
 

 

August 9, 2016 
 
The Honorable Sylvia Burwell    The Honorable Thomas Perez 
Secretary of Health and Human Services  Secretary of Labor 
200 Independence Avenue, S.W.    200 Constitution Avenue, N.W. 
Washington, D.C. 20201    Washington, D.C.  20210 
 
The Honorable Jacob J. Lew 
Secretary of the Treasury 
1500 Pennsylvania Avenue, NW  
Washington, D.C. 20220 
 
RE: CMS-9932-P, Expatriate Health Plans and Other Issues - Submitted electronically via www.regulations.gov 
 
Dear Secretaries Burwell, Lew and Perez: 
 
I am writing on behalf of the National Association of Health Underwriters (NAHU), a professional association 
representing more than 100,000 licensed health insurance agents, brokers, general agents, consultants and 
employee benefit specialists nationally. The members of NAHU work on a daily basis to help individuals and 
employer groups purchase, administer and utilize health insurance coverage. As such, we are pleased to have 
the opportunity to provide comments on the notice of proposed rulemaking titled “Expatriate Health Plans, 
Expatriate Health Plan Issuers and Qualified Expatriates; Excepted Benefits; Lifetime and Annual Limits; and 
Short-Term, Limited-Duration Insurance.” 
 
NAHU greatly appreciates the willingness of the Departments of Health and Human Services, Labor and 
Treasury (the Departments) to accept comments from stakeholders about the implementation of the 
Expatriate Health Coverage Clarification Act of 2014 (EHCCA) as well as the proposed new requirements 
concerning supplemental, travel and fixed indemnity coverage, as well as short-term, limited-duration health 
insurance policies. NAHU members sell and service all of these types of insurance policies. In developing these 
comments, we have consulted extensively with health insurance agents and brokers who have specialty 
knowledge in each of these specific forms of coverage and the marketplaces for each as they exist today. So 
please note that our comments, which are divided by topic and type of coverage, reflect the views of experts 
in the field who fully understand the needs and interests of today’s individual and group health insurance 
consumers, including the specific types of consumers who purchase the types of policies addressed in the 
proposed rule. 
 
Implementation of the EHCCA  
NAHU members appreciate the clarifications the proposed rule provides with regard to implementation of the 
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EHCCA. However, our members who work with expatriates to find coverage both on the group and individual 
level have identified a number of practical concerns with the rule as proposed. Our members believe that 
some provisions of the proposed rule, as drafted, would have a burdensome and negative effect on many 
expatriates, particularly those doing missionary work overseas. Furthermore, we have concerns that the 
language in the proposed rule will impair the ability of United States insurance companies to compete with 
foreign competitors. 
 
In the preamble of the proposed rule, comments are specifically requested on the proposed requirement that 
95% of the primary enrollees in a group expatriate plan are located overseas at the first day of the annual plan 
year. NAHU members note that this standard may be difficult for certain groups to meet. Our members who 
routinely work with faith-based organizations that buy group expatriate coverage note that, particularly for 
missionary groups, individuals may be transferring back and forth regularly and it would be hard to guarantee 
that 95% of primary enrollees would meet the standard of qualified expatriate on a specific standardized plan 
day, particularly on the first day of the plan year. NAHU suggests that perhaps different means of determining 
a “snapshot” of enrollees could be used to give employers options, as is done with enrollee determinations 
with regard to the transitional reinsurance program fee.   
 
Our membership also appreciates the specification in the proposed rule that, in the case of an expatriate 
health plan, the plan sponsor must reasonably believe that benefits provided by the plan satisfy the Patient 
Protection and Affordable Care Act’s minimum-value requirements.  Additionally the plan sponsor is permitted 
to rely on the reasonable representations of the issuer or administrator regarding whether benefits offered by 
the group health plan or issuer satisfy the minimum-value requirements unless the plan sponsor knows or has 
reason to know that the benefits fail to satisfy the minimum-value requirements. However, NAHU members 
note that expatriate coverage is generally very different than traditional group-based health insurance 
coverage offered by American employers to domestic employees. The coverage is comprehensive in nature 
and often reflects both global health coverage needs and requirements specific to the country and health 
systems where the coverage is being provided. It can include coverage options like medical evacuation and the 
reparation of remains, as well as the option to have a family member of the insured flown to the country in 
question to be by the bedside of the insured, if need be. The types of cost-sharing and deductibles included in 
an expatriate plan are more reflective of the global marketplace than the typical U.S.-based group policy. 
While it is clear that the typical expatriate policy offers exhaustive benefits, translating these benefits into the 
HHS-provided minimum-value calculator could be difficult. Furthermore, international carriers will not provide 
U.S.-based employers with formal certification that their plan meets minimum-value standards, and many U.S. 
based carriers will not either. NAHU suggests that the final rule reflect a good-faith standard for an employer 
that is not conditional on a carrier-based certification of the minimum value of the plan. 
 
NAHU members have significant concerns about the proposed duration/length of stay requirement for all 
three types of qualified expatriates: A, B and C. This requirement is problematic for individual consumers and 



 

 

group and individual plan sponsors of expatriate coverage. It does not meet the needs of many expatriates 
because expatriates may be out of the country for years at a time, particularly in the case of missionary 
workers. Under the current standard, which would be finalized by the language in this proposed rule, 
companies need to terminate coverage after 12 months regardless of the actual length of stay of the 
expatriate, putting the individual and the plan sponsor in a difficult position if the stay is more than a year. 
Furthermore, this puts a burden on overseas companies that need to provide coverage for in-bound 
expatriates, such as foreign governments. Many of these entities deal in multi-year increments and this 
requirement renders U.S.-based company policies useless to them. Since foreign-based insurers do not need 
to meet this requirement, the resulting unlevel playing field restricts consumer choice, hurts pricing and hurts 
U.S.-based companies. The impact on price and consumer choice has already hit group expatriate policy 
choices and pricing for U.S.-based issuers and American companies seeking to purchase such coverage for 
their employees. The proposed expansion of this requirement to the individual market via class C expatriates 
is similarly problematic. 
 
The proposed standard that expatriate plan participants work outside the U.S. for 180 days in a consecutive 
12-month period (which can be within a single plan year or across two plan years) may force groups to change 
the way their employees flow back and forth overseas. While we appreciate the specification in the proposed 
rule that the days needed to meet the requirement may flow over two plans years, we note that this 
requirement generally can create human resource and cost issues for the companies, particularly certain faith-
based organizations involved in missionary work. This standard is not only unworkable for many employer 
group plans, but it also would be inappropriate to apply it to Class C expatriates purchasing individual 
coverage. Both the 12-month and 180-day timeframes would be inconsistent with missionary work and/or 
extended personal or leisure travel. More appropriate is the standard mentioned in the preamble of the 
proposed rule that C expatriates should be expected to seek medical care outside the United States at least 
one time per year in order to be considered to reasonably require access to health coverage and other related 
services and support in multiple countries.  
 
NAHU also has concerns with other aspects of the proposed definition of a category C expatriate. Traditionally, 
individuals travelling as part of efforts for a 501c(3) organization are considered class C expatriates. However, 
the proposed regulations clarify that a category C expatriate does not include an individual whose 
international travel or relocation is related to employment. Thus, an individual whose travel is employment-
related may be a qualified expatriate only in category A or B. NAHU members note that many of their clients 
who seek individual expatriate coverage are class C expatriates doing missionary work for faith-based 
organizations. These individuals may be volunteers but they may also be employees of such organizations, 
many of which may be very small entities. NAHU has concerns that the proposed rule could impede these 
small faith-based organizations and impede coverage options for their employees. We would appreciate 
specific clarification in the final rule about how the class C designation may apply to missionary workers and 
employees of faith-based organizations.   



 

 

 
Another issue that NAHU members have raised with the proposed rule concerns certificates of creditable 
coverage. While NAHU members understand and appreciate the specification that expatriate issuers, like 
other issuers, no longer have to issue traditional certificates of coverage, the lack of a certificate has proved an 
issue for individuals who are transitioning back from expatriate coverage to more traditional U.S.-based 
coverage. As such, we support the specification in the proposed rule that expatriate health plans ensure that 
individuals who enroll in the expatriate health plan are provided an opportunity to demonstrate creditable 
coverage to offset any preexisting-condition exclusion. For example, an email from the prior issuer (or former 
plan administrator or plan sponsor) providing information about past coverage could be sufficient 
confirmation of prior creditable coverage. However, NAHU members point out that this specification only 
partially addresses the problem. First, foreign-based insurers do not have to abide by this requirement. 
Furthermore, U.S.-based individual and group insurers that may cover individuals previously insured by an 
expatriate plan may not accept a simple email or coverage documents as proof of prior coverage. Therefore, 
NAHU requests that in addition to requiring expatriate issuers to provide enrollees with an opportunity to 
demonstrate that they were previously covered by an expatriate policy, the final rule also explicitly require 
U.S.-based group and individual health plans to accept this non-traditional form of prior coverage verification 
and provide a plan to ensure that U.S.-based carriers and the health insurance marketplaces are aware of this 
requirement. We note that individuals in this situation now often struggle with SEP qualification and 
verification. Our members report that it can be very difficult, if not impossible, to obtain U.S.-based coverage 
for individuals with preexisting conditions until they return to the United States, which is problematic for 
people with ongoing conditions that need treatment, such as pregnancy, chronic conditions or other more 
serious diseases. NAHU requests additional guidance in this area. 
 
With regard to expatriate plan participants and an employer’s reporting obligations under IRC §§ 6055 and 
6056, NAHU supports the language in the proposed regulation that provides that, for an expatriate health 
plan, the recipient is treated as having consented to receive the required statement electronically unless the 
recipient has explicitly refused to receive the statement in an electronic format. In addition, the proposed 
regulations provide that the recipient may explicitly refuse either electronically or delivery via a paper 
document. For a recipient to be treated as having consented under this special rule, the furnisher must 
provide a notice in compliance with the general disclosure requirements under sections 6055 and 6056 that 
informs the recipient that the statement will be furnished electronically unless the recipient explicitly refuses 
to consent to receive the statement in electronic form. The notice must be provided to the recipient at least 
30 days prior to the due date the employer has for providing form 1095 B or C to the employee or the 
employee will not be treated as having consented to electronic furnishing of statements. The preamble to the 
proposed rule specifically requests comments on further guidance that will assist issuers and plan sponsors in 
providing this notice in the least burdensome manner while ensuring that the recipient has sufficient 
information and opportunity to opt out of the electronic reporting if the recipient desires. NAHU believes that 
guidance specifying that an employer may provide notice as part of enrollment materials for the coverage 



 

 

would be both beneficial and meet this goal. NAHU also believes that providing sample notice language is 
always helpful for employers. 
 
Excepted Benefits 
The proposed regulations establish new requirements that supplemental policies, travel insurance and 
hospital indemnity and other fixed indemnity insurance coverage must meet in order to maintain their status 
as excepted benefits. According to the preamble of the proposed rule, the impetus for these requirements is 
concern on the part of the Departments that some individuals may incorrectly understand these policies to be 
comprehensive major medical coverage that would be considered minimum essential coverage (MEC). NAHU 
not only disagrees with this opinion, but we also are concerned about the line of the authority the 
Departments assert to propose these new standards for excepted benefit coverage. 
 
When the ACA was passed in 2010, it incorporated 42 U.S.C § 201 of the Public Health Service Act’s (PHSA) 
definition of “excepted benefits,” which was established during the enactment of the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA). This definition expressly includes supplemental policies, 
travel coverage and fixed indemnity plans that provide limited and fixed medical coverage in its construct, 
since such plans were never meant to take the place of major medical coverage. Accordingly, NAHU believes 
that excepted-benefit status should be conditional on that statutory definition. By imposing additional 
standards for supplemental and fixed indemnity plans through ACA rules, NAHU feels that the Administration 
has exceeded the bounds of its regulatory authority in this area. Our point of view was made clear by the 
recent federal appeals court decision in Central United Life Insurance Co. v. Burwell, which held that HHS 
lacked authority to demand more of fixed indemnity providers than Congress required. 
 
The primary responsibility to regulate excepted benefits with the states, and therefore the requirements in 
the proposed rules, are wholly inappropriate and unnecessary. State regulators already license and enforce 
market-conduct requirements on the issuers of excepted benefit plans. Furthermore, the National Association 
of Insurance Commissioners (NAIC) is in the midst of a comprehensive update to its model legislation and 
regulation creating minimum standards for excepted-benefit policies. NAHU believes it would be prudent for 
the Administration to leave the regulation of these policies to the states and to allow the NAIC to continue its 
work. 
 
With regard to the specific provisions outlined in the rule, while NAHU certainly supports disclosure and 
transparency about the scope of all of these benefits to consumers by the issuers of such coverage and the 
agents and brokers who sell and service these plans, we do not believe in duplicative and burdensome federal 
notice requirements that could be costly to implement and less than meaningful to consumers. Not only are 
individual state regulators already taking action in this area, but the NAIC is also addressing disclosure 
requirements in its updated minimum standard policies for states, making federal action unneeded.   
 



 

 

As for the proposed design restrictions for these policies, particularly with regard to fixed indemnity and 
supplemental coverage policies, the proposed rule will significantly alter common benefit design options 
already available to employers and employees in the benefit marketplace and negatively impact employee 
choice. With employers and employees struggling with higher copays, deductibles and premium costs 
generally, it is inappropriate for the Departments to consider imposing further limits and constraints 
on supplemental and voluntary benefit structures and attempt to change the shape of the existing employee 
benefit marketplace. The restrictions included in the proposed rule will hinder innovation and rob employers 
and employees of products that they like and are helping them meet needs simply because the federal 
government believes that the availability of these products might confuse them. Health insurance is a 
financial-protection product and employers and employees are doing the best they can with the resources 
that are available to them. NAHU believes that group benefit plan enrollees are capable of independently 
making decisions that will protect them adequately and still meet their needs and budgets without federal 
assistance.   
 
Particularly problematic are the limits proposed on the construct of supplemental policies that would establish 
that if any benefit provided by the supplemental policy is an essential health benefit in the state where the 
coverage is issued, the insurance coverage would not be supplemental, as well as the proposed requirement 
that to qualify as a fixed indemnity plan, coverage could not vary the dollar amount of the fixed daily benefit 
by the type of service. This means that fixed indemnity products must pay the enrollee the same amount for 
inpatient and outpatient services, doctor visits, screenings, overnight stays in the hospital, surgical procedures 
and so on, regardless of the significance of the medical event.  

With regard to supplemental coverage, employers often offer supplemental plans to employees in concert 
with MEC offerings, knowing that certain industries with certain types of workforces will only buy this type of 
coverage due to costs involved, even if more comprehensive coverage is offered. Similarly, fixed indemnity 
coverage is often selected by low-wage employees because they are looking for additional financial protection 
for medical events that they can actually afford. It is a way for such employees to purchase some sort of 
health benefit that is affordable and bridges gaps in coverage or fills the Medicaid coverage gap in certain 
states. 

 
These are popular benefits that employees often choose and are often offered on a voluntary basis in addition 
to an employer’s other major medical coverage offerings. It is quite clear, both legally and in the construct and 
marketing and administration of such coverage, that these policies are not the same as the employer MEC 
offerings. The Departments’ proposed conditions would eliminate thousands of common benefit products 
currently offered to employees, and NAHU opposes this effort.   
 
Specified Disease Coverage 



 

 

In the preamble to the proposed rule, the Departments requested comments as to whether policies covering 
multiple specified diseases or illnesses should be considered to be excepted benefits. Group benefit packages 
commonly include supplementary coverage options that provide benefits should an individual or dependents 
suffer from multiple specified diseases or illnesses. These are popular benefits, often offered on a voluntary 
basis, that employees often choose. It is quite clear that these are not the same as the employer’s MEC 
offerings and they certainly meet the standard of an excepted benefit. NAHU does not believe that the 
Departments have the authority to set conditional standards for specified disease policies to maintain their 
excepted-benefit status and would oppose additional federal regulation in this area. 
 
Short-Term, Limited-Duration Insurance Coverage 
The Departments have also proposed some significant new requirements for short-term, limited-duration 
health insurance policies. As the preamble to the proposed rule notes, the consideration of these potential 
requirements comes from anxiety about whether consumers understand the limited scope of these policies. 
Furthermore, the Departments have expressed concern that since these are medically underwritten policies, 
healthier individuals may be drawn to short-term coverage, thus adversely impacting the risk pool for ACA- 
compliant coverage. NAHU agrees that it is imperative to protect the risk pool in the individual marketplace to 
keep such coverage accessible and affordable. Accordingly, NAHU has supported many of the Administration’s 
efforts to ensure that only eligible individuals have the opportunity to purchase coverage through special 
enrollment periods (SEPs) and we have made many suggestions about how the SEP process could be improved 
to further prevent adverse selection in the individual market. However, even though NAHU supports the 
Administration’s aim to preserve the health of the individual market risk pool, our members have concerns 
that this proposal would not achieve its stated objective and could actually make attempts at SEP fraud worse. 
Further, we believe the rule as proposed would limit coverage choices for consumers who currently buy short-
term coverage to meet a gap in their group coverage options and never intend to seek individual market 
coverage. NAHU agents report that this kind of consumer represents over half of the short-term coverage 
marketplace today. Finally, NAHU has significant concerns that the vacuum created by the proposed changes 
to the short-term coverage marketplace could lead to a rise in fraudulent actors.   
 
NAHU has stated since the ACA was in the consideration process that if an open-enrollment period (OEP) 
system was utilized for the individual health insurance marketplace (as opposed to a late-enrollment penalty 
system as is used for Medicare participants), then even with the best enrollment efforts and mechanisms 
available there will be people who do not enroll during the OEP and therefore will be shut out of the individual 
marketplace for a good portion of the year. This will be an increasing problem in the years ahead as the annual 
OEP gets shorter. While NAHU agrees it would be ideal if all eligible individuals enrolled during the OEP, we 
believe that health insurance coverage is, at its core, a financial-protection product, not just a means of 
providing access to medical care. Individuals who miss the OEP window should be able to purchase at least 
some type medical and financial protection for the majority of the year, and limited-duration medical policies 
are really the only means of coverage and protection available to them. If the durations of short-term policies 



 

 

are limited to less than three months rather than the amount of time spanning from the end of one open-
enrollment period to the start of the next, then NAHU believes that the number of individuals attempting to 
game the SEP system and obtain traditional individual market coverage outside of the OEP window will grow 
rather than decrease. 
 
In the preamble to the proposed rule, the Departments solicited information and data on the number of short-
term, limited-duration insurance policies offered for sale in the market, the types of individuals who typically 
purchase this coverage, and the reasons why they buy the coverage. Short-term policies have always existed 
in the health insurance marketplace. They are sold and serviced by health insurance agents, but a significant 
amount of short-term policy sales are achieved through direct enrollment done by consumers independently 
online. While NAHU does not believe that there is a fully accurate data source available as to how many of 
these policies are sold nationally on an annual basis, based on surveys of our membership and discussions 
with multiple issuers that sell these policies nationally, we believe that the number of policies sold each year is 
several hundred thousand policies, not millions. This anecdotal data correlates with the most recent NAIC 
American Health Policy Experience Report, which indicates that the total premium volume for short-term 
health policies sold was $200 million in 2015 (as compared to $57 billion in traditional individual health 
insurance policy premiums collected for the same period). Furthermore, agents who sell these policies both 
directly and through online enrollment mechanisms report that the average duration of the policies they sell is 
five to six months. 
 
While short-term medical policies only represent a small fraction of health insurance policies sold, they always 
have had a clear purpose—to serve as a bridge to other more comprehensive coverage options. Their buyers 
include not only people seeking individual coverage, but also those who have a gap between group coverage 
options. Agents selling these policies report that at least half of their sales are to people who are transitioning 
between jobs, those who have purposely reduced hours or those who have taken an unpaid leave and cannot 
afford or do not qualify for COBRA or other group continuation coverage options. Newly retired people who 
are seeking a temporary bridge to Medicare enrollment, Americans students studying abroad, individuals 
temporarily in the United States on VISA programs and undocumented residents all are also common limited-
duration health policy consumers. Individuals who qualify for an individual mandate hardship exemption, 
particularly those who fall into a Medicaid coverage gap, also frequently buy short-term policies because it is 
all they can afford. None of these individuals ever intends to be part of the traditional individual health 
insurance market, so their inclusion in the limited-duration coverage marketplace has no potential impact, 
positive or negative, on the traditional individual market’s risk pool. Yet if these consumers need a coverage 
bridge for three months or longer, they will be shut out of an appropriate-length coverage option by the 
proposed rule. 
  
By revising the definition of short-term, limited-duration insurance so that the coverage must be less than 
three months in duration and may not be renewed, the Departments will be shutting hundreds of thousands 



 

 

of people out of needed coverage options for part of each year. Furthermore, the new proposed cap on the 
duration of such policies and the restriction on policy renewals raises enormous enforceability, claims-
processing and fraud concerns. While state insurance regulators, who traditionally have jurisdiction over 
limited-duration health insurance coverage, can certainly enforce a less-than-three-month durational limit in 
terms of approved product filings in a state, there is no clear way to enforce limits on consumer behavior with 
regard to this marketplace. If an individual truly wanted to avoid the individual marketplace for several 
months or years at a time by obtaining less expensive, less comprehensive medical coverage that does not 
meet the minimum essential coverage requirements, nothing in this proposed rule would stop such behavior. 
The individual could simply go from issuer to issuer, purchasing different short-term policies in less-than-
three-month increments. There would be no way an issuer,  licensed health insurance producer or state 
regulator could prevent such activity, particularly since so much of this coverage is sold online. 
 
NAHU also has concerns that by placing this arbitrary under three-month limit on coverage, the Departments 
could unintentionally be inviting fraud. Short-term medical policies are often sold online, and with a less-than-
three-month coverage duration limit, it could make it tempting for fraudulent entities to penetrate this market 
space. In today’s online economy, it could be quite easy to set up fraudulent websites and market to 
unsuspecting consumers. State regulators could be hard-pressed to police and shut down such entities. By the 
time claims were submitted, the fraudulent entity would be gone and the tricked consumer would have 
absolutely no recourse.   
 
Even for legitimate companies, with an under-three-month durational limit and no renewal option, the 
proposed rule would invite huge claims-processing issues for consumers, providers and issuers alike. With 
such a short coverage window, the likelihood that some or all of a consumer’s claims will be submitted and 
processed after the policy has expired is extremely high. If there is any type of claims-payment issue, this 
could be problematic. Consumers may experience customer-service concerns, and providers and issuers may 
have difficulty contacting and resolving any potential issues with individuals who are no longer active 
policyholders. 
 
NAHU believes that primary legal authority to regulate short-term policies rests with the states. The states 
have done an excellent job regulating these policies, including imposing appropriate durational limits. 
Additional federal regulation is inappropriate and unnecessary, and could actually have a detrimental impact 
on consumers. Furthermore, the NAIC is in the process of improving model legislation and a model regulation 
establishing minimum standards for limited duration policies and other types of excepted benefits and other 
health coverage traditionally under the complete purview of state regulation, and federal action at this time 
will merely muddle and undermine the ongoing and collective work of state regulators. NAHU urges the 
Departments to wait on this proposal. If a true concern persists after states and the NAIC have taken action in 
this area, then, pending a review of statutory authority, we would recommend that the definition of short-
term, limited-duration coverage be adjusted to allow such coverage to be issued for either 11 months or to 



 

 

January 1, whichever is shorter. Renewal options could be limited to those individuals who qualify for an 
individual mandate hardship exemption or are otherwise ineligible to purchase individual market coverage 
using a premium tax credit. That way, consumers will still have a valid financial protection and health coverage 
option that lasts for an appropriate length of time, and those consumers who qualify can purchase traditional 
individual market coverage for the next calendar year during the OEP. 
 
Similarly, NAHU believes that the new proposed federal notice requirement that would require a warning 
about the coverage limitations and potential tax consequences of purchasing short-term health insurance be 
prominently displayed in the contract and in any application materials provided in connection with enrollment 
in such coverage is inappropriate. While NAHU supports disclosure and transparency about the limited nature 
of these benefits and the fact they do not meet the federal standard of minimum essential coverage, we do 
not believe that duplicative and burdensome federal notice requirements benefit consumers in any way. 
States may already require consumer warnings about these policies and the limited extent of their coverage 
and, given the online marketing of these policies and the multi-state nature of these plans, issuers are 
voluntarily issuing warnings to all consumers already. The work the NAIC is doing on its minimum standards 
model regulation and legislation will cover disclosure requirements for these policies too. Given that state 
governments are the primary regulators of limited-duration policy issuers and have the power to suspend and 
revoke the licenses of issuers, NAHU believes that state regulators should be the ones to determine the 
language and means of disclosure requirements for issuers in their states. Federal intervention at this time is 
unwarranted.   
 
NAHU sincerely appreciates the opportunity to provide comments on the proposed rule and we look forward 
to working with you on the implementation of the EHCCA. We are also happy to provide you with additional 
information about the marketing, sale and state-based regulation of excepted-benefit policies and short-term, 
limited-duration health insurance policies, including how such activity impacts consumers and complements 
the provisions of the ACA. If you have any questions about our comments or need more information, please 
do not hesitate to contact me at either (202) 595-0787 or jtrautwein@nahu.org.  
 
Sincerely, 

 
Janet Stokes Trautwein 
Executive Vice President and CEO 
National Association of Health Underwriters 
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