Attachment 1 – Renewal notice for the individual market where coverage is being renewed outside the marketplace.


Dear [Policyholder or Name], 

Your health insurance coverage is coming up for renewal.  On [Date], you will be automatically re-enrolled in your current plan.  

Changes we’re making to your current health plan

· Premium – Starting in [Month], you will pay $[Dollar amount] each month in premiums. This is $[amount] [higher/lower] than your current premium. This plan [is/is not] being offered through the Marketplace, [though we do offer a similar plan, [Plan Name], through the Marketplace].  If you are currently receiving a tax credit to help with the cost of your premiums or want to see if you qualify for one, you must purchase a plan through Oregon’s health insurance Marketplace, healthcare.gov.  
· [List changes to renewed plan, including: 
Name of new plan and Plan ID
Benefit changes 
Cost-sharing changes, including whether the plan is a different metal level from the previous plan.]

· [Point to changes in renewed plan with reference to other document received by recipient in this same mailing.]

What if I want to change plans?
· You can only change plans during open enrollment which runs from [start date] to [end date]. If you want a different plan with coverage that starts on January 1, [year], the deadline to enroll with [Issuer Name] is [Date].  In some instances, you may be able to change plans outside of open enrollment, but only if you qualify for a special enrollment.  If you think you qualify for a special enrollment, contact us or your insurance agent for more information.  
· During open enrollment, you can choose a different plan through the Marketplace at healthcare.gov or with the help of an agent or broker.  You or your family may also qualify for the Oregon Health Plan (OHP). But remember, if you qualify for tax credits and/or lower out-of-pocket costs, you can get those savings only if you enroll through the Marketplace at healthcare.gov.
What else should I consider before deciding whether to keep or change my current plan?
· Call or visit [the plan’s website] to make sure your doctor and other health care providers will be in the plan network next year.  Also, check to make sure any prescription medications you take will be covered. 
Questions?
· If you have questions about your current plan or other plans we sell, call us at [(xxx) xxx-xxxx] or visit our website [website].

· If you have questions about the Marketplace, visit Healthcare.gov or call 1-800-318-2596 (Telecommunications Relay Service: 711 or call TTY 1-855-889-4325) to learn more.
· If you worked with an insurance agent or intend to in [year], he/she can help you too.
Getting Help in Other Languages

[Include the tagline below for the top languages spoken by 10% or more of the population in the state.

Spanish (Español): Para obtener asistencia en Español, llame al [Issuer Contact Information].]

Dear [Policyholder or Name], 

Your health insurance is coming up for renewal. Your current coverage will end on [date coverage will end]. So that you have health insurance on January 1, [year], you must choose whether to keep your current plan or choose a new plan. This letter explains the options available to you.
[In [current plan year], you saved $[Dollar amount] each month because of a tax credit. To continue to receive a tax credit in [upcoming plan year], you must enroll in a plan through Oregon’s health insurance Marketplace, healthcare.gov during open enrollment.] Open enrollment for [year] is from [start date] to [end date]. To ensure your coverage starts on January 1, [year], you must enroll in a plan by [last date to enroll]. 
	[Monthly Savings Last Year 
	Your Potential Savings This Year

	$[Dollar amount]
	Go to: healthcare.gov] 


Changes we’re making to your current health plan

· Premium – The premium for your plan will change in January. If you qualify for the same tax credit you received last year, your premium in [year] will be $[Dollar amount] each month. To continue getting a tax credit to help reduce your premium, visit healthcare.gov.
· [List changes to renewed plan, including: 
Name of new plan and Plan ID
Benefit changes 
Cost-sharing changes, including whether the plan is a different metal level from the previous plan.]

· [Point to changes in renewed plan with reference to other document received by recipient in this same mailing.]

[Important information about your tax credit

Last year, the tax credit that lowered your monthly premium was [$Dollar amount].  To make sure you get the full savings you deserve, you must apply and enroll through the Marketplace at healthcare.gov. You can do this online, in person, or by phone.]  
[If you didn’t receive a tax credit last year
Tax credits and other cost savings are available to many people who have a Marketplace plan. To find out if you qualify, go to healthcare.gov.]
If you apply through the Marketplace and want to keep this plan, make sure you choose [Plan name and Plan ID]. To prevent a gap in coverage you must enroll by [last date to enroll].


What if I want to change plans?
· The [year] Open Enrollment period is [start date] to [end date]. If you want a new plan with coverage that starts on January 1, the deadline to enroll is [last date to enroll].
· You can choose a new health plan from [Issuer Name] or another insurance company through the Marketplace or with the help of an insurance agent.  You or your family may also qualify for the Oregon Health Plan (OHP). 

· You can choose to buy a new health plan outside the Marketplace directly from an insurance company or with the help of an insurance agent. But remember, if you qualify for a tax credit and/or lower out-of-pocket costs, you can get those savings only if you enroll through the Marketplace.
What else should I consider before deciding whether to keep or change my current plan?
Call or visit [the plan’s website] to make sure your doctor and other health care providers will be in the plan network next year.  Also, check to make sure any prescription medications you take will be covered. 
Questions?
· If you have questions about your current plan or other plans we sell, call us at [(xxx) xxx-xxxx] or visit our website [website].

· If you have questions about the Marketplace, visit healthcare.gov or call 1-800-318-2596 (Telecommunications Relay Service: 711 or call TTY 1-855-889-4325) to learn more.

· If you worked with an insurance agent or intend to in [year], he/she can help you too.
Getting Help in Other Languages

[Include the tagline below for the top languages spoken by 10% or more of the population in the state.

Spanish (Español): Para obtener asistencia en Español, llame al [Issuer Contact Information].]

Dear [Policyholder or Name], 

Your current health plan will not be offered next year, and your coverage will end on [date coverage will end].  So that you have health insurance on January 1, [year], you must choose a new health plan. This letter explains the options available to you.

Options from [Issuer Name]

We have selected a new plan for you that’s similar to your current plan. You’ll automatically be enrolled in [Plan Name and Plan ID] unless you choose another option by [Date].  You can review all the benefits and coverage for this plan at [Issuer website].  Below are key differences between the two plans.  
· Premium – Starting in [Month], you will pay $[Dollar amount] each month in premiums. This is $[amount] [higher/lower] than your current premium. Visit Oregon’s health insurance Marketplace, healthcare.gov to see if you qualify for a tax credit to help reduce your premiums.
· [List differences to new plan, including: 
Name of new plan and Plan ID
Benefit changes 
Cost-sharing changes, including whether the plan is a different metal level from the previous plan.]

· [Point to differences in new plan with reference to other document received by recipient in this same mailing.]

[Plan Name and Plan ID] [is/isn’t] being offered through the Marketplace. [We do offer other plans through the Marketplace.] If you qualify for lower monthly premiums or lower out-of-pocket costs, you can get those savings only if you enroll in a plan through the Marketplace, healthcare.gov.
If you want the plan we’ve selected for you, simply pay the plan premium by [date]. [You can also tell us you want this plan by [filling out the enclosed form] [visiting our website].]
[You can choose any individual plan that we offer in your service area. Visit [Issuer website] or call [Issuer phone number] to learn about the plans available to you.]
What other options do I have?
· You can buy a new health plan directly from us, from another insurance company through the Marketplace, or with the help of an insurance agent.  You or your family may also qualify for the Oregon Health Plan (OHP). 

· You can buy a new health plan outside the Marketplace directly from an insurance company or with the help of an insurance agent. But remember, if you qualify for a tax credit and/or lower out-of-pocket costs, you can get those savings only if you enroll through the Marketplace, healthcare.gov.
What else should I consider before deciding?

Call or visit [the plan’s website] to make sure your doctor and other health care providers will be in the plan network next year.  Also, check to make sure any prescription medications you take will be covered. 
When do I need to make a decision?

Open enrollment for [year] is from [start date] to [end date]. To avoid a gap in coverage, enroll in a new plan by [Date], and your coverage will begin on January 1 [year].

Questions?
· If you have questions about your current plan or other plans we sell, call us at [(xxx) xxx-xxxx] or visit our website [website].

· If you have questions about the Marketplace, visit healthcare.gov or call 1-800-318-2596 (Telecommunications Relay Service: 711 or call TTY 1-855-889-4325) to learn more.

· If you worked with an insurance agent or intend to in [year], he/she can help you too.
Getting Help in Other Languages

[Include the tagline below for the top languages spoken by 10% or more of the population in the state.
Spanish (Español): Para obtener asistencia en Español, llame al [Issuer Contact Information].]

Dear [Policyholder or Name], 

Your current health plan will not be offered next year, and your coverage will end on December 31, [year].  [Our most similar plan to the one you have now is [Plan Name and Plan ID]. [We’ll automatically enroll you in [Plan Name and Plan ID] [the plan shown on the enclosed [title of document used by carrier]] unless you choose another option.]  [So that you have health insurance on January 1, [year], you must choose a new health plan.] This letter explains the options available to you.

In [current plan year], you saved $[Dollar amount] each month because of a tax credit. To receive a tax credit in [upcoming plan year] , you must enroll in a plan through healthcare.gov during open enrollment.  Open Enrollment for [year] is from [start date] to [end date]. To ensure your coverage starts on January 1, you must enroll in a plan by [last date to enroll for January 1 coverage] . 
	Monthly Savings Last Year 
	Your Potential Savings This Year

	$[Dollar amount]
	Go to: healthcare.gov 


[Options from [Issuer Name]

[Our most similar plan to the one you have now is [Plan Name and Plan ID]. Below is a summary of key differences between the two.  You can review all the benefits and coverage for this plan at [Issuer website] or healthcare.gov.] 

· Premium – Starting in [Month], you will pay $[Dollar amount] each month in premiums. This is $[amount] [higher/lower] than your current premium.   Visit healthcare.gov to see if you still qualify for a tax credit.
· [List differences in new plan, including: 
Name of new plan and Plan ID
Benefit changes 
Cost-sharing changes, including whether the plan is a different metal level from the previous plan.]

· [Point to differences in new plan with reference to other document received by recipient in this same mailing.]

[You can also buy any other individual plan that we offer in your service area.
Visit [Issuer website] or call [Issuer phone number] to learn about the plans available to you.]

[Important information about your tax credit

Last year, your tax credit was [$Dollar amount].  You must apply and enroll through the Marketplace, healthcare.gov to keep your tax credit. You can do this online, in person, or by phone.]
[If you didn’t receive a tax credit in [current plan year] 
Tax credits and other cost savings are available to many people who have a Marketplace plan.  To find out if you qualify in [upcoming plan year], go to healthcare.gov.]
What other options do I have?
· You can buy a new health plan directly from us, from another insurance company through the Marketplace, or with the help of an insurance agent.  You or your family may also qualify for the Oregon Health Plan (OHP). 

· You can buy a new health plan outside the Marketplace directly from an insurance company or with the help of an insurance agent. But remember, if you qualify for a tax credit and/or lower out-of-pocket costs, you can get those savings only if you enroll through the Marketplace, healthcare.gov.

What else should I look at before deciding?

Call or visit [the plan’s website] to make sure your doctor and other health care providers will be in the plan network next year.  Also, check to make sure any prescription medications you take will be covered.
When do I need to make a decision?

Open enrollment for [year] is from [start date] to [end date]. To avoid a gap in coverage, enroll in a new plan by [Date], and your coverage will begin on January 1 [year].
Questions?
· If you have questions about your current plan or other plans we sell, call us at [(xxx) xxx-xxxx] or visit our website [website].

· If you have questions about the Marketplace, visit healthcare.gov or call 1-800-318-2596 (Telecommunications Relay Service: 711 or call TTY 1-855-889-4325) to learn more.

· If you worked with an insurance agent or intend to in [year], he/she can help you too.

Getting Help in Other Languages

[Include the tagline below for the top languages spoken by 10% or more of the population in the state.

Spanish (Español): Para obtener asistencia en Español, llame al [Issuer contact information].]


Dear [Plan Sponsor, a generic such as “Valued Group Customer” or Name] 

Your group health insurance coverage is coming up for renewal.  On [Date], [if you continue to qualify for small employer coverage,] your group members will be automatically re-enrolled in your group’s current coverage.  

Changes we’re making to your group’s current coverage
· Premium – Starting in [Month], you will pay $[Dollar amount] each month in premiums.   [Your plan and estimated monthly premium is shown in the enclosed [title of rate document used by carrier]]. This is an estimate based on current enrollment.  This amount may change based on actual enrollment.

· [List changes to renewed plan, including: 
Name of new plan and Plan ID
Benefit changes 
Cost-sharing changes, including whether the plan is a different metal level from the previous plan.]

· [Point to changes in renewed plan with reference to other document received by recipient in this same mailing.]

What if I want to change plans?
· You can choose any of our other small group plans available in your service area. Call [Issuer phone number] or visit [Issuer website] or contact your insurance agent to learn more. 
· You can choose to buy a new health plan directly from another insurance company or with the help of your insurance agent.  
Small Employer Tax Credit
If you have fewer than 25 full time equivalent employees, you might qualify for a small business health care tax credit. For more information and to see whether you qualify, contact your tax professional or visit healthcare.gov or call 1-800-706-7893 (Telecommunications Relay Service: 711).  
When do I need to make a decision?

Generally, you can buy coverage any time. If group members enroll by the [Day] of the month, coverage will begin on the 1st of the following month.

Questions?
· If you have questions about your current plan or other plans we sell, call us at [(xxx) xxx-xxxx] or visit our website [website].


· If you worked with an insurance agent in [year] or intend to in [year], you may also direct questions to your agent.
Getting Help in Other Languages

[Include the tagline below for the top languages spoken by 10% or more of the population in the state.

Spanish (Español): Para obtener asistencia en Español, llame al [Issuer contact information].]


Dear [Plan Sponsor, a generic such as “Valued Group Customer” or Name] 

We are not offering your health plan next year, and it will end on [Date].  So that you have health insurance on [day after last day of coverage], you must choose a new health plan. This letter explains the options available to you.

Options from [Issuer Name]

[Our most similar plan to the one you have now is [Plan Name and Plan ID]]. [If you continue to qualify for small employer coverage, we’ll automatically enroll your employees in [Plan Name and Plan ID] [automatically enroll your employees on the plan shown in the enclosed [title of document used by carrier]] unless you choose another option.  Below is a summary of key differences between [Plan Name and Plan ID] and your current plan.  You can review all the benefits and coverage for this plan at [Issuer website].] 

· Premium – Starting in [Month], you will pay $[Dollar amount] each month in premiums.   [Your plan and estimated monthly premium is shown on the enclosed [title of rate document used by carrier].] This is an estimate based on current enrollment.  This amount may change based on actual enrollment.
·  [List differences in new plan, including: 
Name of new plan and Plan ID
Benefit changes 
Cost-sharing changes, including whether the plan is a different metal level from the previous plan.]

· [Point to differences in new plan with reference to other document received by recipient in this same mailing.]

What other options do I have?
· You can choose any of our other small group plans available in your service area. Call [Issuer phone number] or visit [Issuer website] or contact your insurance agent to learn more.
· You can choose to buy a new health plan directly from another insurance company or with the help of your insurance agent.   

Small Employer Tax Credit
If you have fewer than 25 full time equivalent employees, you might qualify for a small business health care tax credit. For more information and to see whether you qualify, contact your tax professional or visit healthcare.gov or call 1-800-706-7893 (Telecommunications Relay Service: 711).
When do I need to make a decision?

Generally, you can buy coverage any time. If group members enroll by the [Day] of the month, coverage will begin on the 1st of the following month. 

We are notifying your employees

Federal law requires that we notify your employees that we are no longer offering this plan. Because we might not know about other coverage decisions you have made, we’ll tell your employees to check with you about coverage options that might be available through your organization. 

Questions?
· Call [telephone number] or visit [website] or contact your insurance agent.

Getting Help in Other Languages

[Include the tagline below for the top languages spoken by 10% or more of the population in the state.

Spanish (Español): Para obtener asistencia en Español, llame al [Issuer contact information].]
Important: We’re Continuing to Offer Your Health Plan. 











Important: We’re Continuing to Offer Your Health Plan in [year],


 But You Must Take Action! 








Important: We Will Not Offer Your Current Health Plan Next Year.


But You Have Options for New Coverage.








Important: We Will Not Offer Your Health Plan Next Year.


But You Have Options for New Coverage.








Important: We’re Continuing to Offer Your Group Health Coverage. 


It’s time to renew!








Important: Your Group Health Coverage Will Not Be Available Next Year. 


But You Have Options for New Coverage








