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This brief NACHC Alert addresses policy issues surrounding FQHCs providing premium assistance to patients who 

wish to enroll in qualified health plans (QHPs) on the new health insurance Exchanges (or Marketplaces) or 

providing discounts on QHP enrollees’ cost sharing obligations.  We emphasize at the outset that this analysis is 

based on what NACHC currently knows about pronouncements of federal agencies (Centers for Medicare and 

Medicaid Services and the Health Resources and Services Administration) to date on these topics.  There is a 

strong chance that additional federal agency guidance will be issued in the near future that will provide further 

(and hopefully clearer) direction on these two issues. 

Many low-income enrollees in Exchange QHPs are entitled to federally-subsidized assistance with the associated 

financial burdens of coverage, through the “premium tax credits” and “cost sharing reductions” provided for in the 

Affordable Care Act (ACA), or collectively, “Exchange subsidies”.  Not all low-income individuals are eligible for the 

Exchange subsidies, however.  In addition, even with the benefit of the subsidies, the premium and cost sharing 

burdens of QHP enrollment are often significant.   

Health centers serve many individuals who are eligible for Exchange subsidies.  In addition, as a condition of their 

grant funding or FQHC look-alike status, health centers are required to provide services regardless of the patient’s 

ability to pay, so the financial burdens that low-income patients bear in seeking and maintaining private health 

insurance coverage are directly relevant to health center operations.   

It is therefore not surprising that over the last year, two important sets of policy issues have arisen relating to 

health centers’ rights or responsibilities to financially assist patients who have enrolled in or want to enroll in QHPs.  

Those issues are the following: 

1. May health centers design their sliding fee discount scale (SFDS), in accordance with Section 330 
and HRSA guidance, to provide low-income QHP enrollee patients with discounts on cost sharing 
(coinsurance, copayments, and deductibles) at the point of service so that their out-of-pocket 
liability for a visit does not exceed the out-of-pocket liability of an uninsured person at the same 
income level?  Is there in fact an obligation under Section 330 for the health center to provide for 
such discounts in its SFDS?   

2. May health centers use either Section 330 grant funds or non-grant income to subsidize their 
patients’ QHP insurance premiums, by making payments directly to the QHP issuer? 
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Unfortunately, at this point in time, NACHC cannot provide definitive guidance to the health center community on 

either set of issues.  However, the following information has been provided for consideration in addressing these 

concerns. 

 

Cost Sharing and the Sliding Fee Discount Scale 

As to the first topic, discounts on QHP cost sharing, we are unable to provide guidance at this time because major 

policy guidance from HRSA is forthcoming.  In a draft Policy Information Notice issued on July 9, 2012 Clarification 

of Sliding Fee Discount Program Requirements (“Draft SFDS PIN”), HRSA stated that the SFDS is “applicable to 

patient fees not covered by third party payors, such as co-insurances, and/or co-payments.”  However, HRSA also 

indicated in that document that health centers could consider the needs of their patient populations and the 

health center’s financial viability in making the determination whether to provide in their SFDS for discounts on 

insurance cost sharing.  Thus, the Draft SFDS PIN suggested that such discounts were an allowable use of grant 

funds if consistent with the health center’s approved SFDS, but effectively optional for the health center.  The Draft 

SFDS PIN did not expressly address discounts on cost sharing in Exchange QHPs.   

In a more recent HRSA Health Center Ongoing Outreach and Enrollment Assistance Frequently Asked Questions 

document (updated most recently on May 30, 2014) (“FAQ”), HRSA indicated more specifically that if a QHP 

enrollee is eligible for the SFDS on income grounds, the health center is required to discount cost sharing to a level 

sufficient to ensure that the health center is “charging the patient in a given SFDS pay class an amount no greater 

than what would be charged to a patient that has no public or private insurance.”  Unlike the earlier Draft SFDS 

PIN, the FAQ included no caveats relating to health centers’ discretion to consider patient needs and health center 

finances in deciding whether to provide such discounts.  We anticipate that HRSA will finalize the SFDS PIN in the 

near future, and we anticipate that HRSA will more specifically address this issue in the final PIN. 

 

Third Party Payments and Premium Assistance 

As to the second topic, premium assistance, CMS issued two items of informal guidance in November 2013 and 

February 2014, which appeared to discourage health care providers from making direct premium subsidy 

payments to QHP issuers.  In March 2014, CMS issued an Interim Final Rule that required QHP issuers to accept 

premium assistance payments from certain types of entities; however, it was not clear from the face of the rule 

whether FQHCs fit in the listed categories.   

In comments on the Interim Final Rule that we filed on May 13, NACHC argued that CMS should clarify the rule to 

require QHP issuers to accept premium assistance payments from FQHCs.  We noted that health centers have 

significant discretion under Section 330 and HRSA guidance to spend non-grant funds for purposes that benefit 

their target population and are not specifically prohibited by Section 330.  The use of non-grant funds to help 

patients access private health insurance, including a full continuum of hospital and specialty care, is an activity 

benefiting the health center’s target population.   

Aside from the question of whether HHS will require QHPs to accept such premium assistance payments, there are 

additional legal issues for health centers that have not been definitively resolved, including potential exposure 

under the Anti-Kickback Statute.  NACHC advises health centers not to implement premium assistance policies until 

the legal requirements in this area have been clarified. 

Please note that the issues surrounding premium assistance that we briefly summarized above apply only to 

http://www.chcanys.org/clientuploads/2012_PDFs/YourCHCANYS/HCS/draftslidingfee.pdf
http://www.chcanys.org/clientuploads/2012_PDFs/YourCHCANYS/HCS/draftslidingfee.pdf
http://bphc.hrsa.gov/outreachandenrollment/oefaqs120413.pdf
https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/third-party-qa-11-04-2013.pdf
http://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/third-party-payments-of-premiums-for-qualified-health-plans-in-the-marketplaces-2-7-14.pdf
http://www.gpo.gov/fdsys/pkg/FR-2014-03-19/pdf/2014-06031.pdf
http://www.nachc.com/client/documents/NACHC%20comments%20on%20premium%20assistance%20IFR.pdf
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premium payments made directly by health centers.  Some health centers have inquired whether they may use 

non-grant funds to donate to a private charitable organization that provides assistance with health insurance 

premiums and other out-of-pocket costs.  In instances where direct assistance with insurance-related costs would 

raise concerns under the Anti-Kickback Statute, a health care provider may face fewer compliance risks if it chooses 

this approach. The HHS Office of Inspector General (HHS OIG) has evaluated these types of charitable premium 

assistance programs in several advisory opinions.  While those opinions are not binding on persons other than the 

requestors, they suggest that charitable premium assistance programs do not run afoul of the Anti-Kickback Statute 

if the program is structured so that donor health care providers do not control the operation of the charitable 

program, and the charitable program provides assistance in a manner that severs the link between donors and 

beneficiaries.1   

While such charitable premium assistance programs can be structured to comply with the Anti-Kickback Statute, 

participating in such programs as a donor may raise other compliance issues for health centers.  As one example, 

donations would likely be an unallowable use of Section 330 grant funds.  If your health center intends to support 

patients’ access to QHP coverage by participating in or donating to such a program, we recommend that you seek 

legal counsel as to whether the proposed activity complies with federal and state law. 

 

                                                           
1 See HHS OIG Advisory Opinion No. 13-19 (Dec. 2, 2013), pp. 7-8; HHS OIG Advisory Opinion No. 07-18 (Jan. 3, 
2007), pp. 9-10.   

https://oig.hhs.gov/fraud/docs/advisoryopinions/2013/AdvOpn13-19.pdf
https://oig.hhs.gov/fraud/docs/advisoryopinions/2007/AdvOpn07-18E.pdf
https://oig.hhs.gov/fraud/docs/advisoryopinions/2007/AdvOpn07-18E.pdf
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