 
constitute a contract change under Section 1.13, Contract Changes. 

5. Any HHS QRS program data reported to OPM or obtained by OPM from any source 
shall be for information purposes only.  Such data shall not be used by OPM for any other 
purpose, including but not limited to the ranking or tiering of Blue Licensee MSP 
options, the assessing of Blue Licensee performance under the contract, or the auditing of 
the results of, or the methodology or accuracy of the processes relative to, Blue 
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Licensee’s data collection, assembly or reporting. Such data shall not be published in any 
way by OPM or shared with outside entities unless required by law. 

6. With respect to Section 2.1(f)(3):
a. The metrics required under Section 2.1(f)(3)(ii) shall be reported on a 30 calendar 

day basis.
b. The metrics required under Section 2.1(f)(3)(iii) shall be reported on a 21 

calendar day basis.
c. In recognition of the greater relevance to consumers of the value of initial call 

resolution (as compared to such traditional measures as timeliness and blockage 
and abandonment rates), BCBSA shall report under Section 2.1(f)(3)(vii) in lieu 
of reporting under Section 2.1(f)(3)(iv)-Section 2.1(f)(3)(vi). 

7. With respect to Section 2.7, the provisions of Section 2.7(b)(2) shall not apply with 
respect to Large Providers or Subcontractors. The Issuer shall, in connection with 
compliance issues related to the administration of pharmacy benefits, provide reporting 
adequate to monitor progress toward a compliance solution. 

8. The terms of Section 2.8 shall not apply under this contract. Blue Licensees recognize the 
need to protect enrollees’ rights to receive transitional care. Each Blue Licensee shall 
apply the same transitional care as required by applicable Federal or State law, in a 
uniform, consistent and non-discriminatory manner. In the absence of applicable State or 
Federal law, the parties shall negotiate in good faith transitional care requirements on a 
case by case basis.  

9. With respect to Section 2.9, each Blue Licensee shall pursue the best pricing available 
with its Pharmacy Benefit Manager, if any, and promote, to the degree feasible, 
transparency into its PBM pricing. 

10. For the 2015 Contract Year, Section 2.14 (Network Adequacy Standards) shall not apply 
under this contract. Instead, the following terms shall apply as a substitute Section 2.14: 

a. Each Blue Licensee must meet all Federal and State Network Adequacy 
Standards.

b. Blue Licensees shall provide OPM with information on their MSP option 
networks, in addition to providing the network templates and other network data 
provided during the application process. 

11. The terms of Section 2.16 shall not apply under this contract. Instead, the following term 
shall apply as a substitute Section 2.16: Blue Licensees must ensure that MSP option 
enrollees who need highly specialized covered care, including care available only at a 
Center of Excellence or its equivalent, have access to such care within the MSP option 
service area or, if such care is not available within the MSP option services area, outside 
of the MSP option service area. 

12. Each Blue Licensee’s service area is established under its Blue Cross and/or Blue Shield 
License Agreement (Blue Service Area). No Blue Service Area shall be the subject of 
evaluation or approval or disapproval by OPM, unless the Blue Service Area is contrary 
to law. The parties agree that this paragraph is consistent with Section 4.4. 

13. To the extent that the failure of BCBSA or of a Blue Licensee to perform as required 
under this contract is the result of the failure or inability of an Exchange or of a state or 
Federal agency or instrumentality to provide the services or infrastructure required under 
applicable law, regulations, or guidance, BCBSA or the Blue Licensee, as applicable, is 
excused from the required performance. 
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14. The terms of Section 7.3(a) shall not apply to this contract. With respect to Section 7.3(a) 
OPM access to the BCBSA and Blue Licensee MSP Program pharmacy, enrollment and 
claims data, access to such data, including but not limited to claims and provider contract 
and fee schedule data, shall be provided only (1) via standard reports negotiated as part of 
this contract and (2) to enable OPM to run agreed upon reports through access to Blue 
data sets. The timing, scope and method of all reporting and nature of data access shall be 
negotiated. Absent BCBSA’s express written agreement, OPM may not have access to 
such BCBSA and Blue Licensee MSP Program claims data in such a way as to create a 
data warehouse of Blue line level claims data. 

15. If a Blue Licensee’s local security, training, and controls meet the OPM security 
requirements under Section 7.8(b) the Blue Licensee will be deemed as meeting the 
obligations under Section 7.8(b).
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Appendix F. Multi-State Plan and MSP Service Mark License Agreement 

This Service Mark License Agreement (Agreement) is made effective as of the date of this 
contract and through the execution of this contract between the U.S. Office of Personnel 
Management (OPM) and the Issuer. The party granting the right to use the Service Marks is 
OPM, and the party or parties receiving the right to use the Service Marks are those State-level 
MSP issuers that are set forth in Appendix A, the plans of which are certified by OPM to be 
offered as MSP options on State-based Exchanges and Federally-facilitated Marketplaces 
(“certified entities”). Together, the Issuer, including the certified entities, and OPM are referred 
to as “the Parties” to this Agreement.  

OPM is the owner of the Service Marks “MULTI-STATE PLAN” and “MSP” and intends to file 
for registration of the marks with the United States Patent and Trademark Office. In the event the 
United States Patent and Trademark Office (“PTO”) does not issue the registrations and OPM is 
otherwise unable to claim good and valuable service mark protections, the Parties will confer to 
determine whether this agreement shall become null and void. The Service Marks “MULTI-
STATE PLAN” and “MSP” indicate that OPM is the official source of the services provided in 
connection with the marks, namely the administration of the health insurance plans. 

The Issuer has applied for a license to use “MULTI-STATE PLAN” and/or “MSP” in connection 
with health insurance plans certified under Section 1334 of the Patient Protection and Affordable 
Care Act and performance under this contract.

OPM desires to grant a license to the Issuer, including the certified entities, to use “MULTI-
STATE PLAN” and/or “MSP”; 

Therefore, in consideration of the mutual obligations under this contract, the sufficiency of 
which is hereby further acknowledged, the Parties hereby agree as follows:  

LICENSE GRANT. OPM hereby grants to the Issuer, including the certified entities, for the term 
of this contract, the non-exclusive, worldwide, royalty-free right and license to use “MULTI-
STATE PLAN” and/or “MSP” in connection with certified plans identified in Appendix A.

TERMINATION PROVISIONS. This Agreement shall automatically terminate if any of the 
provisions regarding termination or decertification under this contract are exercised by the Issuer 
or OPM, or where otherwise required by Federal or State law. 

TITLE AND OWNERSHIP.  OPM retains title and ownership of the Service Marks. OPM shall, 
in the exercise of its commercially reasonable discretion and at its expense, do all acts necessary 
or desirable for maintaining, renewing, prosecuting applications to register, and enforcing the 
Service Marks, including without limitation taking commercially reasonable efforts to prosecute 
and maintain as valid and in force the applications and any registrations issued in connection 
therewith, and taking commercially reasonable efforts to maintain in good standing the 
Applications and such registrations. 

RESERVATION OF RIGHTS. All rights other than those specifically granted herein to the 
Issuer including the certified entities are reserved to OPM, including, without limitation, OPM’s 
right to continue to own, use, and to grant license to use “MULTI-STATE PLAN” and “MSP” in 
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any form, manner, and medium, so long as such grant is not contrary to the terms of this contract 
or applicable law.

QUALITY CONTROL AND USE. The Issuer understands and agrees that an essential condition 
of this Agreement is the protection of the high reputation enjoyed by OPM in “MULTI-STATE 
PLAN” and “MSP”. In keeping with that condition, any and all use of “MULTI-STATE PLAN” 
and/or “MSP” by certified entities on any materials in connection with certified plans shall be 
used in a manner consistent with all guidance issued by OPM in accordance with Section 1.12 of 
this contract. OPM reserves the right, in its reasonable discretion, to require the Issuer or any 
certified entity to submit reasonable samples of its materials where “MULTI-STATE PLAN” 
and/or “MSP” is used.   

(1) Specific Use Restrictions.  Issuer, and/or each certified entity, shall not use, adopt or 
register any marks confusingly similar to the Service Marks. Without the consent of OPM, 
Issuer, and/or each certified entity, shall not use either Service Mark, or any portion thereof, as a 
domain name, including, without limitation, as a sub-domain name or name of the service or 
company.   

(2) Third-Party Infringement.  Issuer and/or any certified entity will promptly notify OPM if 
it becomes aware of any infringement of either Service Mark by a third party. OPM shall 
promptly notify Issuer if it becomes aware of any infringement of either Service Mark by a third 
party.  Neither Issuer nor any certified entity shall have any right or obligation to prosecute any 
infringement claims against third-party infringers. 

(3) Assignment. Neither Issuer, nor any certified entity, may transfer its rights or obligations 
under this Agreement in whole or in part to any third party without prior written consent of OPM 
and any attempt to do so is void.

WARRANTY AND INDEMNIFICATION. OPM represents and warrants that OPM:  (a) is the 
owner of the Service Marks; and (b) has the unencumbered right and authority to execute and 
perform this Agreement and to grant the rights set forth herein. In the event of a successful 
challenge, the Parties will consult and determine whether to terminate this License Agreement.   

DISPUTES. All disputes under this Agreement shall be resolved under Section 2.6 of this 
contract.

SEVERABILITY; HEADINGS.  If any provision of this Agreement is held to be invalid or 
unenforceable for any reason, the remaining provisions will continue in full force without being 
impaired or invalidated in any way.  Headings are for reference purposes only and in no way 
define, limit, construe or describe the scope or extent of such section. 

APPLICABLE LAW. United States Federal law will apply to resolve any claim arising under 
this Agreement. 
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