
Coverage of Preventive Services 

The following questions and summarized answers were taken from FAQs about Affordable Care 
Act Implementation (Part 31), which was prepared by the U.S. Departments of Labor, Health and 
Human Services and the Treasury and published on April 20, 2016. 

To read the original document with complete answers, follow this link. 

Colonoscopies 

Q: If a colonoscopy is scheduled and performed as a screening procedure pursuant to the U.S. 
Preventive Services Task Force recommendation, can a plan or issuer impose cost sharing for the 
bowel preparation medications prescribed for the procedure? 

A: No. 

Food and Drug Administration-Approved Contraceptives 

Q: If a plan or issuer utilizes reasonable medical management techniques within a specified 
method of contraception, can the plan or issuer develop and utilize a standard exception form and 
instructions as part of its steps to ensure that it provides an easily accessible, transparent and 
sufficiently expedient exceptions process that is not unduly burdensome on the individual or a 
provider (or other individual acting as a patient's authorized representative)? 

A: Yes 

Rescissions 

Q: I am a school teacher who was employed by a school district through a 10-month teaching 
contract from August 1 to May 31. My health coverage through the school district health plan 
was for the plan year from August 1 to July 31, and the full premium was paid during that 
period. I provided my resignation on July 31 indicating that I did not intend to continue my 
employment with the school district for the following school year. The plan terminated my 
coverage retroactively to May 31. I did not request that my coverage be retroactively terminated, 
or commit fraud or make an intentional misrepresentation of a material fact. Is the retroactive 
termination of coverage permissible? 

A: No 

Out-of-Network Emergency Services 

Q: Is a plan or issuer required to disclose how it calculated the amount under the minimum 
payment standards, including the method the plan or issuer generally uses to determine payments 
for out-of-network services (for example, the usual, customary and reasonable amount)? 

A: Yes. 

Individuals Participating in Approved Clinical Trials 

http://www.dol.gov/ebsa/faqs/faq-aca31.html


Q: If a plan or issuer generally covers chemotherapy to treat cancer, can the plan or issuer limit 
coverage of chemotherapy for an individual due to the fact that it is provided in connection with 
the individual's participation in an approved clinical trial for a new anti-nausea medication? 

A: No 

Q: If a plan or issuer typically covers items and services to diagnose or treat certain 
complications or adverse events, can the plan or issuer deny coverage of such items and services 
when provided to diagnose or treat complications or adverse events (for example, side effects) in 
connection with an individual's participation in an approved clinical trial? 

A: No 

Limitations on Cost-Sharing under the Affordable Care Act 

Q: If a non-grandfathered large group market or self-insured group health plan has a pricing 
structure in which the plan pays a fixed amount (sometimes called a reference price) for a 
particular procedure, but the plan does not ensure that participants have adequate access to 
quality providers that will accept the reference price as payment in full, is the plan required to 
count an individual's out-of-pocket expenses for providers who do not accept the reference price 
toward the individual's MOOP limit? 

A: Yes 
 

Source: FAQs about Affordable Care Act Implementation (Part 31). Prepared by the U.S. 
Departments of Labor, Health and Human Services and the Treasury. Published April 20, 2016. 

 


