
Having health insurance increases the chances of getting needed care, living a healthier life and being 
financially secure, but private health insurance is often costly, hard to get and may not cover needed care.  

The health reform law, The Patient Protection and Affordable Care Act (ACA), requires health insurance 
companies to follow new rules that will help Americans get fair and dependable coverage. The rules for 
health plans are being implemented over several months; all will take effect by January 1, 2014. 

New Customer Protection Rules
Young adults can be covered by a parent’s plan 
until age 26. Parents can now choose to keep 
young adult children who don’t have a job based 
health insurance on their plan until age 26. Young 
adult children: 
•	 Do	not	have	to	live	with	the	parent	or	guardian,	

do not have to be a dependent on a parent or 
guardian’s tax return and do not have to be a 
student. 

•	 May	be	married,	but	a	spouse	and	children	will	
not be covered.

Plans can’t drop coverage due to illness. 
Health plans may no longer cancel coverage due 
to illness or the need for more care. Plans may 
still cancel coverage for not telling the truth or 
committing fraud.

Plans must cover youth with pre-existing 
conditions. 
Health plans may no longer reject coverage for 
children, age 19 and younger, who have health 
problems such as mental illness. Plans may not 
charge more or put special limits or conditions on 
treatment for children’s pre-existing conditions. 

Note: Adults with no coverage who have health 
conditions may buy a government-sponsored plan for 
people with pre-existing conditions at www.pcip.gov.

Plans can’t put lifetime limits on basic health care. 
Plans are no longer allowed to place lifetime limits 
on coverage for basic health and mental health 
care.
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Customer Protection Rules Starting 2014
Plans must cover mental health and substance 
use services at parity. 
Plans purchased by individuals or small groups will 
be required to cover mental health and substance 
abuse services at parity. This means services must 
be provided at an equal level compared to other 
health care. Plans will no longer be able to:
•	 Require	higher	copays	or	deductibles	for	mental	

health care.
•	 Place	more	limits	on	mental	health	treatment.	
•	 Require	more	steps	to	get	mental	health	services.	

Plans must cover basic care. 
Health insurance exchange plans will be required 
to cover 10 types of core services including mental 
health and substance use treatment.  

Plans must cover anyone with pre-existing 
conditions.  
No child or adult can be turned away for having a 
pre-existing health problem, including mental illness. 
Plans will not be allowed to charge people more or 
put special limits or conditions on treatment for pre-
existing conditions. 

Plans can’t put annual limits on basic health care. 
Plans will not be able to place annual limits on 
basic health and mental health services unless the 
plan	was	purchased	before	March	2010	and	was	
renewed, unchanged, each year.
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Source:
i	The	Patient	Protection	and	Affordable	Care	Act	(PPACA)	was	enacted	March	23,	2010.	More	information:	www.healthcare.gov/law/full.

“My 21 year old daughter has major depression. We were very worried about health insurance when she left 
home, but now she can stay on our health plan until she is 26.” 

The new health law allows parents to keep adult children on their private plan until age 26.  

New Customer Protection Rules
Plans can’t charge more for out-of-network 
emergency room use. 
When customers have a health emergency outside 
of their usual provider area, health plans are no 
longer allowed to charge higher copayments or co-
insurance for out-of-network emergency services 
and may no longer require prior approval before 
covering out-of-network emergency services.

Plans must cover certain preventive care at no 
customer cost. 
Health plans must cover specified preventive care 
such as depression screening with no cost-sharing 
or	deductibles	if	the	plan	was	purchased	after	March	
2010. 

Plans must spend more premiums on health care. 
Health plans may no longer spend a large 
proportion premiums on administration or 
marketing. Plans must now spend at least 80 to 
85 percent of premium dollars on medical care, 
including mental health services. Plans that spend 
too little on direct care are required to send refunds 
to customers. 

Note: Plans must spend 85 percent of premiums on 
direct care for plans purchased by employers and 80 
percent of plans purchased by individuals.  

Plans must have a fair process to make a 
complaint or appeal. Plans must offer a simple, 
quick way to complain or ask for a different decision 
on payment for treatment. Plans must have a 
process to review complaints within the company, 
but must also be able to send complaints to a 
neutral reviewer outside the company. For more 
information or to file a complaint see the state 
insurance	department:	https://eapps.naic.org/cis/
fileComplaintMap.do.	  

Customer Protection Rules Starting 2014
Plans must accept every employer and individual 
who applies for coverage.  
Health plans will be required to accept every 
employer and person who applies for coverage and 
must renew plans before they expire. Customers 
who wish to change plans may switch during the 
open enrollment period. 

Fairer premium rate differences. 
Plans will not be allowed to charge different rates 
based on gender or health problems. Health plans 
will only be able to charge different premium rates 
based on: 
•	 Age: Plans may not charge older people more 

than three times the rate charged for young 
people.

•	 Tobacco use: Plans may charge up to 50 percent 
more for people who use tobacco.

•	 Geographic area: Premiums will reflect regional 
differences in the cost of health care. 

•	 Family size: Premiums may increase with the 
number of family members on the plan. 

 

User-friendly statement of benefits.   
To make it easier for customers to compare benefits, 
health plans will be required to use a standard 
format to show covered benefits and costs.  


