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Editor’s Note

This article is the latest in the Health Affairs Forefront featured topic, “Health Policy at a
Crossroads,” produced with the support of the Commonwealth Fund and the Robert Wood

Johnson Foundation. Articles in this topic offer timely analyses of regulatory, legislative, and
judicial developments in health policy under the Trump-Vance Administration and the
119th Congress.

OnJune 20, 2025, the U.S. Department of Health and Human Services (HHS) issued a final
rule that will severely restrict marketplace eligibility, enrollment, and affordability under the
Affordable Care Act (ACA). The final rule will reverse Biden-era policies and impose new
restrictions that will limit enrollment opportunities, raise consumer health care costs, and
impose new administrative burdens that will lead to confusion and make it harder for
consumers to enroll in and maintain marketplace coverage. As a result of these changes,
HHS estimates that up to 1.8 million people could lose their coverage in 2026 alone, and
marketplace enrollees will receive lower premium tax credits and face higher out-of-pocket
costs. The rule was accompanied by a press release and a fact sheet.

Consistent with its rationale in the proposed rule, HHS justifies much of the final rule by
citing the need to address fraudulent and improper enrollment of consumers by agents,
brokers, and web-brokers. Instead of directly regulating these entities (through, say, new
penalties) or adopting other common-sense changes recommended by commenters (such
as two-factor authentication), HHS adopts policies that willimpose new burdens on
consumers, insurers, and marketplaces that will lead to coverage losses. And HHS
imposes many policies on a nationwide basis even though improper enrollments are
concentrated in only some states that use the federally facilitated marketplace (FFM).

The final rule covers a wide range of topics. This article discusses the final rule’s changes to
impose new income and special enrollment period (SEP) verification requirements; deny
advance premium tax credits (APTC) for a consumer’s failure to reconcile prior year tax
credits; and reduce state and insurer flexibility on premium payment thresholds.

A prior article covers the rule’s changes to shorten the annual open enrollment period
(OEP) beginning with the 2027 OEP; eliminate a monthly SEP for low-income consumers;
penalize certain automatic reenrollees with a $5 premium; revise the premium adjustment
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percentage methodology in a way that will increase premium costs for most marketplace
enrollees; erode the generosity of coverage by allowing plans with lower actuarial value;
amend the automatic reenrollment hierarchy; and allow insurers to condition new coverage
on the repayment of past premium debt. This prior article also offers an explanation as to
why HHS is “sunsetting” many of the rule’s provisions and how the rule relates to efforts by
Republicans in Congress to codify similar policies in budget reconciliation legislation.

A third article will cover the rule’s changes to eliminate marketplace and Basic Health
Program eligibility for DACA recipients; prohibit the coverage of treatment for gender
dysphoria as an essential health benefit; and revise standards for agents and brokers.

Imposing SEP Verification Requirements

The final rule adopts two requirements related to SEP verification for the FFM. Beginning
with the 2026 plan year, the FFM will be required to conduct pre-enrollment verification for
all types of SEPs and for at least 75 percent of new SEP enrollments. Under the final rule,
consumers enrolling through the FFM will have their SEP eligibility verified electronically or
must submit documentation to confirm their eligibility for a SEP. This process must be
completed before new coverage takes effect.

The final rule makes two significant shifts relative to the proposed rule. First, HHS proposed
extending these requirements to SBMs but did not finalize that policy. HHS acknowledges
that improper enrollment is concentrated in the FFM and does not believe that the burden
of these changes on SBMs is worth the benefits for the 2026 plan year.

Second, HHS will sunset this part of the final rule at the end of the 2026 plan year. This
means the FFM will need to develop a new system to conduct extensive pre-enrollment
SEP verification that will then be abandoned for 2027. As discussed in a prior article, this
seems to be an effort to maximize savings for the One Big Beautiful Bill Act, which would
impose burdensome new verification requirements (during both OEPs and SEPs) before an
applicant can receive premium tax credits. (The current Senate draft, but not the House-
passed version, would allow the Secretary of HHS to waive this verification requirement for
individuals who qualify for a SEP because of a change in family size.)

HHS continues to justify this change under the guise of rooting out improper enrollment,
but it remains unclear how administrative burdens on new enrollees address what HHS
perceives to be high levels of improper enrollment among current enrollees. HHS also
acknowledges that the expiration of enhanced premium tax credits will “appropriately
deter future levels of improper enrollments” without explaining why this policy is still
needed for the 2026 plan year since the enhanced subsidies expire at the end of 2025.

The History
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Through mid-2016, consumers were largely able to self-attest to their eligibility for SEPs
and enroll in coverage without further verification. In 2016, the Obama administration took
several steps to help curb potential abuses of SEPs, including by issuing warnings on
HealthCare.gov, conducting retrospective audits of SEP enrollments, developing a SEP
confirmation process, and preparing a pilot program for limited pre-enrollment verification
for certain SEPs. In 2017, the first Trump administration accelerated these efforts, leading
HHS to skip the pilot program and swiftly impose pre-enrollment SEP verification
requirements. The Trump administration later proposed to require all marketplaces to
verify SEP eligibility for at least 75 percent of new SEP enrollments.

The Biden administration rolled back the Trump-era requirements in the 2023 payment

notice and declined to finalize the Trump administration’s proposal to extend these
requirements to all marketplaces, noting concern that pre-enrollment verification can
negatively impact the marketplace risk pool. Currently, marketplaces have the option to
conduct pre-enrollment SEP verification processes, and HHS conducts pre-enrollment
verification of SEP eligibility only for the loss of minimum essential coverage.

The Details

Under the final rule, the FFM must conduct pre-enrollment SEP verification of eligibility for
five SEPs (marriage, adoption, moving to a new coverage area, loss of minimum essential
coverage, and Medicaid/CHIP denial) and for at least 75 percent of all new SEP
enrollments. If the FFM is unable to verify a consumer’s eligibility, that consumer cannot
enroll and their plan must be canceled. HHS expects more than 293,000 SEP verification
issues for FFM applicants, with costs to consumers of more than $7 million in 2026. Costs
to the FFM include nearly $3 million to implement these requirements in 2025 and an
estimated $14.6 million to review and verify consumer documents in 2026.

HHS finalizes this change even though most commenters—including patient advocates,
health care providers, state officials, SBMs, and agents and brokers—opposed this
requirement. These commenters raised concerns that the additional burden associated
with pre-enrollment verification would increase coverage barriers that would reduce
enrollment, lead to adverse selection, and contribute to worse health outcomes for those
unable to enroll through a SEP because they cannot satisfy verification requirements.

HHS acknowledges this burden on consumers and that young people resolve SEP
verification issues at a lower rate than older consumers. But the agency does not believe
these concerns are significant enough to outweigh the merits of SEP verification for 2026
and states that the number of young people at issue is small. In stark contrast to concerns
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about adverse selection, HHS estimates that premiums will decline by up to 1 percent with
federal savings of about $105.4 million because of SEP verification.

Other commenters—including health insurers, health care providers, advocacy groups,
and individuals—supported SEP verification requirements. These commenters believe
these changes could help reduce or eliminate what they perceive to be SEP-related fraud.
HHS generally agreed with these commenters; it anticipates an experience similar to when
SEP verification was first implemented in 2017, citing FFM data from when the prior pre-
enrollment verification requirement was in place.

While many consumers were able to submit verification of their SEP eligibility during this
prior period, not all were able to. In 2019, about 14 percent of FFM applicants were unable
to resolve their SEP verification issue. HHS seems to take this data to conclude that SEP
verification did not present “any substantial enrollment barrier” even though about 1in 7
consumers was unable to successfully complete the process. HHS also interprets SEP
enrollment data to suggest that pre-enrollment verification requirements were associated
with longer enrollment duration and healthier enrollees from 2017 to 2022.

Increased Administrative Burdens Related To Income Verification

The final rule imposes three additional income-related verification requirements on APTC-
eligible consumers. First, marketplaces must generate data matching issues (DMls) when a
consumer’s attested projected income is above the federal poverty level (FPL) but federal
data sources indicate that actual income is below this level. Second, marketplaces must
verify an applicant’s income when tax return data is unavailable. Third, marketplace
consumers will no longer receive an automatic 60-day extension to resolve income-related
DMlis. All three of these requirements apply to all marketplaces, both the FFM and SBMs,
beginning on the rule’s effective date of August 25, 2025.

The proposed rule would have made these policies permanent. However, HHS will sunset
the first two of these three provisions at the end of the 2026 plan year. (The 60-day
extension to resolve income inconsistencies will remain in effect permanently.) As with
much of the final rule, HHS justifies this policy based on the need to “shed excess improper
enrollment” that, according to the agency, is artificially high because of the availability of
fully subsidized plans. But it remains to be seen how two requirements that make it harder
for low-income consumers to newly enroll will help rid marketplaces of existing improper
enrollment, especially with the enhanced subsidies set to expire at the end of 2025.

Requiring Income Documentation When Tax Data Shows Income Below 100 Percent Of The
Poverty Line



Under the final rule, all marketplaces must newly verify a consumer’s income if: (1) a
consumer’s projected income is higher than FPL; (2) federal data sources show that their
actualincome is below FPL; (3) the individual is not eligible for Medicaid or CHIP based on
theirincome; and (4) their projected income exceeds actual income by a “reasonable
threshold” (i.e., at least 10 percent or a threshold dollar amount). This requirement will
apply beginning in August 2025 and sunset at the end of the 2026 plan year.

The History

Under current rules, DMIs are generated when an individual’s projected income is lower
than their actual income, but not when the individual’s projected income is higher. This is
because APTC generally falls as income increases, and DMIs can impose substantial
burdens on consumers. But, in states that have not expanded Medicaid, low-income
consumers may have an incentive to project an income above FPL to qualify for APTC and
avoid the Medicaid coverage gap. The final rule targets this purported incentive.

This is the Trump administration’s second attempt to adopt this policy. The first Trump
administration tried to adopt a similar policy in 2019, but a federal district court set this
provision aside after concluding that HHS failed to adequately justify the policy or respond
to public comment. HHS now asserts that it has stronger evidence of the need forincome
verification based on concerns about improper enrollment, citing some data to this effect
(although the data itself was disputed by many commenters).

The Details

Instead of accepting an applicant’s projected income, marketplaces will now be required
to generate a DMI when data from the IRS, the Social Security Administration, or other
trusted data sources show that a consumer’s income is below FPL and these other
circumstances are met. Consumers will have a 90-day window to provide additional
information to substantiate their projected income (with the possibility of a 60-day
extension as discussed below). This requirement will not apply to those who are lawfully
present and ineligible for Medicaid because of their immigration status.

Collecting and submitting this documentation can be especially challenging for low-
income workers whose income is unpredictable and may stem from multiple sources. And
this will not be a small lift: HHS estimates that there will be about 340,000 inconsistencies
for the FFM and 208,000 inconsistencies for SBMs to the tune of more than $13 million in
costs to consumers in 2026. For those who cannot provide sufficient documentation, the
marketplace will determine their eligibility based on trusted data sources, meaning many
will be deemed ineligible for APTC if these data show that income is below FPL. Indeed,



HHS expects 50,000 people in the FFM and 31,000 people in SBMs to lose APTC eligibility
as a result of this requirement, with federal savings of about $191 million in 2026.

That’s not all. HHS estimates the operational costs (to receive, review, and verify
documents) for the FFM and the SBMs to be about $20.2 million and $12.4 million,
respectively, in 2026. This is in addition to the technical updates to eligibility systems,
which are estimated to be nearly $776,000 for the FFM and more than $14.7 million for the
SBMs in 2025; because the policy sunsets in 2026, marketplaces will incur the same
amount of costs again in 2026 to undo this change.

Additional Responses To Comments

Several commenters urged HHS to delay this requirement to at least the 2026 plan year.
However, HHS is unmoved by concerns about operational challenges and administrative
burdens on insurers, health care providers, and assisters. HHS also does not adjust the
policy in response to concerns raised by SBMs and rejects the suggestion to impose this
requirement only in states that have not expanded Medicaid.

SBMs (and other commenters) emphasized that nearly all SBM states have expanded
Medicaid and that there is little to no concern in these states about this type of purported
fraud by consumers or agents, brokers, and web-brokers. SBMs made clear that they are
unable to implement this requirement, especially within 60 days but potentially at all in
light of some state limits on the use of federal tax information. HHS is unmoved by these
concerns and believes the program integrity gains of this policy outweigh its potential
costs. HHS also seems to assert that this part of the final rule will not be burdensome to
SBMs because the requirement is only in effect through the end of the 2026 plan year.

Requiring Income Documentation When Tax Data Is Unavailable

Beginning on the rule’s effective date in August 2025, marketplaces must verify an
applicant’s projected income when tax data from the IRS is not available. If the IRS does
not have tax return data, the marketplace must initiate verification and data matching
processes and check other trusted data sources. If the applicant’s income still cannot be
verified, the marketplace must generate an income-related DMI, and the consumer must
submit documentation.

HHS estimates that this policy will result in about 1.72 million inconsistencies for the FFM
and 1.06 million inconsistencies for SBMs with total costs to consumers of more than
$66.7 million in 2026. Many of these applicants—252,000 applicants through the FFM and
155,000 applicants through SBMs—are expected to lose some or all APTC as a result. And
both the FFM and SBMs will face significant operational costs (to receive, review, and verify
consumer information) of more than $102 million and $62.75 million, respectively, in 2026.



These costs are in addition to the one-time costs of nearly $873,000 and $16.59 million to
update eligibility systems for the FFM and SBMs, respectively.

Further, HHS asserts that the prior policy—to defer to a consumer’s attestation—and
agency rationale were inconsistent with income verification requirements under Section
1411(d) of the ACA. This position makes it even more bizarre that this requirement will
sunset at the end of the 2026 plan year. If HHS believes the attestation option was unlawful
or inconsistent with the ACA, it makes little sense to allow marketplaces to resume relying
on consumer attestations when income data is unavailable in 2027.

Comments on this provision were mixed. Supporters agreed with HHS that this change will
reduce fraud and protect against surprise tax bills. Opponents raised concerns about
barriers for vulnerable consumers, higher administrative burdens and associated costs,
and coverage losses that could destabilize the risk pool. HHS acknowledges that some
applicants will face higher administrative burdens but believes this policy is important for
program integrity, will not deter many eligible people from enrolling, and will not destabilize
the risk pool.

Similar to other provisions discussed in this article, HHS is not swayed by concerns from
SBMs regarding the burdens associated with this requirement. SBMs had asked for
continued flexibility to set their own income verification processes and procedures. HHS
disagrees that flexibility is needed and notes that states can call other data sources if IRS
data is unavailable such that states have sufficient flexibilities.

Shortening The Period To Provide Income Documentation

Beginning on the rule’s effective date in August 2025, marketplace consumers will no
longer receive an automatic 60-day extension to resolve income-related DMIs (like those
generated under the two new policies just discussed). Under the final rule, applicants will
have 90 days to provide additional documentation when their projected income does not
match their income in administrative data (e.g., a recent tax return). This is a permanent
policy that applies to both the FFM and SBMs, although SBMs can authorize extensions on
a case-by-case basis. HHS expects this policy to result in total SBM costs of about $9.5
million.

Many commenters opposed this policy, raising concerns that this change could make it
harder for low-income people, people with disabilities, seniors, and others to enroll and
destabilize the risk pool. In response, HHS emphasizes that consumers can request a 60-
day extension if they can show they made a good-faith effort to obtain the necessary
documentation. Even so, HHS acknowledges that this policy will result in the loss of APTC



for about 140,000 FFM enrollees and 86,000 SBM enrollees, resulting in about $266 million
in APTC savings to the federal government.

Similar to the above, HHS takes issue with the agency’s legal justification when adopting
the 60-day extension in the 2024 payment notice. HHS now asserts that Section 1411 of
the ACA cannot be read to authorize the automatic 60-day extension and any flexibility that
HHS had to extend the 90-day period was limited to 2014. HHS also disputes the benefits
of the 60-day extension, citing some data. But HHS primarily concludes that HHS exceeded
its authority in authorizing the automatic 60-day extension, which must be eliminated.

Failure To File And Reconcile

The final rule temporarily revokes the Biden-era “failure to file and reconcile” policy, which
required marketplaces to deny APTC to consumers who failed to file a tax return and
reconcile past receipt of APTC for two consecutive years. Beginning with the 2026 plan
year, marketplaces will be required to deny APTC to a consumer who fails to file and
reconcile past APTC for one year. Marketplaces must also comply with relevant notice
requirements. This requirement applies to all marketplaces, both the FFM and SBMs.

The proposed rule would have made this policy permanent, but HHS will sunset this part of
the final rule at the end of the 2026 plan year. This means HHS will, in a matter of months
and only for a single year, adopt a 1-year failure to file and reconcile policy before reverting
back to the current 2-year policy beginning with the 2027 OEP.

Similar to the policies discussed above and in a prior article, this seems to be an effort to
maximize savings for the One Big Beautiful Bill Act, although it is not entirely clear how this
will play out given how Republicans in Congress have (to date) drafted this provision.
Specifically, the House-passed bill and current Senate draft directly incorporate the
proposed rule by reference. Said another way, the legislative text refers directly to the
relevant provision of the proposed rule itself (i.e., as published on March 19, 2025). Yet, the
proposed rule would not sunset.

The History

To maintain eligibility for marketplace subsidies, a consumer must file a tax return to
reconcile their APTC. When enrolling in marketplace coverage, consumers qualify for APTC
based on their projected income for the year. APTC is provided directly to their insurer to
cover all or part of the consumer’s premium. This amount is then “reconciled” at tax time
based on the enrollee’s actual income. If the consumer earned more than they projected,
they may owe money back to the federal government (subject to “clawback” repayment
limits for some enrollees). If a consumer fails to file and reconcile APTC for a prior year, the
marketplace will discontinue their APTC but must provide notice before doing so.
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HHS first adopted a failure to file and reconcile eligibility restriction in 2012, and the IRS
maintains separate regulations requiring tax filers to file and reconcile APTC (and can use
existing enforcement tools for failing to properly file a return). HHS’s initial notice
requirement was eliminated in 2018 by the first Trump administration. And HHS temporarily

suspended enforcement of the failure to file and reconcile requirement for the 2019, 2020,
and 2021 tax years as millions of tax returns went unprocessed during the pandemic.

In 2022, HHS adopted a policy that requires marketplaces to deny APTC only when the IRS
reports that an applicant has failed to file and reconcile for two consecutive years (instead
of one year), with warning notices for those who failed to file and reconcile APTC. This two-
year policy with notice was designed to help balance program integrity with concerns about
delayed or missing IRS data, consumer confusion, and administrative burden.

The Details

Under the final rule, a consumer is ineligible for APTC if they failed to file a federal tax return
and reconcile APTC for the prior year. HHS also reverts to the notice requirements that were
previously in place (the preamble includes a helpful chart that summarizes “recheck”
notices and timing). SBMs retain flexibility in issuing notice requirements and could send
either direct notices to taxfilers, indirect notices that are more general, or both.

On average, 30 percent of enrollees lost their APTC from 2016 to 2020 because they failed
to file a tax return or reconcile their APTC between the OEP and “recheck” process. Overall,
HHS expects this policy will affect about 210,00 households and reduce annual APTC
spending by as much as $1.28 billion in 2026. SBMs will face total one-time costs of about
$19.4 million in 2025 to update eligibility systems—and an additional $19.4 million in 2026
to revert back to the current policy after this provision sunsets for the 2027 plan year.

HHS recognizes but largely ignores concerns raised by SBMs about this burden and that it
is infeasible to make technological changes to revert to the 1-year policy in time for the
2026 OEP. HHS also disputes SBM data showing that only 1 percent of enrollees failed to
file a tax return for two consecutive years, pointing to an error in IRS data from December to
March 2025 where failure to file and reconcile data was not being correctly reported.

Additional Responses To Comments

Many commenters opposed the policy, raising concerns about consumer confusion, a lack
of due process, IRS processing delays, the short timeframe to implement this change, and
coverage losses that increase the risk of adverse selection. HHS shares commenters’
concerns about coverage losses among lower-income people and the potential for adverse
selection but believes the one-year failure to file and reconcile policy is needed to reduce
improper APTC—at least for 2026. For future plan years, HHS acknowledges that the
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policy’s “utility is less apparent” after enhanced premium tax credits expire. This is
because much of the incentive for “unscrupulous agents and brokers to fraudulently enroll
consumers” is eliminated with the expiration of enhanced subsidies. (Once again, this
rationale seems to overlook the fact that enhanced premium tax credits will already have
expired in 2026 too.)

HHS also emphasizes that enrollees can file an appeal with the marketplace if they
erroneously lose APTC eligibility and asserts that the annual “recheck” process should help
mitigate some of these concerns, including about IRS processing times. HHS also intends
to monitor this policy’s effects during 2026 to determine whether it should be extended.

Perhaps in response to criticism over a lack of data in the proposed rule, HHS partially
updates its projections, finding that the one-year notices sent during the 2025 OEP were
“relatively effective.” HHS also cites data from the “recheck” process that was initiated in
March 2025, noting a 73 percent decline in those who had failed to file and reconcile for
one year or had filed their taxes but failed to reconcile their APTC. HHS attributes this
decline to the one-year notices. Those with a two-year status were, however, less
responsive to notices: that population decreased by only about 24 percent. HHS also
emphasizes that it has limited data regarding those who have failed to file and reconcile
because of privacy concerns; IRS regulations generally prohibit marketplaces from
providing applicants with information about their failure to reconcile status.

Finally, some commenters argued that the failure to file and reconcile requirement has no
statutory basis and should be fully repealed. HHS disagrees but, in doing so, points
primarily to IRS authority (including the IRS regulations noted above) and what HHS refers
to as its “general rulemaking authority” under Section 1321 of the ACA.

Reduced Flexibility On Premium Payment Thresholds

The final rule temporarily eliminates two Biden-era policy changes that give insurers
additional flexibility in setting premium payment thresholds. These thresholds help
insurers minimize coverage losses when an enrollee underpays their premium by a de
minimis amount. Beginning in August 2025, insurers can use only a net premium
percentage threshold, which could cause enrollees to lose coverage even for de minimis
nonpayment of premiums. This policy applies to both the FFM and SBMs.

The proposed rule would have made this policy permanent. However, HHS will now sunset
this part of the final rule at the end of the 2026 plan year. This means marketplaces could
allow insurers to resume relying on percentage-based and fixed-dollar premium payment
thresholds when assessing an enrollee’s premium payment beginning in 2027. HHS wants
to reduce insurer flexibility to terminate coverage only from August 2025 to January 2027.
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Unlike the other sunsetting provisions, | am not aware of an analogue in the current Senate
draft of the One Big Beautiful Bill Act that would accomplish the same goal as the premium
payment thresholds policy. Perhaps this will be a policy that Republicans in Congress try to
add to the bill as it advances through the process.

The History

The ACA generally requires consumers to pay their full premium (referred to as a “binder
payment”) to effectuate coverage or avoid triggering a grace period or termination. Insurers
have long been allowed to set a minimum percentage of the consumer’s premium share—
known as the net premium percentage threshold—that will satisfy the full premium
requirement. For instance, if a consumer owes $100 per month in premiums (because her
full premium is $400 and her APTC cover $300) and her insurer has a net premium
percentage threshold of 95 percent, she must contribute at least $95 towards her monthly
premium to effectuate or maintain her coverage. If she fails to contribute this amount, she
may be terminated from her coverage or enter into a grace period.

The net premium percentage threshold is less protective if a consumer owes only a
nominal amount in premiums and pays a smaller share. For instance, if the same
consumer received APTC of $398, she could be terminated or enter into a grace period if
she paid only $1.50 of her $2 premium because she would not have satisfied the 95
percent threshold. For 2023, HHS found that more than 184,000 policies were terminated
for premium nonpayment when an enrollee owed $10 or less, representing about 12
percent of the total number of policies terminated for nonpayment that year.

To address such situations, the Biden administration provided insurers with two additional
threshold options. First, insurers could set a gross premium percentage threshold of no
less than 98 percent for the combined premium paid by both APTC and the consumer’s
contribution. Second, insurers could set a fixed-dollar threshold—limited to no more than
$10—for permissible non-payment. The rule also clarified that a net premium percentage
threshold of at least 95 percent would be considered reasonable. Enrollees that satisfied
these threshold policies could avoid coverage termination or triggering a grace period for
premium nonpayment.

The Details

The final rule temporarily eliminates the option for insurers to rely on gross premium
percentage or fixed-dollar thresholds beginning with the rule’s effective date. As a result,
insurers will be required to offer only net premium percentage thresholds, reverting to
policy established in the 2017 payment rule. HHS estimates that this change will reduce
APTC payments by about $820 million in 2026.


https://www.healthaffairs.org/content/forefront/final-2026-notice-benefit-payment-parameters-marketplace-standards-and-insurance

Most commenters opposed the proposal because it would create barriers to coverage for
low-income enrollees and vulnerable populations, undermine continuous coverage,
increase the uninsured rate, destabilize insurance markets, and disproportionately affect
vulnerable populations. Some commenters pointed out that this policy does not address
HHS’s program integrity concerns because these thresholds do not apply to binder
payments (meaning enrollee must pay the full premium to effectuate coverage even if the
insurer has flexibility after that). Others noted that the premium payment threshold policies
were not allowed until January 15, 2025 and are unrelated to HHS’s data and concerns
about improper enrollment and fraud from 2023 and 2024; these commenters urged HHS
to monitor this issue before rescinding these policies. Still other commenters explained
that many insurers have already invested time and money into making changes to
implement the new thresholds.

HHS was not moved by these comments and, while acknowledging many of these effects
(including sunk costs for insurers), continues to believe that this temporary policy is critical
to addressing improper enrollment by requiring enrollees to pay some portion of the
premium. HHS also continues to raise concerns about fully subsidized plans, even though
the number of consumers eligible for $0 premium plans is expected to significantly decline
in 2026 if Congress fails to extend the enhanced premium tax credits. HHS intends to
collect additional data on the effects of this policy during 2026. HHS affirms that the net
premium threshold amount remains in place and is not modified by the final rule.

Source: https://www.healthaffairs.org/content/forefront/hhs-finalizes-aca-marketplace-
rule-part-2-income-and-sep-verification-failure-reconcile
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