nystate

The Official Health Plan Marketplace

STATE OF NEW YORK
DEPARTMENT OF HEALTH
P.O. Box 11729

Albany, NY 12211

Notice of Decision

Decision Date: November 20, 2017

NY State of Health Account ID:
Appeal Identification Number: APO00000021985

vear I

On October 26, 2017, you appeared by telephone at a hearing on your appeal of
NY State of Health’s August 31, 2017 eligibility determination.

The enclosed Decision, rendered after that hearing, is issued by the Appeals Unit
of NY State of Health.
If you have questions about your Decision, you can contact us by:

e Calling the Customer Service Center at 1-855-355-5777

¢ Sending Mail to:

NY State of Health Appeals
P.O. Box 11729
Albany, NY 12211

¢ Sending a Fax to 1-855-900-5557

When contacting NY State of Health about your appeal and/or the Decision,
please refer to the Appeal Identification number and the NY State of Health
Account ID at the top of this notice.

Legal Authority

We are sending you this notice in accordance with 45 Code of Federal
Regulations (CFR) § 155.545.

If you need this information in a language other than English or you need assistance reading this notice, we
can help you. Call 1-855-355-5777 (TTY - English: 1-800-662-1220) (TTY — Spanish: 1-877-662-4886).
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STATE OF NEW YORK
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P.O.Box 11729
Albany, NY 12211
Decision

Decision Date: November 20, 2017

NY State of Health Account ID: M
Appeal Identification Number: A 5

Issues

The issues presented for review by the Appeals Unit of NY State of Health are:

Did NY State of Health (NYSOH) properly determine that you were eligible
to receive up to $189.00 per month in advance payments of the premium
tax credit (APTC), effective October 1, 20177

Did NYSOH properly determine that you were eligible for cost-sharing
reductions?

Did NYSOH properly determine that you were not eligible for the Essential
Plan?

Procedural History

On August 30, 2017, you updated your application for financial assistance. That
day, a preliminary eligibility determination was prepared stating that you were
eligible to receive up to $189.00 in APTC and eligible to receive cost-sharing
reductions if you enrolled in a silver level qualified health plan, effective October
1, 2017.

Also on August 30, 2017, you spoke to NYSOH’s Account Review Unit and
appealed the level of your APTC.

On August 31, 2017, NYSOH issued a notice of eligibility determination, based
on the August 30, 2017 application, stating that you were eligible to receive up to
$189.00 in APTC and eligible to receive cost-sharing reductions if you enrolled in

If you need this information in a language other than English or you need assistance reading this notice, we
can help you. Call 1-855-355-5777 (TTY - English: 1-800-662-1220) (TTY — Spanish: 1-877-662-4886).



a silver level qualified health plan, effective October 1, 2017. That notice also
stated that you were not eligible for the Essential Plan or Medicaid because your
income was over the allowable income limits for those programs.

On October 26, 2017, you had a telephone hearing with a Hearing Officer from
NYSOH’s Appeals Unit. The record was developed during the hearing and held
open until November 9, 2017, to allow you to submit supporting documentation.

On November 7, 2017, the Appeals Unit received income documentation from
you which has been marked as Appellant’s Exhibit #1. The record is now closed.

Findings of Fact
A review of the record supports the following findings of fact:

1) You testified that you expect to file your 2017 taxes with a tax filing status
of single. You will claim two dependents on that tax return.

2) You are seeking insurance for yourself.

3) The application that was submitted on August 30, 2017 listed annual
household income of $44,640.00, consisting of $44,640.00 you earn from
your employment. You testified that this amount was incorrect insofar as
you believe NYSOH may have overestimated your anticipated 2017
earnings.

4) You testified that you are employed by ||| G <2ning
$22.00 an hour and working 10 hours per week. You testified that you are
paid biweekly.

5) You provided pay stubs from indicating that your
gross biweekly pay is $440.00. You testified that you anticipate earning
$11,440.00 for 2017.

6) You testified that you are also employed by ||| GGG N
earning $22.00 an hour and working 25 hours per week.

7) You testified that you are paid weekly ($550.00) by
and that you anticipate earning $28,600.00 for 2017.

8) You testified that you were employed by— from
January 1, 2017 through March 15, 2017 and that you earned $2,600.00

during that time period.

If you need this information in a language other than English or you need assistance reading this notice, we
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9) You testified that you anticipate earning $2,000.00 in annual income for
2017 from your work as an independent marketing consultant.

10)Your application states that you will not be taking any deductions on your
2017 tax return.

11)Your application states that you live in Queens County.
12)Based on your testimony and NYSOH records, NYSOH correctly

determined your anticipated 2017 annual income to be $44 640.00:
$11,440.00 :

13)You testified that through your appeal you want your eligibility
redetermined insofar as you are seeking an increase in APTC.

Conflicting evidence, if any, was considered and found to be less credible than
the evidence noted above.
Applicable Law and Regulations

Advance Payments of Premium Tax Credit

Advance payments of the premium tax credit (APTC) are generally available to a
person who is eligible to enroll in a qualified health plan (QHP) and (1) expects to
have a household income between 138% and 400% of the applicable federal
poverty level (FPL), (2) expects to file a tax return and claim a personal
exemption deduction for a person who meets the eligibility requirements to enroll
in a QHP, and (3) is not otherwise eligible for minimum essential coverage
except through the individual market (see 45 CFR § 155.305(f), 42 CFR §
435.119(b), 42 CFR § 435.911(b)(1), 42 CFR § 435.603(d)(4)).

The maximum amount of APTC that can be authorized equals:
1) the cost of the health insurance premium for the taxpayer’s coverage
family in the second lowest cost silver plan offered through NY State of
Health in the county where the taxpayer resides
minus

2) the taxpayer’s expected contribution amount

(see 26 USC § 36B, 26 CFR § 1.36B-3).

If you need this information in a language other than English or you need assistance reading this notice, we
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The taxpayer’s expected contribution amount is the amount that the taxpayer is
expected to spend on health insurance premiums. The expected contribution for
2017 is set by federal law at 2.04% to 9.69% of household income (26 USC §
36B(b)(3)(A), 26 CFR § 1.36B-3T(g)(1), IRS Rev. Proc.2016-24).

In an analysis of APTC eligibility, the determination is based on the FPL for the
first day of the open enrollment period of the benefit year for which coverage is
requested (45 CFR §§ 155.300(a), 155.305(f)(1)(i)). On the date of your
application, that was the 2016 FPL, which is $20,160.00 for a three-person
household (81 Federal Register 4036).

For annual household income in the range of at least 200% but less than 250%
of the 2016 FPL, the expected contribution is between 6.43% and 8.21% of the
household income (26 CFR § 1.36B-3T(g)(1), 45 CFR § 155.300(a), IRS Rev.
Proc. 2016-24).

People who use the APTC to help pay health insurance premiums must file a
federal tax return and reconcile their expected income (stated on NYSOH
application) with their actual income (stated on their federal income tax return).
Those who take less tax credit in advance than they claim on the tax return may
get the rest of it as an income tax refund or have their tax bill reduced. Those
who take more tax credit in advance than they can claim on their tax return will
owe the difference as additional income taxes (26 CFR § 1.36B-4).

Cost-Sharing Reductions

Cost-sharing reductions (CSR) are available to a person who (1) is eligible to
enroll in a QHP through NYSOH, (2) meets the requirements to receive APTC,
(3) is expected to have an annual household income that does not exceed 250%
of the FPL for the first day of the open enrollment period of the benefit year for
which coverage is requested, and (4) is enrolled in a silver-level QHP (45 CFR §
155.300(a), 45 CFR § 155.305(g)(1)).

Essential Plan

NYSOH must generally determine an applicant eligible for the Essential Plan, a
basic health plan, if the person is (1) a resident of New York State, (2) expects to
have a household income between 138% and 200% of the applicable federal
poverty level (FPL) or, in the case of an individual who is a lawfully present non-
citizen who is ineligible for Medicaid or Child Health Plus as a result of their
immigration status, has a household income that is between 0% and 200% of the
FPL, (3) is not otherwise eligible for minimum essential coverage except through
the individual market, (4) is 64 years old or younger, (5) is a citizen or a lawfully
present non-citizen, and (6) is not incarcerated (see 42 CFR § 600.305, 42 CFR
§ 435.603(d)(4), 45 CFR § 155.305(e), NY Social Services Law § 369-gg(3), 42
USC § 18051).

If you need this information in a language other than English or you need assistance reading this notice, we
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In an analysis of Essential Plan eligibility, the determination is based on the FPL
in effect on the first day of the benefit year for which coverage is requested (45
CFR § 155.300(a)). On the date of your application, that was the 2016 FPL,
which is $20,160.00 for a three-person household (81 Fed. Reg. 4036).

A person who has a household income that is at or below 150% of the FPL has a
$0.00 premium contribution (New York’s Basic Health Plan Blueprint, p. 21, as
approved January 2016; see https://www.medicaid.gov/basic-health-
program/basic-health-program.html).

A person who has a household income greater than 150% of the FPL or below
200% of the FPL has a $20.00 per month premium contribution (New York’s
Basic Health Plan Blueprint, as approved January 2016).

The Essential Plan is considered minimum essential coverage therefore, a
person who is eligible for the Essential Plan is not eligible for any premium tax
credit because they are eligible for minimum essential coverage through the
individual market (see 26 CFR § 1.36B-2(c)(1), 26 USC § 5000A(f)(1)(C)).

Legal Analysis

The first issue is whether NYSOH properly determined that you were eligible for
an APTC of up to $189.00 per month.

The application that was submitted on August 30, 2017 listed an annual
household income of $44,640.00 and the eligibility determination relied upon that
information.

You are in a three-person household. You expect to file your 2017 income taxes
as single and will claim two dependents on that tax return.

You reside in Queens County, where the second lowest cost silver plan available
for an individual through NYSOH costs $456.46 per month.

An annual income of $44,640.00 is 221.43% of the 2016 FPL for a three-person
household. At 221.43% of the FPL, the expected contribution to the cost of the
health insurance premium is 7.19% of income, or $267.46 per month.

The maximum amount of APTC that can be approved equals the cost of the
second lowest cost silver plan available through NYSOH for an individual in your
county ($456.46 per month) minus your expected contribution ($267.46 per
month), which equals $189.00 per month. Therefore, NYSOH correctly
determined you to be eligible for up to $189.00 per month in APTC.

If you need this information in a language other than English or you need assistance reading this notice, we
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The second issue is whether you were properly found eligible for cost-sharing
reductions. Cost-sharing reductions are available to a person who has a
household income no greater than 250% of the FPL. Since a household income
of $44,640.00 is 221.43% of the applicable FPL, NYSOH correctly found you to
be eligible for cost sharing reductions.

The third issue under review is whether NYSOH properly determined that you
were ineligible for the Essential Plan.

The Essential Plan is provided through NYSOH to individuals who meet the non-
financial requirements and have a household modified adjusted gross income
that is between 138% and 200% of the FPL for the applicable family size. On the
date of your application, the relevant FPL was $20,160.00 for a three-person
household. Since an annual household income of $44,640.00 is 221.43% of the
2016 FPL, NYSOH properly found you to be ineligible for the Essential Plan.
Since the August 31, 2017 eligibility determination properly stated that, based on
the information you provided, you were eligible for up to $189.00 per month in

APTC, eligible for cost-sharing reductions and ineligible for the Essential Plan, it
is correct and is AFFIRMED.

Decision

The August 31, 2017 eligibility determination notice is AFFIRMED.

Effective Date of this Decision: November 20, 2017

How this Decision Affects Your Eligibility

The August 31, 2017 eligibility determination notice is AFFIRMED.
You remain eligible for up to $189.00 in APTC.

You are eligible for cost-sharing reductions.

You are ineligible for the Essential Plan.

If You Disagree with this Decision (Appeal Rights)

This Decision is final unless you submit an appeal request to the Federal
Marketplace or bring a lawsuit under New York Civil Practice Law and Rules,
Article 78.

If you need this information in a language other than English or you need assistance reading this notice, we
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You may bring a lawsuit on any Appeals Unit decision in New York State court in
accordance with Article 78 of the New York Civil Practice Law and Rules. This
must be done within four months of the Decision Date, which appears on the first
page of this Decision.

Additionally, Appeals Unit decisions on issues involving eligibility for qualified
health plans, advance premium tax credits, and cost-sharing reductions may be
appealed to the Federal Marketplace. This must be done within 30 days of the
Decision Date, which appears on the first page of this Decision (45 CFR §
155.520(c)).

If you have questions about appealing to the Federal Marketplace, you can
contact them in any of the following ways:

e By calling the Customer Service Center at 1-800-318-2596

e By mail at:

Health Insurance Marketplace
Attn: Appeals

465 Industrial Blvd.

London, KY 40750-0061

e By fax: 1-877-369-0129

If you wish to be represented by an attorney in bringing an outside appeal and do
not know how to go about getting one, you may contact legal resources available
to you. You may, for example, contact the local County Bar Association, Legal
Aid, or Legal Services.

If You Have Questions about this Decision (Customer Service
Resources):

You can contact us in any of the following ways:
e By calling the Customer Service Center at 1-855-355-5777
e By mail at:

NY State of Health Appeals
P.O. Box 11729
Albany, NY 12211

e By fax: 1-855-900-5557

If you need this information in a language other than English or you need assistance reading this notice, we
can help you. Call 1-855-355-5777 (TTY - English: 1-800-662-1220) (TTY — Spanish: 1-877-662-4886).



Summary

The August 31, 2017 eligibility determination notice is AFFIRMED.
You remain eligible for up to $189.00 in APTC.

You are eligible for cost-sharing reductions.

You are ineligible for the Essential Plan.

Legal Authority

We are sending you this notice in accordance with 45 CFR § 155.545.

If you need this information in a language other than English or you need assistance reading this notice, we
can help you. Call 1-855-355-5777 (TTY - English: 1-800-662-1220) (TTY — Spanish: 1-877-662-4886).



A Copy of this Decision Has Been Provided To:

If you need this information in a language other than English or you need assistance reading this notice, we
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Getting Help in a Language Other than English

This is an important document. If you need help to understand it, please call 1-855-355-
5777. We can give you an interpreter for free in the language you speak.

Espainol (Spanish)

Este es un documento importante. Si necesita ayuda para entenderlo, llame al 1-855-355-5777. Le
proporcionaremos un intérprete sin ningun costo.

13 (Traditional Chinese)

BREEZENH - MREFEZECSHERNERXUHABTHENGE - FRE 1-855-355-5777 - HFITLIBME
RERBEMERBSHIREAS -

Kreyol Ayisyen (Haitian Creole)

Sa a se yon dokiman ki enpotan. Si ou bezwen &d pou konprann li, tanpri rele nimewo 1-855-355-5777.
Nou kapab ba ou yon entéprét gratis nan lang ou pale a.

13 (Simplified Chinese)

e A BRSO W R T B R AR SO, 15T R 2 1-855-355-5777 . JRATTHT LA B e h it
FARZTE AR 1R 55 o

Italiano (ltalian)

Questo & un documento importante. Per qualsiasi chiarimento pud chiamare il numero 1-855-355-5777.
Possiamo metterle a disposizione un interprete nella sua lingua.

=1 0] (Korean)

Z23%t MEL|CL O|slist= O =20| ZRSIA|H 1-855-355-5777 HO 2 A2t FHMA| 2. 519
Aofof it R 2 S AH| AT MSE LICE

Pycckun (Russian)

OT0 BaxHbIN AoKyMeHT. Ecnu Bam HyxxHa NnomoLLb 4NA NOHMMaHKS 3TOro JOKyMeHTa, MO3BOHNUTE MO
TenedoHy 1-855-355-5777. Mbl moxxem BecnnaTHO npegocTaBuTe Bam nepesogyuvka Bawero asbika.

4y »li(Arabic)
G ARG Gl (55 o e b 5 WA 1-855-355-5777 &l Juai¥) o i clal sine agil saclue ) dalay i€ 1)) dagae 4id5 020
J13<1l_(Bengali)

Ao 9 @FFAA R G [/ AN M TN ATAGN T OI(A, WAJAZ F(I 1-855-
355-5777 WHIA 1 FEN| WA (T O FA AN [TAACET AN THANCE JFGN
rorst fite #nfs|

If you need this information in a language other than English or you need assistance reading this notice, we
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Francais (French)

Ceci est un document important. Si vous avez besoin d'aide pour en comprendre le contenu, appelez le
1-855-355-5777. Nous pouvons mettre gratuitement a votre disposition un interpréte dans votre langue.

fg<l (Hindi)
g U HEAYU! Gl & | 3R SIS 3 YA & TeTaT aTfey, al HUdT 1-855-355-5777 TR Hid B | §H
3{TYEHT UTST Se aTel T GHIRAT f:3[edh IUds HRal Uadhd g |

HZAEE (Japanese)

CNFEBRGEETY . BRI IOICKENDERIS A, 1-855-355-5777 IZHBREIZSLY BEREEH
TRMHEWNELEYS,

UTcH (Nepali)

Y T3CT HEdqUl HITOId 5l | JHATs 9 qUlsdls Hed Ao Y, $UAT 1-855-355-5777 HI BIH Tg |
BTHIQ qUTS S Sl HTSTHT qUTSdTs (-3 GIHTY IUds TRISH Jao! |

Polski (Polish)

To jest wazny dokument. W przypadku koniecznosci skorzystania z pomocy w celu zrozumienia jego
tresci nalezy zadzwoni¢ pod numer 1-855-355-5777. Istnieje mozliwos¢ uzyskania bezptatnej ustugi
ttumacza jezyka, ktérym sie postugujesz.

Twi (Twi)

Krataa yi ye tow krataa a ho hia. Se wo hia eho nkyerekyeremu a, ye sre wo, fre 1-855-355-5777. yEbEtumi
ama wo obi a okyer€ kasa a woka no ase ama wo kwa a wontua hwee.

(Urdu) 52!

A S S S 5 1-855-355-5777p8 ol i =2 s (S b ) S enen —l SOl &1L 0 sl ) SO
O e S a8 aa e it SOl e L) 0 S

Tiéng Viét (Vietnamese)

bay la tai liéu quan trong. Néu quy vi can tro giup dé hiéu tai liéu nay, vui ldng goi 1-855-355-5777.
Chung t6i c6 thé cung cap thdng dich vién mién phi néi ngén ngir cta quy vi.

wTN (Yiddish)

"N Y 1 .1-855-355-5777 091N YU ,|"OWINRD IX OY §7'N UOIRT IXR A'IX .VIVAIPNT WAV X T'R ONT
0TV 'R ORI IRIOY 'T 'R '7RXON |19 "9 WWWOYNTIRT X |y
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