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(7)(A) The material preceding subpara-

graph (A) of section 593(e)(1) is amended by
striking ‘‘by a domestic building and loan as-
sociation or an institution that is treated as
a mutual savings bank under section 591(b)’’
and inserting ‘‘by a taxpayer having a bal-
ance described in subsection (g)(2)(A)(ii)’’.

(B) Subparagraph (B) of section 593(e)(1) is
amended to read as follows:

(B) then out of the balance taken into ac-
count under subsection (g)(2)(A)(ii) (properly
adjusted for amounts charged against such
reserves for taxable years beginning after
December 31, 1987).’’.

(C) Paragraph (1) of section 593(e) is
amended by adding at the end the following
new sentence: ‘‘This paragraph shall not
apply to any distribution of all of the stock
of a bank (as defined in section 581 to an-
other corporation if, immediately after the
distribution, such bank and such other cor-
poration are members of the same affiliated
group (as defined in section 1504) and the pro-
visions of section 5(e) of the Federal Deposit
Insurance Act (as in effect on December 31,
1995) or similar provisions are in effect.’’.

(8) Section 595 is hereby repealed.
(9) Section 596 is hereby repealed.
(10) Subsection (a) of section 860E is

amended—
(A) by striking ‘‘Except as provided in

paragraph (2), the’’ in paragraph (1) and in-
serting ‘‘The’’.

(B) by striking paragraphs (2) and (4) and
redesignating paragraphs (3) and (5) as para-
graphs (2) and (3), respectively, and

(C) by striking in paragraph (2) (as so re-
designated) all that follows ‘‘subsection’’ and
inserting a period.

(11) Paragraph (3) of section 992(d) is
amended by striking ‘‘or 593’’.

(12) Section 1038 is amended by striking
subsection (f).

(13) Clause (ii) of section 1042(c)(4)(B) is
amended by striking ‘‘or 593’’.

(14) Subsection (c) of section 1277 is amend-
ed by striking ‘‘or to which section 593 ap-
plies’’.

(15) Subparagraph (B) of section 1361(b)(2)
is amended by striking ‘‘or to which section
593 applies’’.

(16) The table of sections for part II of sub-
chapter H of chapter 1 is amended by strik-
ing the items relating to sections 595 and 596.

(c) EFFECTIVE DATES.—
(1) IN GENERAL.—Except as otherwise pro-

vided in this subsection, the amendments
made by this section shall apply to taxable
years beginning after December 31, 1995.

(2) SUBSECTION (b)(7).—The amendments
made by subsection (b)(7) shall not apply to
any distribution with respect to preferred
stock if—

(A) such stock is outstanding at all times
after October 31, 1995, and before the dis-
tribution, and

(B) such distribution is made before the
date which is 1 year after the date of the en-
actment of this Act (or, in the case of stock
which may be redeemed, if later, the date
which is 30 days after the earliest date that
such stock may be redeemed).

(3) SUBSECTION (b)(8).—The amendment
made by subsection (b)(8) shall apply to prop-
erty acquired in taxable years beginning
after December 31, 1995.

(4) SUBSECTION (b)(10).—The amendments
made by subsection (b)(10) shall not apply to
any residual interest held by a taxpayer if
such interest has been held by such taxpayer
at all times after October 31, 1995.

After further debate,
Pursuant to House Resolution 392,

the previous question on the amend-
ment in the nature of a substitute and
the bill, as amended, were considered
as ordered.

The question being put, viva voce,

Will the House agree to said amend-
ment in the nature of a substitute?

The SPEAKER pro tempore, Mr.
COMBEST, announced that the nays
had it.

Mr. BENTSEN objected to the vote
on the ground that a quorum was not
present and not voting.

A quorum not being present,
The roll was called under clause 4,

rule XV, and the call was taken by
electronic device.

Yeas ....... 192When there appeared ! Nays ...... 226

T37.23 [Roll No. 104]

YEAS—192

Abercrombie
Ackerman
Andrews
Baesler
Baldacci
Barcia
Barrett (WI)
Becerra
Beilenson
Bentsen
Berman
Bevill
Bishop
Boehlert
Bonior
Borski
Boucher
Brewster
Browder
Brown (CA)
Brown (FL)
Brown (OH)
Cardin
Chapman
Clay
Clayton
Clement
Clyburn
Collins (MI)
Condit
Conyers
Costello
Coyne
Cramer
Danner
de la Garza
DeFazio
DeLauro
Dellums
Deutsch
Dicks
Dingell
Dixon
Doggett
Doyle
Duncan
Durbin
Edwards
Engel
Evans
Farr
Fattah
Fazio
Filner
Flake
Foglietta
Ford
Frank (MA)
Franks (NJ)
Frelinghuysen
Frost
Furse
Gejdenson
Gephardt
Geren

Gibbons
Gonzalez
Green
Gutierrez
Hall (OH)
Hamilton
Harman
Hastings (FL)
Hefner
Hilliard
Hinchey
Holden
Hoyer
Jackson (IL)
Jackson-Lee

(TX)
Jacobs
Jefferson
Johnson (SD)
Johnson, E.B.
Johnston
Kanjorski
Kaptur
Kennedy (MA)
Kennedy (RI)
Kennelly
Kildee
Kleczka
Klink
LaFalce
Lantos
Levin
Lewis (GA)
Lincoln
Lipinski
Lofgren
Lowey
Luther
Maloney
Manton
Markey
Martinez
Martini
Mascara
Matsui
McCarthy
McDermott
McHale
McKinney
Meehan
Meek
Menendez
Miller (CA)
Minge
Mink
Moakley
Mollohan
Moran
Murtha
Nadler
Oberstar
Obey
Olver
Ortiz
Orton

Owens
Pallone
Pastor
Payne (NJ)
Payne (VA)
Pelosi
Peterson (FL)
Peterson (MN)
Pickett
Pomeroy
Poshard
Quinn
Rahall
Rangel
Reed
Richardson
Rivers
Roberts
Roemer
Rose
Roukema
Roybal-Allard
Rush
Sabo
Sanders
Sawyer
Schroeder
Schumer
Scott
Serrano
Sisisky
Skaggs
Skelton
Slaughter
Spratt
Stark
Stenholm
Studds
Stupak
Tanner
Tejeda
Thompson
Thornton
Thurman
Torkildsen
Torres
Torricelli
Towns
Traficant
Velazquez
Vento
Visclosky
Volkmer
Walsh
Ward
Waters
Watt (NC)
Waxman
Wilson
Wise
Woolsey
Wynn
Yates

NAYS—226

Allard
Archer
Armey
Bachus
Baker (CA)
Baker (LA)
Ballenger
Barr
Barrett (NE)
Bartlett
Barton

Bass
Bateman
Bereuter
Bilbray
Bilirakis
Bliley
Blute
Boehner
Bonilla
Bono
Brownback

Bryant (TN)
Bunn
Bunning
Burr
Burton
Buyer
Callahan
Calvert
Camp
Campbell
Canady

Castle
Chabot
Chambliss
Chenoweth
Christensen
Chrysler
Clinger
Coble
Coburn
Collins (GA)
Combest
Cooley
Cox
Crane
Crapo
Cremeans
Cubin
Cunningham
Davis
Deal
DeLay
Diaz-Balart
Dickey
Doolittle
Dornan
Dreier
Dunn
Ehlers
Ehrlich
Emerson
English
Ensign
Everett
Ewing
Fawell
Fields (TX)
Flanagan
Foley
Forbes
Fox
Franks (CT)
Frisa
Funderburk
Gallegly
Ganske
Gekas
Gilchrest
Gillmor
Gilman
Gingrich
Goodlatte
Goodling
Gordon
Goss
Graham
Greenwood
Gunderson
Gutknecht
Hall (TX)
Hancock
Hansen
Hastert
Hastings (WA)
Hayes
Hayworth

Hefley
Heineman
Herger
Hilleary
Hobson
Hoekstra
Hoke
Horn
Hostettler
Houghton
Hunter
Hutchinson
Hyde
Inglis
Istook
Johnson (CT)
Johnson, Sam
Jones
Kasich
Kelly
Kim
King
Kingston
Klug
Knollenberg
Kolbe
LaHood
Largent
Latham
LaTourette
Laughlin
Lazio
Leach
Lewis (CA)
Lewis (KY)
Lightfoot
Linder
Livingston
LoBiondo
Longley
Lucas
Manzullo
McCollum
McCrery
McDade
McHugh
McInnis
McIntosh
McKeon
Metcalf
Meyers
Mica
Miller (FL)
Molinari
Montgomery
Moorhead
Morella
Myers
Myrick
Nethercutt
Neumann
Ney
Norwood
Nussle
Oxley

Packard
Parker
Paxon
Petri
Pombo
Porter
Portman
Pryce
Quillen
Radanovich
Ramstad
Regula
Riggs
Rogers
Rohrabacher
Roth
Royce
Salmon
Sanford
Saxton
Scarborough
Schaefer
Schiff
Seastrand
Sensenbrenner
Shadegg
Shaw
Shays
Shuster
Skeen
Smith (MI)
Smith (NJ)
Solomon
Souder
Spence
Stearns
Stockman
Stump
Talent
Tate
Tauzin
Taylor (MS)
Taylor (NC)
Thomas
Thornberry
Tiahrt
Upton
Vucanovich
Waldholtz
Walker
Wamp
Watts (OK)
Weldon (FL)
Weller
White
Whitfield
Wicker
Williams
Wolf
Young (AK)
Young (FL)
Zeliff
Zimmer

NOT VOTING—14

Bryant (TX)
Coleman
Collins (IL)
Dooley
Eshoo

Fields (LA)
Fowler
McNulty
Neal
Ros-Lehtinen

Smith (TX)
Smith (WA)
Stokes
Weldon (PA)

So the amendment in the nature of a
substitute was not agreed to.

The bill, as amended, was ordered to
be engrossed and read a third time, was
read a third time by title.

Mr. PALLONE moved to recommit
the bill to the Committee on Ways and
Means with instructions to report the
bill back to the House forthwith with
the following amendment:
SECTION 1. SHORT TITLE.

This Act may be cited as the ‘‘Health In-
surance Reform Act of 1996’’.

TITLE I—HEALTH CARE ACCESS,
PORTABILITY, AND RENEWABILITY

TABLE OF CONTENTS OF TITLE
Sec. 100. Definitions.

SUBTITLE A—GROUP MARKET RULES

Sec. 101. Guaranteed availability of health
coverage.

Sec. 102. Guaranteed renewability of health
coverage.
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Sec. 103. Portability of health coverage and

limitation on preexisting condi-
tion exclusions.

Sec. 104. Special enrollment periods.
Sec. 105. Disclosure of information.

SUBTITLE B—INDIVIDUAL MARKET RULES

Sec. 110. Individual health plan portability.
Sec. 111. Guaranteed renewability of indi-

vidual health coverage.
Sec. 112. State flexibility in individual mar-

ket reforms.
Sec. 113. Definition.

SUBTITLE C—COBRA CLARIFICATIONS

Sec. 121. Cobra clarification.
SUBTITLE D—PRIVATE HEALTH PLAN

PURCHASING COOPERATIVES

Sec. 131. Private health plan purchasing co-
operatives.

SUBTITLE E—APPLICATION AND ENFORCEMENT
OF STANDARDS

Sec. 141. Applicability.
Sec. 142. Enforcement of standards.

SUBTITLE F—MISCELLANEOUS PROVISIONS

Sec. 191. Health coverage availability study.
Sec. 192. Effective date.
Sec. 193. Severability.
SEC. 100. DEFINITIONS.

As used in this title:
(1) BENEFICIARY.—The term ‘‘beneficiary’’

has the meaning given such term under sec-
tion 3(8) of the Employee Retirement Income
Security Act of 1974 (29 U.S.C. 1002(8)).

(2) EMPLOYEE.—The term ‘‘employee’’ has
the meaning given such term under section
3(6) of the Employee Retirement Income Se-
curity Act of 1974 (29 U.S.C. 1002(6)).

(3) EMPLOYER.—The term ‘‘employer’’ has
the meaning given such term under section
3(5) of the Employee Retirement Income Se-
curity Act of 1974 (29 U.S.C. 1002(5)), except
that such term shall include only employers
of two or more employees.

(4) EMPLOYEE HEALTH BENEFIT PLAN.—
(A) IN GENERAL.—The term ‘‘employee

health benefit plan’’ means any employee
welfare benefit plan, governmental plan, or
church plan (as defined under paragraphs (1),
(32), and (33) of section 3 of the Employee Re-
tirement Income Security Act of 1974 (29
U.S.C. 1002 (1), (32), and (33))) that provides or
pays for health benefits (such as provider
and hospital benefits) for participants and
beneficiaries whether—

(i) directly;
(ii) through a group health plan offered by

a health plan issuer as defined in paragraph
(8); or

(iii) otherwise.
(B) RULE OF CONSTRUCTION.—An employee

health benefit plan shall not be construed to
be a group health plan, an individual health
plan, or a health plan issuer.

(C) ARRANGEMENTS NOT INCLUDED.—Such
term does not include the following, or any
combination thereof:

(i) Coverage only for accident, or disability
income insurance, or any combination there-
of.

(ii) Medicare supplemental health insur-
ance (as defined under section 1882(g)(1) of
the Social Security Act).

(iii) Coverage issued as a supplement to li-
ability insurance.

(iv) Liability insurance, including general
liability insurance and automobile liability
insurance.

(v) Workers compensation or similar insur-
ance.

(vi) Automobile medical payment insur-
ance.

(vii) Coverage for a specified disease or ill-
ness.

(viii) Hospital or fixed indemnity insur-
ance.

(ix) Short-term limited duration insur-
ance.

(x) Credit-only, dental-only, or vision-only
insurance.

(xi) A health insurance policy providing
benefits only for long-term care, nursing
home care, home health care, community-
based care, or any combination thereof.

(5) FAMILY.—
(A) IN GENERAL.—The term ‘‘family’’ means

an individual, the individual’s spouse, and
the child of the individual (if any).

(B) CHILD.—For purposes of subparagraph
(A), the term ‘‘child’’ means any individual
who is a child within the meaning of section
151(c)(3) of the Internal Revenue Code of 1986.

(6) GROUP HEALTH PLAN.—
(A) IN GENERAL.—The term ‘‘group health

plan’’ means any contract, policy, certificate
or other arrangement offered by a health
plan issuer to a group purchaser that pro-
vides or pays for health benefits (such as pro-
vider and hospital benefits) in connection
with an employee health benefit plan.

(B) ARRANGEMENTS NOT INCLUDED.—Such
term does not include the following, or any
combination thereof;

(i) Coverage only for accident, or disability
income insurance, or any combination there-
of.

(ii) Medicare supplemental health insur-
ance (as defined under section 1882(g)(1) of
the Social Security Act).

(iii) Coverage issued as a supplement to li-
ability insurance.

(iv) Liability insurance, including general
liability insurance and automobile liability
insurance.

(v) Workers compensation or similar insur-
ance.

(vi) Automobile medical payment insur-
ance.

(vii) Coverage for a specified disease or ill-
ness.

(ix) Short-term limited duration insur-
ance.

(x) Credit-only, dental-only, or vision-only
insurance.

(xi) A health insurance policy providing
benefits only for long-term care, nursing
home care, home health care, community-
based care, or any combination thereof.

(7) GROUP PURCHASER.—The term ‘‘group
purchaser’’ means any person (as defined
under paragraph (9) of section 3 of the Em-
ployee Retirement Income Security Act of
1974 (29 U.S.C. 1002(9)) or entity that pur-
chases or pays for health benefits (such as
provider or hospital benefits) on behalf of
two or more participants or beneficiaries in
connection with an employee health benefit
plan. A health plan purchasing cooperative
established under section 131 shall not be
considered to be a group purchaser.

(8) HEALTH PLAN ISSUER.—The term
‘‘health plan issuer’’ means any entity that
is licensed (prior to or after the date of en-
actment of this Act) by a State to offer a
group health plan or an individual health
plan.

(9) HEALTH STATUS.—The term ‘‘health sta-
tus’’ includes. with respect to an individual,
medical condition, claims experience, receipt
of health care, medical history, genetic in-
formation, evidence of insurability (includ-
ing conditions arising out of acts of domestic
violence), or disability.

(10) PARTICIPANT.—The term ‘‘participant’’
has the meaning given such term under sec-
tion 3(7) of the Employee Retirement Income
Security Act of 1974 (29 U.S.C. 1002(7)).

(11) PLAN SPONSOR.—The term ‘‘plan spon-
sor’’ has the meaning given such term under
section 3(16)(B) of the Employee Retirement
Income Security Act of 1974 (29 U.S.C.
1002(16)(B)).

(12) SECRETARY.—The term ‘‘Secretary’’,
unless specifically provided otherwise,
means the Secretary of Labor.

(13) STATE.—The term ‘‘State’’ means each
of the several States, the District of Colum-

bia, Puerto Rico, the United States Virgin
Islands, Guam, American Samoa, and the
Commonwealth of the Northern Mariana Is-
lands.

Subtitle A—Group Market Rules
SECTION 101. GUARANTEED AVAILABILITY OF

HEALTH COVERAGE.
(a) IN GENERAL.—
(1) NONDISCRIMINATION.—Except as provided

in subsection (b), section 102 and section
103—

(A) a health plan issuer offering a group
health plan may not decline to offer whole
group coverage to a group purchaser desiring
to purchase such coverage; and

(B) an employee health benefit plan or a
health plan issuer offering a group health
plan may establish eligibility, continuation
of eligibility, enrollment, or premium; con-
tribution requirements under the terms of
such plan, except that such requirements
shall not be based on health status (as de-
fined in section 100(9)).

(2) HEALTH PROMOTION AND DISEASE PREVEN-
TION.—Nothing in this subsection shall pre-
vent an employee health benefit plan or a
health plan issuer from establishing pre-
mium; discounts or modifying otherwise ap-
plicable copayments or deductibles in return
for adherence to programs of health pro-
motion and disease prevention.

(b) APPLICATION OF CAPACITY LIMITS.—
(1) IN GENERAL.—Subject to paragraph (2), a

health plan issuer offering a group health
plan may cease offering coverage to group
purchasers under the plan if—

(A) the health plan issuer ceases to offer
coverage to any additional group purchasers;
and

(B) the health plan issuer can demonstrate
to the applicable certifying authority (as de-
fined in section 142(d)), if required, that its
financial or provider capacity to serve pre-
viously covered participants and bene-
ficiaries (and additional participants and
beneficiaries who will be expected to enroll
because of their affiliation with a group pur-
chaser or such previously covered partici-
pants or beneficiaries) will be impaired if the
health plan issuer is required to offer cov-
erage to additional group purchasers.
Such health plan issuer shall be prohibited
from offering coverage after a cessation in
offering coverage under this paragraph for a
6-month period or until the health plan
issuer can demonstrate to the applicable cer-
tifying authority (as defined in section
142(d)) that the health plan issuer has ade-
quate capacity, whichever is later.

(2) FIRST-COME-FIRST-SERVED.—A health
plan issuer offering a group health plan is
only eligible to exercise the limitations pro-
vided for in paragraph (1) if the health plan
issuer offers coverage to group purchasers
under such plan on a first-come-first-served
basis or other basis established by a State to
ensure a fair opportunity to enroll in the
plan and avoid risk selection.

(c) CONSTRUCTION.—
(1) MARKETING OF GROUP HEALTH PLANS.—

Nothing in this section shall be construed to
prevent a State from requiring health plan
issuers offering group health plans to ac-
tively market such plans.

(2) INVOLUNTARY OFFERING OF GROUP
HEALTH PLANS.—Nothing is this section shall
be construed to require a health plan issuer
to involuntarily offer group health plans in a
particular market. For the purposes of this
paragraph, the term ‘‘market’’ means either
the large employer market or the small em-
ployer market (as defined under applicable
State law, or if not so defined, an employer
with not more than 50 employees).
SEC. 102. GUARANTEED RENEWABILITY OF

HEALTH COVERAGE.
(a) IN GENERAL.—
(1) GROUP PURCHASER.—Subject to sub-

sections (b) and (c), a group health plan shall
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be renewed or continued in force by a health
plan issuer at the option of the group pur-
chaser, except that the requirement of this
subparagraph shall not apply in the case of—

(A) the nonpayment of premiums or con-
tributions by the group purchaser in accord-
ance with the terms of the group health plan
or where the health plan issuer has not re-
ceived timely premium payments;

(B) fraud or misrepresentation of material
fact on the part of the group purchaser;

(C) the termination of the group health
plan in accordance with subsection (b); or

(D) the failure of the group purchaser to
meet contribution or participation require-
ments in accordance with paragraph (3).

(2) PARTICIPANT.—Subject to subsections
(b) and (c), coverage under an employee
health benefit plan or group health plan
shall be renewed or continued in force, if the
group purchaser elects to continue to pro-
vide coverage under such plan, at the option
of the participant (or beneficiary where such
right exists under the terms of the plan or
under applicable law), except that the re-
quirement of this paragraph shall not apply
in the case of—

(A) the nonpayment of premiums or con-
tributions by the participant or beneficiary
in accordance with the terms of the em-
ployee health benefit plan or group health
plan or where such plan has not received
timely premium payments.

(B) fraud or misrepresentation of material
fact on the part of the participant or bene-
ficiary relating to an application for cov-
erage or claim for benefits;

(C) the termination of the employee health
benefit plan or group health plan;

(D) loss of eligibility for continuation cov-
erage as described in part 6 of subtitle B of
title I of the Employee Retirement Income
Security Act of 1974 (29 U.S.C. 1161 et seq.);
or

(E) failure of a participant or beneficiary
to meet requirements for eligibility for cov-
erage under an employee health benefit plan
or group health plan that are not prohibited
by this title.

(3) RULES OF CONSTRUCTION.—Nothing in
this subsection, nor in section 101(a), shall be
construed to—

(A) preclude a health plan issuer from es-
tablishing employer contribution rules or
group participation rules for group health
plans as allowed under applicable State law;

(B) preclude a plan defined in section 3(37)
of the Employee Retirement Income Secu-
rity Act of 1974 (29 U.S.C. 1102(37)) from es-
tablishing employer contribution rules or
group participation rules; or

(C) permit individuals to decline coverage
under an employee health benefit plan if
such right is not otherwise available under
such plan.

(b) TERMINATION OF GROUP HEALTH
PLANS.—

(1) PARTICULAR TYPE OF GROUP HEALTH
PLAN NOT OFFERED.—In any case in which a
health plan issuer decides to discontinue of-
fering a particular type of group health plan.
A group health plan of such type may be dis-
continued by the health plan issuer only if—

(A) the health plan issuer provides notice
to each group purchaser covered under a
group health plan of this type (and partici-
pants and beneficiaries covered under such
group health plan) of such discontinuation at
least 90 days prior to the date of the dis-
continuation of such plan;

(B) the health plan issuer offers to each
group purchaser covered under a group
health plan of this type, the option to pur-
chase any other group health plan currently
being offered by the health plan issuer; and

(C) in exercising the option to discontinue
a group health plan of this type and in offer-
ing one or more replacement plans, the
health plan issuer acts uniformly without re-

gard to the health status of participants or
beneficiaries covered under the group health
plan, or new participants or beneficiaries
who may become eligible for coverage under
the group health plan.

(2) DISCONTINUANCE OF ALL GROUP HEALTH
PLANS.—

(A) IN GENERAL.—In any case in which a
health plan issuer elects to discontinue of-
fering all group health plans in a State, a
group health plan may be discontinued by
the health plan issuer only if—

(i) the health plan issuer provides notice to
the applicable certifying authority (as de-
fined in section 142(d)) and to each group
purchaser (and participants and beneficiaries
covered under such group health plan) of
such discontinuation at least 180 days prior
to the date of the expiration of such plan,
and

(ii) all group health plans issued or deliv-
ered for issuance in the State or discon-
tinued and coverage under such plans is not
renewed.

(B) APPLICATION OF PROVISIONS.—The provi-
sions of this paragraph and paragraph (3)
may be applied separately by a health plan
issuer—

(i) to all group health plans offered to
small employers (as defined under applicable
State law, or if not so defined, an employer
with not more than 50 employees); or

(ii) to all other group health plans offered
by the health plan issuer in the State.

(3) PROHIBITION ON MARKET REENTRY.—In
the case of a discontinuation under para-
graph (2), the health plan issuer may not
provide for the issuance of any group health
plan in the market sector (as described in
paragraph (2)(B)) in which issuance of such
group health plan was discontinued in the
State involved during the 5-year period be-
ginning on the date of the discontinuation of
the last group health plan not so renewed.

(C) TREATMENT OF NETWORK PLANS.—
(1) GEOGRAPHIC LIMITATIONS.—A network

plan (as defined in paragraph (2)) may deny
continued participation under such plan to
participants or beneficiaries who neither
live, reside, nor work in an area in which
such network plan is offered, but only if such
denial is applied uniformly, without regard
to health status of particular participants or
beneficiaries.

(2) NETWORK PLAN.—As used in paragraph
(1), the term ‘‘network plan’’ means an em-
ployee health benefit plan or a group health
plan that arranges for the financing and de-
livery of health care services to participants
or beneficiaries covered under such plan, in
whole or in part, through arrangements with
providers.

(d) COBRA COVERAGE.—Nothing in sub-
section (a)(2)(E) or subsection (c) shall be
construed to affect any right to COBRA con-
tinuation coverage as described in part 6 of
subtitle B of title I of the employee Retire-
ment Income Security Act of 1974 (29 U.S.C.
1161 et seq.).
SEC. 103. PORTABILITY OF HEALTH COVERAGE

AND LIMITATION ON PREEXISTING
CONDITION EXCLUSIONS.

(a) IN GENERAL.—An employee health ben-
efit plan or a health plan issuer offering a
group health plan may impose a limitation
or exclusion of benefits relating to treat-
ment of a preexisting condition based on the
fact that the condition existed prior to the
coverage of the participant or beneficiary
under the plan only if—

(1) the limitation or exclusion extends for
a period of not more than 12 months after
the date of enrollment in the plan;

(2) the limitation or exclusion does not
apply to an individual who, within 30 days of
the date of birth or placement for adoption
(as determined under section 609(c)(3)(B) of
the Employee Retirement Income Security
Act of 1974 (29 U.S.C. 1169(c)(3)(B)), was cov-
ered under the plan; and

(3) the limitation or exclusion does not
apply to a pregnancy.

(b) CREDITING OF PREVIOUS QUALIFYING
COVERAGE.—

(1) IN GENERAL.—Subject to paragraph (4),
an employee health benefit plan or a health
plan issuer offering a group health plan shall
provide that if a participant or beneficiary is
in a period of previous qualifying coverage as
of the date of enrollment under such plan,
any period of exclusion or limitation of cov-
erage with respect to a preexisting condition
shall be reduced by 1 month for each month
in which the participant or beneficiary was
in the period of previous qualifying coverage.
With respect to an individual described in
subsection (a)(2) who maintains continuous
coverage, no limitation or exclusion of bene-
fits relating to treatment of a preexisting
condition may be applied to a child within
the child’s first 12 months of life or within 12
months after the placement of a child for
adoption.

(2) DISCHARGE OF DUTY.—An employee
health benefit plan shall provide documenta-
tion of coverage to participants and bene-
ficiaries who coverage is terminated under
the plan. Pursuant to regulations promul-
gated by the Secretary, the duty of an em-
ployee health benefit plan to verify previous
qualifying coverage with respect to a partici-
pant or beneficiary is effectively discharged
when such employee health benefit plan pro-
vides documentation to a participant or ben-
eficiary that includes the following informa-
tion:

(A) the dates that the participant or bene-
ficiary was covered under the plan; and

(B) the benefits and cost-sharing arrange-
ment available to the participant or bene-
ficiary under such plan.
An employee health benefit plan shall retain
the documentation provided to a participant
or beneficiary under subparagraphs (A) and
(B) for at least the 12-month period following
the date on which the participant or bene-
ficiary ceases to be covered under the plan.
Upon request, an employee health benefit
plan shall provide a second copy of such doc-
umentation or such participant or bene-
ficiary within the 12-month period following
the date of such ineligibility.

(3) DEFINITIONS.—As used in this section:
(A) PREVIOUS QUALIFYING COVERAGE.—The

term ‘‘previous qualifying coverage’’ means
the period beginning on the date—

(i) a participant or beneficiary is enrolled
under an employee health benefit plan or a
group health plan, and ending on the date
the participant or beneficiary is not so en-
rolled; or

(ii) an individual is enrolled under an indi-
vidual health plan (as defined in section 113)
or under a public or private health plan es-
tablished under Federal or State law, and
ending on the date the individual is not so
enrolled;

for a continuous period of more than 30 days
(without regard to any waiting period).

(B) LIMITATION OR EXCLUSION OF BENEFITS
RELATING TO TREATMENT OF A PREEXISTING
CONDITION.—The term ‘‘limitation or exclu-
sion of benefits relating to treatment of a
preexisting condition’’ means a limitation or
exclusion of benefits imposed on an indi-
vidual based on a preexisting condition of
such individual.

(4) EFFECT OF PREVIOUS COVERAGE.—An em-
ployee health benefit plan or a health plan
issuer offering a group health plan may im-
pose a limitation or exclusion of benefits re-
lating to the treatment of a preexisting con-
dition, subject to the limits in subsection
(a)(1), only to the extent that such service or
benefit was not previously covered under the
group health plan, employee health benefit
plan, or individual health plan in which the
participant or beneficiary was enrolled im-

VerDate 23-MAR-99 16:22 May 11, 2000 Jkt 000000 PO 00000 Frm 00650 Fmt 9634 Sfmt 0634 S:\JCK\04DAY2\04DAY2.037 HPC1 PsN: HPC1



HOUSE OF REPRESENTATIVES

651

1996 T37.23
mediately prior to enrollment in the plan in-
volved.

(c) LATE ENROLLEES.—Except as provided
in section 104, with respect to a participant
or beneficiary enrolling in an employee
health benefit plan or group health plan dur-
ing a time that is other than the first oppor-
tunity to enroll during an enrollment period
of at least 30 days, coverage with respect to
benefits or services relating to the treatment
of a preexisting condition in accordance with
subsection (a) and (b) may be excluded ex-
cept the period of such exclusion may not ex-
ceed 18 months beginning on the date of cov-
erage under the plan.

(d) AFFILIATION PERIODS.—With respect to
a participant or beneficiary who would oth-
erwise be eligible to receive benefits under
an employee health benefit plan or a group
health plan but for the operation of a pre-
existing condition limitation or exclusion, if
such plan does not utilize a limitation or ex-
clusion of benefits relating to the treatment
of a preexisting condition, such plan may im-
pose an affiliation period on such participant
or beneficiary not to exceed 60 days (or in
the case of a late participant or beneficiary
described in subsection (c), 90 days) from the
date on which the participant or beneficiary
would otherwise be eligible to receive bene-
fits under the plan. An employee health ben-
efit plan or a health plan issuer offering a
group health plan may also use alternative
methods to address adverse section as ap-
proved by the applicable certifying authority
(as defined in section 142(d)). During such an
affiliation period, the plan may not be re-
quired to provide health care services or ben-
efits and no premium shall be charged to the
participant or beneficiary.

(e) PREEXISTING CONDITIONS.—For purposes
of this section, the term ‘‘preexisting condi-
tion’’ means a condition, regardless of the
cause of the condition, for which medical ad-
vice, diagnosis, care, or treatment was rec-
ommended or received within the 6-month
period ending on the day before the effective
date of the coverage (without regard to any
waiting period).

(f) STATE FLEXIBILITY.—Nothing in this
section shall be construed to preempt State
laws that—

(1) require health plan issuers to impose a
limitation or exclusion of benefits relating
to the treatment of a preexisting condition
for periods that are shorter than those pro-
vided for under this section; or

(2) allow individuals, participants, and
beneficiaries to be considered to be in a pe-
riod of previous qualifying coverage if such
individual, participant, or beneficiary expe-
riences a lapse in coverage that is greater
than the 30-day period provided for under
subsection (b)(3);
unless such laws are preempted by section
514 of the Employee Retirement Income Se-
curity Act of 1974 (29 U.S.C. 1144).
SEC. 104. SPECIAL ENROLLMENT PERIODS.

In the case of a participant, beneficiary or
family member who—

(1) through marriage, separation, divorce,
death, birth or placement of a child for adop-
tion, experiences a change in family com-
position affecting eligibility under a group
health plan, individual health plan, or em-
ployee health benefit plan;

(2) experiences a change in employment
status, as described in section 603(2) of the
Employee Retirement Income Security Act
of 1974 (29 U.S.C. 1163(2)), that causes the loss
of eligibility for coverage, other than
COBRA continuation coverage under a group
health plan, individual health plan, or em-
ployee health benefit plan; or

(3) experiences a loss of eligibility under a
group health plan, individual health plan, or
employee health benefit plan because of a
change in the employment status of a family
member;

each employee health benefit plan and each
group health plan shall provide for a special
enrollment period extending for a reasonable
time after such event that would permit the
participant to change the individual or fam-
ily basis of coverage or to enroll in the plan
if coverage would have been available to
such individual, participant, or beneficiary
but for failure to enroll during a previous en-
rollment period. Such a special enrollment
period shall ensure that a child born or
placed for adoption shall be deemed to be
covered under the plan as of the date of such
birth or placement for adoption if such child
is enrolled within 30 days of the date of such
birth or placement for adoption.
SEC. 105. DISCLOSURE OF INFORMATION.

(a) DISCLOSURE OF INFORMATION BY HEALTH
PLAN ISSUER.—

(1) IN GENERAL.—In connection with the of-
fering of any group health plan to a small
employer (as defined under applicable State
law, or if not so defined, an employer with
not more than 50 employees), a health plan
issuer shall make a reasonable disclosure to
such employer, as part of its solicitation and
sales materials, of—

(A) the provisions of such group health
plan concerning the health plan issuer’s
right to change premium rates and the fac-
tors that may affect changes in premium
rates.

(B) the provisions of such group health
plan relating to renewability of coverage;

(C) the provisions of such group health
plan relating to any preexisting condition
provision; and

(D) descriptive information about the ben-
efits and premiums available under all group
health plans for which the employer is quali-
fied.
Information shall be provided to small em-
ployers under this paragraph in a manner de-
termined to be understandable by the aver-
age small employer, and shall be sufficiently
accurate and comprehensive to reasonably
inform small employers, participants and
beneficiaries of their rights and obligations
under the group health plan.

(2) EXCEPTION.—With respect to the re-
quirement of paragraph (1), any information
that is proprietary and trade secret informa-
tion under applicable law shall not be sub-
ject to the disclosure requirements of such
paragraph.

(3) CONSTRUCTION.—Nothing in this sub-
section shall be construed to preempt State
reporting and disclosure requirements to the
extent that such requirements are not pre-
empted under section 514 of the Employee
Retirement Income Security Act of 1974 (29
U.S.C. 1144).

(b) DISCLOSURE OF INFORMATION TO PARTICI-
PANTS AND BENEFICIARIES.—

(1) IN GENERAL.—Section 104(b)(1) of the
Employee Retirement Income Security Act
of 1974 (29 U.S.C. 1024(b)(1)) is amended in the
matter following subparagraph (B)—

(A) by striking ‘‘102(a)(1),’’ and inserting
‘‘102(a)(1) that is not a material reduction in
covered services or benefits provided,’’; and

(B) by adding at the end thereof the fol-
lowing new sentences: ‘‘If there is a modi-
fication or change described in section
102(a)(1) that is a material reduction in cov-
ered services or benefits provided, a sum-
mary description of such modification or
change shall be furnished to participants not
later than 60 days after the date of the adop-
tion of the modification or change. In the al-
ternative, the plan sponsors may provide
such description at regular intervals of not
more than 90 days. The Secretary shall issue
regulations within 180 days after the date of
enactment of the Health Insurance Reform
Act of 1996, providing alternative mecha-
nisms to delivery by mail through which em-
ployee health benefit plans may notify par-

ticipants of material reductions in covered
services or benefits.’’.

(2) PLAN DESCRIPTION AND SUMMARY.—Sec-
tion 102(b) of the Employee Retirement In-
come Security Act of 1974 (29 U.S.C. 1022(b))
is amended—

(A) by inserting ‘‘including the office or
title of the individual who is responsible for
approving or denying claims for coverage of
benefits’’ after ‘‘type of administration of
the plan’’;

(B) by inserting ‘‘including the name of the
organization responsible for financing
claims’’ after ‘‘source of financing of the
plan’’; and

(C) by inserting ‘‘including the office, con-
tact, or title of the individual at the Depart-
ment of Labor through which participants
may seek assistance or information regard-
ing their rights under this Act and title I of
the Health Insurance Reform Act of 1996 with
respect to health benefits that are not of-
fered through a group health plan.’’ after
‘‘benefits under the plan’’.

Subtitle B—Individual Market Rules
SEC. 110. INDIVIDUAL HEALTH PLAN PORT-

ABILITY.
(a) LIMITATION ON REQUIREMENTS.—
(1) IN GENERAL.—Except as provided in sub-

sections (b) and (c), a health plan issuer de-
scribed in paragraph (3) may not, with re-
spect to an eligible individual (as defined in
subsection (b)) desiring to enroll in an indi-
vidual health plan—

(A) decline to offer coverage to such indi-
vidual, or deny enrollment to such individual
based on the health status of the individual;
or

(B) impose a limitation or exclusion of
benefits otherwise covered under the plan for
the individual based on a preexisting condi-
tion unless such limitation or exclusion
could have been imposed if the individual re-
mained covered under a group health plan or
employee health benefit plan (including pro-
viding credit for previous coverage in the
manner provided under subtitle A).

(2) HEALTH PROMOTION AND DISEASE PREVEN-
TION.—Nothing in this subsection shall be
construed to prevent a health plan issuer of-
fering an individual health plan from estab-
lishing premium discounts or modifying oth-
erwise applicable copayments or deductibles
in return for adherence to programs of
health promotion or disease prevention.

(3) HEALTH PLAN ISSUER.—A health plan
issuer described in this paragraph in a health
plan issuer that issues or renews individual
health plans.

(4) PREMIUMS.—Nothing in this subsection
shall be construed to affect the determina-
tion of a health plan issuer as to the amount
of the premium payable under an individual
health plan under applicable State law.

(b) DEFINITION OF ELIGIBLE INDIVIDUAL.—As
used in subsection (a)(1), the term ‘‘eligible
individual’’ means an individual who—

(1) was a participant or beneficiary en-
rolled under one or more group health plans,
employee health benefit plans, or public
plans established under Federal or State law,
for not less than 18 months (without a lapse
in coverage of more than 30 consecutive
days) immediately prior to the date on which
the individual desired to enroll in the indi-
vidual health plan.

(2) is not eligible for coverage under a
group health plan or an employee health
benefit plan;

(3) has not had coverage terminated under
a group health plan or employee health ben-
efit plan for failure to make required pre-
mium payments or contributions, or for
fraud or misrepresentation of material fact;
and

(4) has, if applicable, accepted and ex-
hausted the maximum required period of
continuous coverage as described in section
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602(2)(A) of the Employee Retirement Income
Security Act of 1974 (29 U.S.C. 1162(2)(A)) or
under an equivalent State program.

(c) APPLICABLE OF CAPACITY LIMIT.—
(1) IN GENERAL.—Subject to paragraph (2), a

health plan issuer offering coverage to indi-
viduals under an individual health plan may
cease enrolling individuals under the plan
if—

(A) the health plan issuer ceases to enroll
any new individuals; and

(B) the health plan issuer can demonstrate
to the applicable certifying authority (as de-
fined in section 142(d)), if required, that its
financial or provider capacity to serve pre-
viously covered individuals will be impaired
if the health plan issuer is required to enroll
additional individuals.
Such a health plan issuer shall be prohibited
from offering coverage after a cessation in
offering coverage under this paragraph for a
6-month period or until the health plan
issuer can demonstrate to the applicable cer-
tifying authority (as defined in section
142(d)) that the health plan issuer has ade-
quate capacity, whichever is later.

(2) FIRST-COME-FIRST-SERVED.—A health
plan issuer offering coverage to individuals
under an individual health plan is only eligi-
ble to exercise the limitations provided for
in paragraph (1) if the health plan issuer pro-
vides for enrollment of individuals under
such plan on a first-come-first-served basis
or other basis established by a State to en-
sure a fair opportunity to enroll in the plan
and avoid risk selection.

(d) MARKET REQUIREMENT.—
(1) IN GENERAL.—The provisions of sub-

section (a) shall not be construed to require
that a health plan issuer offering group
health plans to group purchasers offer indi-
vidual health plans to individuals.

(2) CONVERSION POLICIES.—A health plan
issuer offering group health plans to group
purchasers under this title shall not be
deemed to be a health plan issuer offering an
individual health plan solely because such
health plan issuer offers a conversion policy.

(3) MARKETING OF PLANS.—Nothing in this
section shall be construed to prevent a State
from requiring health plan issuers offering
coverage to individuals under an individual
health plan to actively market such plan.
SEC. 111. GUARANTEED RENEWABILITY OF INDI-

VIDUAL HEALTH COVERAGE.
(a) IN GENERAL.—Subject to subsections (b)

and (c), coverage for individuals under an in-
dividual health plan shall be renewed or con-
tinued in force by a health plan issuer at the
option of the individual, except that the re-
quirement of this subsection shall not apply
in the case of—

(1) the nonpayment of premiums or con-
tributions by the individual in accordance
with the terms of the individual health plan
or where the health plan issuer has not re-
ceived timely premium payments;

(2) fraud or misrepresentation of material
fact on the part of the individual; or

(3) the termination of the individual health
plan in accordance with subsection (b).

(b) TERMINATION OF INDIVIDUAL HEALTH
PLANS.—

(1) PARTICULAR TYPE OF INDIVIDUAL HEALTH
PLAN NOT OFFERED.—In any case in which a
health plan issuer decides to discontinue of-
fering a particular type of individual health
plan to individuals, an individual health plan
may be discontinued by the health plan
issuer only if—

(A) the health plan issuer provides notice
to each individual covered under the plan of
such discontinuation at least 90 days prior to
the date of the expiration of the plan.

(B) the health plan issuer offers to each in-
dividual covered under the plan the option to
purchase any other individual health plan
currently being offered by the health plan
issuer to individuals; and

(C) in exercising the option to discontinue
the individual health plan and in offering
one or more replacement plans, the health
plan issuer acts uniformly without regard to
the health status of particular individuals.

(21) DISCONTINUANCE OF ALL INDIVIDUAL
HEALTH PLANS.—In any case in which a
health plan issuer elects to discontinue all
individual health plans in a State, an indi-
vidual health plan may be discontinued by
the health plan issuer only if—

(A) the health plan issuer provides notice
to the applicable certifying authority (as de-
fined in section 142(d)) and to each individual
covered under the plan of such discontinu-
ation at least 180 days prior to the date of
the discontinuation of the plan; and

(B) all individual health plans issued or de-
livered for issuance in the State are discon-
tinued and coverage under such plans is not
renewed.

(3) PROHIBITION ON MARKET REENTRY.—In
the case of a discontinuation under para-
graph (2), the health plan issuer may not
provide for the issuance of any individual
health plan in the State involved during the
5-year period beginning on the date of the
discontinuation of the last plan not so re-
newed.

(c) TREATMENT OF NETWORK PLANS.—
(1) GEOGRAPHIC LIMITATIONS.—A health

plan issuer which offers a network plan (as
defined in paragraph (2)) may deny continued
participation under the plan to individuals
who neither live, reside, nor work in an area
in which the individual health plan is of-
fered, but only if such denial is applied uni-
formly, without regard to health status of
particular individuals.

(2) NETWORK PLAY.—As used in paragraph
(1), the term ‘‘network plan’’ means an indi-
vidual health plan that arranges for the fi-
nancing and delivery of health care services
to individuals covered under such health
plan, in whole or in part, through arrange-
ments with providers.
SEC. 112. STATE FLEXIBILITY IN INDIVIDUAL

MARKET REFORMS.
(a) IN GENERAL.—With respect to any State

law with respect to which the Governor of
the State notifies the Secretary of Health
and Human Services that such State law will
achieve the goals of sections 110 and 111, and
that is in effect on, or enacted after, the date
of enactment of this Act (such as laws pro-
viding for guaranteed issue, open enrollment
by one or more health plan issuers, high-risk
pools, or mandatory conversion policies),
such State law shall apply in lieu of the
standards described in sections 110 and 111
unless the Secretary of Health and Human
Services determines, after considering the
criteria described in subsection (b)(1), in con-
sultation with the Governor and Insurance
Commissioner or chief insurance regulatory
official of the State, that such State law
does not achieve the goals of providing ac-
cess to affordable health care coverage for
those individuals described in sections 110
and 111.

(b) DETERMINATION.—
(1) IN GENERAL.—In making a determina-

tion under subsection (a), the Secretary of
Health and Human Services shall only—

(A) evaluate whether the State law or pro-
gram provides guaranteed access to afford-
able coverage to individuals described in sec-
tions 110 and 111;

(B) evaluate whether the State law or pro-
gram provides coverage for preexisting con-
ditions (as defined in section 103(e)) that
were covered under the individuals’ previous
group health plan or employee health benefit
plan for individuals described in sections 110
and 111.

(C) evaluate whether the State law or pro-
gram provides individuals described in sec-
tions 110 and 111 with a choice of health

plans or a health plan providing comprehen-
sive coverage, and

(D) evaluate whether the application of the
standards described in sections 110 and 111
will have an adverse impact on the number
of individuals in such State having access to
affordable coverage.

(2) NOTICE OF INTENT.—If, within 6 months
after the date of enactment of this Act, the
Governor of a State notifies the Secretary of
Health and Human Services that the State
intends to enact a law, or modify an existing
law, described in subsection (a), the Sec-
retary of Health and Human Services may
not make a determination under such sub-
section until the expiration of the 12-month
period beginning on the date on which such
notification is made, or until January 1, 1998,
whichever is later. With respect to a State
that provides notice under this paragraph
and that has a legislature that does not meet
within the 12-month period beginning on the
date of enactment of this Act, the Secretary
shall not make a determination under sub-
section (a) prior to January 1, 1998.

(3) NOTICE TO STATE.—If the Secretary of
Health and Human Services determines that
a State law or program does not achieve the
goals described in subsection (a), the Sec-
retary of Health and Human Services shall
provide the State with adequate notice and
reasonable opportunity to modify such law
or program to achieve such goals prior to
making a final determination under sub-
section (a).

(c) ADOPTION OF NAIC MODEL.—If, not later
than 9 months after the date of enactment of
this Act—

(1) the National Association of Insurance
Commissioners (hereafter referred to as the
‘‘NAIC’’), through a process which the Sec-
retary of Health and Human Services deter-
mines has included consultation with rep-
resentatives of the insurance industry and
consumer groups, adopts a model standard or
standards for reform of the individual health
insurance market, and

(2) the Secretary of Health and Human
Services determines, within 30 days of the
adoption of such NAIC standard or stand-
ards, that such standards comply with the
goals of sections 110 and 111:
a State that elects to adopt such model
standards or substantially adopt such model
standards shall be deemed to have met the
requirements of sections 110 and 111 and
shall be subject to a determination under
subsection (a).
SEC. 113. DEFINITION.

(a) IN GENERAL.—As used this title, the
term ‘‘individual health plan’’ means any
contract, policy, certificate or other ar-
rangement offered to individuals by a health
plan issuer that provides or pays for health
benefits (such as provider and hospital bene-
fits) and that is not a group health plan
under section 2(6).

(b) ARRANGEMENTS NOT INCLUDED.—Such
term does not include the following, or any
combination thereof:

(1) Coverage only for accident, or disability
income insurance, or any combination there-
of.

(2) Medicare supplemental health insur-
ance (as defined under section 1882(g)(1) of
the Social Security Act).

(3) Coverage issued as a supplement to li-
ability insurance.

(4) Liability insurance, including general
liability insurance and automobile liability
insurance.

(5) Workers’ compensation or similar in-
surance.

(6) Automobile medical payment insur-
ance.

(7) Coverage for a specified disease or ill-
ness.

(8) Hospital of fixed indemnity insurance.
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(9) Short-term limited duration insurance.
(10) Credit-only, dental-only, or vision-only

insurance.
(11) A health insurance policy providing

benefits only for long-term care, nursing
home care, home health care, community-
based care, or any combination thereof.

Subtitle C—COBRA Clarifications
SEC. 121. COBRA CLARIFICATIONS.

(a) PUBLIC HEALTH SERVICE ACT.—
(1) PERIOD OF COVERAGE.—Section 2202(2) of

the Public Health Service Act (42 U.S.C.
300bb–2(2)) is amended—

(A) in subparagraph (A)—
(i) by transferring the sentence imme-

diately preceding clause (iv) so as to appear
immediately following such clause (iv); and

(ii) in the last sentence (as so trans-
ferred)—

(I) by inserting ‘‘, or a beneficiary-family
member of the individual,’’ after ‘‘an indi-
vidual’’; and

(II) by striking ‘‘at the time of a qualifying
event described in section 2203(2)’’ and in-
serting ‘‘at any time during the initial 18-
month period of continuing coverage under
this title’’;

(B) in subparagraph (D)(i), by inserting be-
fore ‘‘, or’’ the following: ‘‘, except that the
exclusion or limitation contained in this
clause shall not be considered to apply to a
plan under which a preexisting condition or
exclusion does not apply to an individual
otherwise eligible for continuation coverage
under this section because of the provision of
the Health Insurance Reform Act of 1996’’,
and

(C) in subparagraph (E), by striking ‘‘at
the time of a qualifying event described in
section 2203(2)’’ and inserting ‘‘at any time
during the initial 18-month period of con-
tinuing coverage under this title’’,

(2) ELECTION.—Section 2205(1)(C) of the
Public Health Service Act (42 U.S.C. 300bb–
5(1)(C)) is amended—

(A) in clause (i), by striking ‘‘or’’ at the
end thereof.

(B) in clause (ii), by striking the period and
inserting ‘‘, or’’, and

(C) by adding at the end thereof the fol-
lowing new clause:

‘‘(iii) in the case of an individual described
in the last sentence of section 2202(2)(A), or
a beneficiary-family member of the indi-
vidual, the date such individual is deter-
mined to have been disabled.’’.

(3) NOTICES.—Section 2206(3) of the Public
Health Service Act (42 U.S.C. 300bb–6(3)) is
amended by striking ‘‘at the time of a quali-
fying event described in section 2203(2)’’ and
inserting ‘‘at any time during the initial 18-
month period of continuing coverage under
this title’’.

(4) BIRTH OR ADOPTION OF A CHILD.—Section
2208(3)(A) of the Public Health Service Act
(42 U.S.C. 300bb–8(3)(A)) is amended by add-
ing at the end thereof the following new
flush sentence:
‘‘Such term shall also include a child who is
born to or placed for adoption with the cov-
ered employee during the period of continued
coverage under this title.’’.

(b) EMPLOYEE RETIREMENT INCOME SECU-
RITY ACT OF 1974.—

(1) PERIOD OF COVERAGE.—Section 602(2) of
the Employee Retirement Income Security
Act of 1974 (29 U.S.C. 1162(2)) is amended—

(A) in the last sentence of subparagraph
(A)—

(i) by inserting ‘‘, or a beneficiary-family
member of the individual.’’ after ‘‘an indi-
vidual’’; and

(ii) by striking ‘‘at the time of a qualifying
event described in section 603(2)’’ and insert-
ing ‘‘at any time during the initial 18-month
period of continuing coverage under this
part’’,

(B) in subparagraph (D)(i), by inserting be-
fore, ‘‘, or’’ the following ‘‘, except that the

exclusion or limitation contained in this
clause shall not be considered to apply to a
plan under which a preexisting condition or
exclusion does not apply to an individual
otherwise eligible for continuation coverage
under this section because of the provision of
the Health Insurance Reform Act of 1996’’;
and

(C) in subparagraph (E), by striking ‘‘at
the time of a qualifying event described in
section 603(2)’’ and inserting ‘‘at any time
during the initial 18-month period of con-
tinuing coverage under this part’’.

(2) ELECTION.—Section 605(1)(C) of the Em-
ployee Retirement Income Security Act of
1974 (29 U.S.C. 1165(1)(C)) is amended—

(A) in clause (i), by striking ‘‘or’’ at the
end thereof;

(B) in clause (ii), by striking the period and
inserting ‘‘, or’’; and

(C) by adding at the end thereof the fol-
lowing new clause:

‘‘(iii) in the case of an individual described
in the last sentence of section 602(2)(A), or a
beneficiary-family member of the individual,
the date such individual is determined to
have been disabled.’’.

(3) NOTICES.—Section 606(3) of the Em-
ployee Retirement Income Security Act of
1974 (29 U.S.C. 1166(3)) is amended by striking
‘‘at the time of a qualifying event described
in section 603(2)’’ and inserting ‘‘at any time
during the initial 18-month period of con-
tinuing coverage under this part’’.

(4) BIRTH OR ADOPTION OF A CHILD.—Section
607(3)(A) of the Employee Retirement Income
Security Act of 1974 (29 U.S.C. 1167(3)) is
amended by adding at the end thereof the
following new flush sentence:
‘‘Such term shall also include a child who is
born to or placed for adoption with the cov-
ered employee during the period of continued
coverage under this part.’’.

(c) INTERNAL REVENUE CODE OF 1986.—
(1) PERIOD OF COVERAGE.—Section

4980B(f)(2)(B) of the Internal Revenue Code of
1986 is amended—

(A) in the last sentence of clause (i) by
striking ‘‘at the time of a qualifying event
described in paragraph (3)(B)’’ and inserting
‘‘at any time during the initial 18-month pe-
riod of continuing coverage under this sec-
tion’’.

(B) in clause (iv)(I), by inserting before ‘‘,
or’’ the following: ‘‘, except that the exclu-
sion or limitation contained in this sub-
clause shall not be considered to apply to a
plan under which a preexisting condition or
exclusion does not apply to an individual
otherwise eligible for continuation coverage
under this subsection because of the provi-
sion of the Health Insurance Reform Act of
1996’’; and

(C) in clause (v), by striking ‘‘at the time
of a qualifying event described in paragraph
(3)(B)’’ and inserting ‘‘at any time during the
initial 18-month period of continuing cov-
erage under this section’’.

(2) ELECTION.—Section 4980B(f)(5)(A)(ii) of
the Internal Revenue Code of 1986 is
amended—

(A) in subclause (I), by striking ‘‘or’’ at the
end thereof;

(B) in subclause (II), by striking the period
and inserting ‘‘, or’’, and

(C) by adding at the end thereof the fol-
lowing new subclause:

‘‘(III) in the case of an qualified bene-
ficiary described in the last sentence of para-
graph (2)(B)(i), the date such individual is de-
termined to have been disabled.’’.

(3) NOTICES.—Section 4980B(f)(6)(C) of the
Internal Revenue Code of 1986 is amended by
striking ‘‘at the time of a qualifying event
described in paragraph (3)(B)’’ and inserting
‘‘at any time during the initial 18-month pe-
riod of continuing coverage under this sec-
tion’’.

(4) BIRTH OR ADOPTION OF A CHILD.—Section
4980B(g)(1)(A) of the Internal Revenue Code
of 1986 is amended by adding at the end
thereof the following new flush sentence:
‘‘Such term shall also include a child who is
born to or placed for adoption with the cov-
ered employee during the period of continued
coverage under this section.’’.

(d) EFFECTIVE DATE.—The amendments
made by this section shall apply to quali-
fying events occurring on or after the date of
enactment of this Act for plan years begin-
ning after December 31, 1997.

(e) NOTIFICATION OF CHANGES.—Not later
than 60 days prior to the date on which this
section becomes effective, each group health
plan (covered under title XXII of the Public
Health Service Act, part 6 of subtitle B of
title I of the Employee Retirement Income
Security Act of 1974, and section 4980B(f) of
the Internal Revenue Code of 1986) shall no-
tify each qualified beneficiary who has elect-
ed continuation coverage under such title,
part or section of the amendments made by
this section.
Subtitle D—Private Health Plan Purchasing

Cooperatives
SEC. 131. PRIVATE HEALTH PLAN PURCHASING

COOPERATIVES.
(a) DEFINITION.—As used in this title, the

term ‘‘health plan purchasing cooperative’’
means a group of individuals or employers
that, on a voluntary basis and in accordance
with this section, form a cooperative for the
purpose of purchasing individual health
plans or group health plans offered by health
plan issuers. A health plan issuer, agent,
broker or any other individual or entity en-
gaged in the sale of insurance may not un-
derwrite a cooperative.

(b) CERTIFICATION.—
(1) IN GENERAL.—If a group described in

subsection (a) desires to form a health plan
purchasing cooperative in accordance with
this section and such group appropriately
notifies the State and the Secretary of such
desire, the State, upon a determination that
such group meets the requirements of this
section, shall certify the group as a health
plan purchasing cooperative. The State shall
make a determination of whether such group
meets the requirements of this section in a
timely fashion. Each such cooperative shall
also be registered with the Secretary.

(2) STATE REFUSAL TO CERTIFY.—If a State
fails to implement a program for certifying
health plan purchasing cooperatives in ac-
cordance with the standards under this title,
the Secretary shall certify and oversee the
operations of such cooperative in such State.

(3) INTERSTATE COOPERATIVES.—For pur-
poses of this section a health plan pur-
chasing cooperative operating in more than
one State shall be certified by the State in
which the cooperative is domiciled. States
may enter into cooperative agreements for
the purpose of certifying and overseeing the
operation of such cooperatives. For purposes
of this subsection, a cooperative shall be
considered to be domiciled in the State in
which most of the members of the coopera-
tive reside.

(c) BOARD OF DIRECTORS.—
(1) IN GENERAL.—Each health plan pur-

chasing cooperative shall be governed by a
Board of Directors that shall be responsible
for ensuring the performance of the duties of
the cooperative under this section. The
Board shall be composed of a board cross-sec-
tion of representatives of employers, em-
ployees, and individuals participating in the
cooperative. A health plan issuer, agent,
broker or any other individual or entity en-
gaged in the sale of individual health plans
or group health plans may not hold or con-
trol any right to vote with respect to a coop-
erative.

(2) LIMITATION ON COMPENSATION.—A health
plan purchasing cooperative may not provide
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compensation to members of the Board of Di-
rectors. The cooperative may provide reim-
bursements to such members for the reason-
able and necessary expenses incurred by the
members in the performance of their duties
as members of the Board.

(3) CONFLICT OF INTEREST.—No member of
the Board of Directors (or family members of
such members) nor any management per-
sonnel of the cooperative may be employed
by, be a consultant of, be a member of the
board of directors or, be affiliated with an
agent of, or otherwise be a representative of
any health plan issuer, health care provider,
or agent or broker. Nothing in the preceding
sentence shall limit a member of the Board
from purchasing coverage offered through
the cooperative.

(d) MEMBERSHIP AND MARKETING AREA.—
(1) MEMBERSHIP.—A health plan purchasing

cooperative may establish limits on the
maximum size of employers who may be-
come members of the cooperative, and may
determine whether to permit individuals to
become members. Upon the establishment of
such membership requirements, the coopera-
tive shall, except as provided in subpara-
graph (B), accept all employers (or individ-
uals) residing within the area served by the
cooperative who meet such requirements as
members on a first-come, first-served basis,
or on another basis established by the State
to ensure equitable access to the coopera-
tive.

(2) MARKETING AREA.—A State may estab-
lish rules regarding the geographic area that
must be served by a health plan purchasing
cooperative. With respect to a State that has
not established such rules, a health plan pur-
chasing cooperative operating in the State
shall define the boundaries of the area to be
served by the cooperative, except that such
boundaries may not be established on the
basis of health status of the populations that
reside in the area.

(e) DUTIES AND RESPONSIBILITIES.—
(1) IN GENERAL.—A health plan purchasing

cooperative shall—
(A) enter into agreements with multiple,

unaffiliated health plan issuers, except that
the requirement of this subparagraph shall
not apply in regions (such as remote or fron-
tier areas) in which compliance with such re-
quirement is not possible.

(B) enter into agreements with employers
and individuals who become members of the
cooperative;

(C) participate in any program of risk-ad-
justment or reinsurance, or any similar pro-
gram, that is established by the State.

(D) prepare and disseminate comparative
health plan materials (including information
about cost, quality, benefits, and other infor-
mation concerning group health plans and
individual health plans offered through the
cooperative);

(E) actively market to all eligible employ-
ers and individuals residing within the serv-
ice area; and

(F) act as an ombudsman for group health
plan or individual health plan enrollees.

(2) PERMISSIBLE ACTIVITIES.—A health plan
purchasing cooperative may perform such
other functions as necessary to further the
purposes of this title, including—

(A) collecting and distributing premiums
and performing other administrative func-
tions;

(B) collecting and analyzing surveys of en-
rollee satisfaction;

(C) charging membership fee to enrollees
(such fees may not be based on health status)
and charging participation fees to health
plan issuers;

(D) cooperating with (or accepting as mem-
bers) employers who provide health benefits
directly to participants and beneficiaries
only for the purpose of negotiating with pro-
viders, and

(E) negotiating with health care providers
and health plan issuers.

(f) LIMITATIONS ON COOPERATIVE ACTIVI-
TIES.—A health plan purchasing cooperative
shall not—

(1) perform any activity relating to the li-
censing of health plan issuers.

(2) assume financial risk directly or indi-
rectly on behalf of members of a health plan
purchasing cooperative relating to any group
health plan or individual health plan;

(3) establish eligibility, continuation of eli-
gibility, enrollment, or premium contribu-
tion requirements for participants, bene-
ficiaries, or individuals based on health sta-
tus;

(4) operate on a for-profit or other basis
where the legal structure of the cooperative
permits profits to be made and not returned
to the members of the cooperative, except
that a for-profit health plan purchasing co-
operative may be formed by a nonprofit
organization—

(A) in which membership in such organiza-
tion is not based on health status; and

(B) that accepts as members all employers
or individuals on a first-come, first-served
basis, subject to any established limit on the
maximum size of and employer that may be-
come a member; or

(5) perform any other activities that con-
flict or are inconsistent with the perform-
ance of its duties under this title.

(g) LIMITED PREEMPTIONS OF CERTAIN
STATE LAWS.—

(1) IN GENERAL.—With respect to a health
plan purchasing cooperative that meets the
requirements of this section, State fictitious
group laws shall be preempted.

(2) HEALTH PLAN ISSUERS.—
(A) RATING.—With respect to a health plan

issuer offering a group health plan or indi-
vidual health plan through a health plan
purchasing cooperative that meets the re-
quirements of this section. State premium
rating requirement laws, except to the ex-
tent provided under subparagraph (B), shall
be preempted unless such laws permit pre-
mium rates negotiated by the cooperative to
be less than rates that would otherwise be
permitted under State law, if such rating dif-
ferential is not based on differences in health
status or demographic factors.

(B) EXCEPTION.—State laws referred to in
subparagraph (A) shall not be preempted if
such laws—

(i) prohibit the variance of premium rates
among employers, plan sponsors, or individ-
uals that are members of health plan pur-
chasing cooperative in excess of the amount
of such variations that would be permitted
under such State rating laws among employ-
ers, plan sponsors, and individuals that are
not members of the cooperative; and

(ii) prohibit a percentage increase in pre-
mium rates for a new rating period that is in
excess of that which would be permitted
under State rating laws.

(C) BENEFITS.—Except as provided in sub-
paragraph (D), a health plan issuer offering a
group health plan or individual health plan
through a health plan purchasing coopera-
tive shall comply with all State mandated
benefit laws that require the offering of any
services, category or care, or services of any
class or type of provider.

(D) EXCEPTION.—In those states that have
enacted laws authorizing the issuance of al-
ternative benefit plans to small employers,
health plan issuers may offer such alter-
native benefit plans through a health plan
purchasing cooperative that meets the re-
quirements of this section.

(h) RULES OF CONSTRUCTION.—Nothing in
this section shall be construed to—

(1) require that a State organize, operate,
or otherwise create health plan purchasing
cooperatives;

(2) otherwise require the establishment of
health plan purchasing cooperatives.

(3) require individuals, plan sponsors, or
employers to purchase group health plans or
individual health plans through a health
plan purchasing cooperative;

(4) require that a health plan purchasing
cooperative be the only type of purchasing
arrangement permitted to operate in a
State.

(5) confer authority upon a State that the
State would not otherwise have to regulate
health plan issuers or employee health bene-
fits plans, or

(6) confer authority up a State (or the Fed-
eral Government) that the State (or Federal
Government) would not otherwise have to
regulate group purchasing arrangements,
coalitions, or other similar entities that do
not desire to become a health plan pur-
chasing cooperative in accordance with this
section.

(i) APPLICATION OF ERISA.—For purposes
of enforcement only, the requirements of
parts 4 and 5 of subtitle B of title I of the
Employee Retirement Income Security Act
of 1974 (29 U.S.C. 1101) shall apply to a health
pan purchasing cooperative as if such plan
were an employee welfare benefit plan.
SUBTITLE E—APPLICATION AND ENFORCEMENT

OF STANDARDS

SEC. 141. APPLICABILITY.
(a) CONSTRUCTION.—
(1) ENFORCEMENT.—
(A) IN GENERAL.—A requirement or stand-

ard imposed under this title on a group
health plan or individual health plan offered
by a health plan issuer shall be deemed to be
a requirement or standard imposed on the
health plan issuer. Such requirements or
standards shall be enforced by the State in-
surance commissioner for the State involved
or the official or officials designated by the
State to enforce the requirements of this
title. In the case of a group health plan of-
fered by a health plan issuer in connection
with an employee health benefit plan, the re-
quirements of standards imposed under the
title shall be enforced with respect to the
health plan issuer by the State insurance
commissioner for the State involved or the
official of officials designated by the State
to enforce the requirements of this title.

(B) LIMITATION.—Except as provided in sub-
section (c), the Secretary shall not enforce
the requirements or standards of this title as
they relate to health plan issuers, group
health plans, or individual health plans. In
no case shall a Sate enforce the require-
ments or standards of this title as they re-
late to employee health benefit plans.

(2) PREEMPTION OF STATE LAW.—Nothing in
this title shall be construed to prevent a
State from establishing, implementing, or
continuing in effect standards and
requirements—

(A) not prescribed in this title; or
(B) related to the issuance, renewal, or

portability of health insurance or the estab-
lishment or operation of group purchasing
arrangements, that are consistent with, and
are not in direct conflict with, this title and
provide greater protection or benefit to par-
ticipants, beneficiaries or individuals.

(b) RULE OF CONSTRUCTION.—Nothing in
this title shall be construed to affect or mod-
ify the provisions of section 514 of the Em-
ployee Retirement Income Security Act of
1974 (29 U.S.C. 1144).

(c) CONTINUATION.—Nothing in this title
shall be construed as requiring a group
health plan or an employee health benefit
plan to provide benefits to a particular par-
ticipant or beneficiary in excess of those pro-
vided under the terms of such plan.
SEC. 202. ENFORCEMENT OF STANDARDS.

(a) HEALTH PLAN ISSUERS.—Each State
shall require that each group health plan and
individual health plan issued, sold, renewed,
offered for sale or operated in such State by
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a health plan issuer meet the standards es-
tablished under this title pursuant to an en-
forcement plan filed by the State with the
Secretary. A State shall submit such infor-
mation as required by the Secretary dem-
onstrating effective implementation of the
State enforcement law.

(b) EMPLOYEE HEALTH BENEFIT PLANS.—
With respect to employee health benefit
plans, the Secretary shall enforce the reform
standards established under this title in the
same manner as provided for under sections
502, 504, 506, and 510 of the Employee Retire-
ment Income Security Act of 1974 (29 U.S.C.
1132, 1134, 1136, and 1140). The civil penalties
contained in paragraphs (1) and (2) of section
502(c) of such Act (29 U.S.C. 1132(c) (1) and
(2)) shall apply to any information required
by the Secretary to be disclosed and reported
under this section.

(c) FAILURE TO IMPLEMENT PLAN.—In the
case of the failure of a State to substantially
enforce the standards and requirements set
forth in this title with respect to group
health plans and individual health plans as
provided for under the State enforcement
plan filed under subsection (a), the Sec-
retary, in consultation with the Secretary of
Health and Human Services, shall implement
an enforcement plan meeting the standards
of this title in such State. In the case of a
State that fails to substantially enforce the
standards and requirements set forth in this
title, each health plan issuer operating in
such State shall be subject to civil enforce-
ment as provided for under sections 502, 504,
506, and 510 of the Employee Retirement In-
come Security Act of 1974 (29 U.S.C. 1132,
1134, 1136, and 1140). The civil penalties con-
tained in paragraphs (1) and (2) of section
502(c) of such Act (29 U.S.C. 1132(c) (1) and
(2)) shall apply to any information required
by the Secretary to be disclosed and reported
under this section.

(d) APPLICABLE CERTIFYING AUTHORITY.—As
used in this title, the term ‘‘applicable certi-
fying authority’’means, with respect to—

(1) health plan issuers, the State insurance
commissioner or official or officials des-
ignated by the State to enforce the require-
ments of this title for the State involved;
and

(2) an employee health benefit, plan, the
Secretary.

(e) REGULATIONS.—The Secretary may pro-
mulgate such regulations as may be nec-
essary or appropriate to carry out this title.

(f) TECHNICAL AMENDMENT.—Section 508 of
the Employee Retirement Income Security
Act of 1974 (29 U.S.C. 1138) is amended by in-
serting ‘‘and under the Health Insurance Re-
form Act of 1996’’ before the period.

Subtitle F—Miscellaneous Provisions
SEC. 191. HEALTH COVERAGE AVAILABILITY

STUDY.

(a) IN GENERAL.—The Secretary of Health
and Human Services, in consultation with
the Secretary, representatives of State offi-
cials, consumers, and other representatives
of individuals and entities that have exper-
tise in health insurance and employee bene-
fits, shall conclude a two-part study, and
prepare and submit reports, in accordance
with this section.

(b) EVALUATION OF AVAILABILITY.—Not
later than January 1, 1998, the Secretary of
Health and Human Services shall prepare
and submit to the appropriate committees of
Congress a report, concerning—

(1) an evaluation, based on the experience
of States, expert opinions, and such addi-
tional data as may be available, of the var-
ious mechanisms used to ensure the avail-
ability of reasonably priced health coverage
to employers purchasing group coverage and
to individuals purchasing coverage on a non-
group basis; and

(2) whether standards that limit the vari-
ation in premiums will further the purposes
of this Act.

(c) EVALUATION OF EFFECTIVENESS.—Not
later than January 1, 1999, the Secretary of
Health and Human Services shall prepare
and submit to the appropriate committees of
Congress a report, concerning the effective-
ness of the provisions of this Act and the
various State laws, in ensuring the avail-
ability of reasonably priced health coverage
to employers purchasing group coverage and
individuals purchasing coverage on a
nongroup basis.
SEC. 192. EFFECTIVE DATE.

Except as otherwise provided for in this
title, the provisions of this title shall apply
as follows:

(1) With respect to group health plans and
individual health plans, such provisions shall
apply to plans offered, sold, issued, renewed,
in effect, or operated on or after January 1,
1997, and

(2) With respect to employee health benefit
plans, on the first day of the first plan year
beginning on or after January 1, 1997.
SEC. 193. SEVERABILITY.

If any provision of this title or the applica-
tion of such provision to any person or cir-
cumstance is held to be unconstitutional,
the remainder of this title and the applica-
tion of the provisions of such to any person
or circumstance shall not be affected there-
by.

After debate,
By unanimous consent, the previous

question was ordered on the motion to
recommit with instructions.

The question being put, viva voce,
Will the House recommit said bill

with instructions?
The SPEAKER pro tempore, Mr.

COMBEST, announced that the nays
had it.

Mr. PALLONE demanded a recorded
vote on motion to recommit with in-
structions, which demand was sup-
ported by one-fifth of a quorum, so a
recorded vote was ordered.

The vote was taken by electronic de-
vice.

It was decided in the Yeas ....... 182!negative ....................... Nays ...... 236
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AYES—182

Abercrombie
Ackerman
Andrews
Baesler
Baldacci
Barcia
Barrett (WI)
Becerra
Beilenson
Bentsen
Berman
Bevill
Bishop
Bonior
Borski
Boucher
Browder
Brown (CA)
Brown (FL)
Brown (OH)
Cardin
Chapman
Clay
Clayton
Clement
Clyburn
Coleman
Collins (MI)
Condit
Conyers
Costello
Coyne

Cramer
Danner
de la Garza
DeFazio
DeLauro
Dellums
Deutsch
Dicks
Dingell
Dixon
Doggett
Dooley
Doyle
Durbin
Edwards
Engel
Evans
Farr
Fattah
Fazio
Filner
Flake
Foglietta
Ford
Frank (MA)
Frost
Furse
Gejdenson
Gephardt
Gibbons
Gonzalez
Green

Gutierrez
Hall (OH)
Hamilton
Harman
Hastings (FL)
Hefner
Hilliard
Hinchey
Holden
Hoyer
Jackson (IL)
Jackson-Lee

(TX)
Jacobs
Jefferson
Johnson (SD)
Johnson, E. B.
Johnston
Kanjorski
Kaptur
Kennedy (MA)
Kennedy (RI)
Kennelly
Kildee
Kleczka
Klink
LaFalce
Lantos
Levin
Lewis (GA)
Lincoln
Lipinski

Lofgren
Lowey
Luther
Maloney
Manton
Markey
Mascara
Matsui
McCarthy
McDermott
McHale
McKinney
Meehan
Meek
Menendez
Miller (CA)
Minge
Mink
Moakley
Mollohan
Moran
Murtha
Nadler
Oberstar
Obey
Olver
Ortiz
Orton
Owens

Pallone
Pastor
Payne (NJ)
Payne (VA)
Pelosi
Peterson (FL)
Peterson (MN)
Pomeroy
Quinn
Rahall
Rangel
Reed
Richardson
Rivers
Roemer
Rose
Roukema
Roybal-Allard
Rush
Sabo
Sanders
Sawyer
Schroeder
Schumer
Scott
Serrano
Sisisky
Skaggs
Skelton

Slaughter
Spratt
Stark
Stenholm
Studds
Stupak
Tanner
Tejeda
Thompson
Thornton
Thurman
Torres
Torricelli
Towns
Traficant
Velazquez
Vento
Visclosky
Volkmer
Walsh
Ward
Waters
Watt (NC)
Waxman
Wilson
Wise
Woolsey
Wynn
Yates

NOES—236

Allard
Archer
Armey
Bachus
Baker (CA)
Baker (LA)
Ballenger
Barr
Barrett (NE)
Bartlett
Barton
Bass
Bateman
Bereuter
Bilbray
Bilirakis
Bliley
Blute
Boehlert
Boehner
Bonilla
Bono
Brewster
Brownback
Bryant (TN)
Bunn
Bunning
Burr
Burton
Buyer
Callahan
Calvert
Camp
Campbell
Canady
Castle
Chabot
Chambliss
Chenoweth
Christensen
Chrysler
Clinger
Coble
Coburn
Collins (GA)
Combest
Cooley
Cox
Crane
Crapo
Cremeans
Cubin
Cunningham
Davis
Deal
DeLay
Diaz-Balart
Dickey
Doolittle
Dornan
Dreier
Duncan
Dunn
Ehlers
Ehrlich
Emerson
English
Ensign
Everett

Ewing
Fawell
Fields (TX)
Flanagan
Foley
Forbes
Fox
Franks (CT)
Franks (NJ)
Frelinghuysen
Frisa
Funderburk
Gallegly
Ganske
Gekas
Geren
Gilchrest
Gillmor
Gilman
Goodlatte
Goodling
Gordon
Goss
Graham
Greenwood
Gunderson
Gutknecht
Hall (TX)
Hancock
Hansen
Hastert
Hastings (WA)
Hayes
Hayworth
Hefley
Heineman
Herger
Hilleary
Hobson
Hoekstra
Hoke
Horn
Hostettler
Houghton
Hunter
Hutchinson
Hyde
Inglis
Istook
Johnson (CT)
Johnson, Sam
Jones
Kasich
Kelly
Kim
King
Kingston
Klug
Knollenberg
Kolbe
LaHood
Largent
Latham
LaTourette
Laughlin
Lazio
Leach
Lewis (CA)
Lewis (KY)

Lightfoot
Linder
Livingston
LoBiondo
Longley
Lucas
Manzullo
Martini
McCollum
McCrery
McDade
McHugh
McInnis
McIntosh
McKeon
Metcalf
Meyers
Mica
Miller (FL)
Molinari
Montgomery
Moorhead
Morella
Myers
Myrick
Nethercutt
Neumann
Ney
Norwood
Nussle
Oxley
Packard
Parker
Paxon
Petri
Pickett
Pombo
Porter
Portman
Poshard
Pryce
Quillen
Radanovich
Ramstad
Regula
Riggs
Roberts
Rogers
Rohrabacher
Roth
Royce
Salmon
Sanford
Saxton
Scarborough
Schaefer
Schiff
Seastrand
Sensenbrenner
Shadegg
Shaw
Shays
Shuster
Skeen
Smith (MI)
Smith (NJ)
Solomon
Souder
Spence
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