
Final Draft
Amendment 69

Statewide Health Care System

Amendment 69 proposes amending the Colorado Constitution to:1

2 � establish ColoradoCare, a statewide system to finance health care
3 services for Colorado residents;

4 � create new taxes on most sources of income, redirect existing state and
5 federal health funding to pay for the services and administration of
6 ColoradoCare, exempt ColoradoCare from constitutional limits on
7 revenue, and require approval by Colorado residents for future tax
8 increases;

9 � establish a board of trustees, initially appointed and then elected, to
10 oversee the operations of ColoradoCare; and 

11 � allow the board to terminate ColoradoCare if the waivers, exemptions,
12 and agreements from the federal government are not sufficient for its
13 fiscally sound operation.

14 Summary and Analysis

15 Background.  Health care in Colorado is currently paid for by a variety of public
16 and private sources, including private health insurance and government programs
17 such as Medicaid and Medicare.  Under the federal Patient Protection and Affordable
18 Care Act, all people, with limited exceptions, are required to have health insurance
19 coverage of some kind or pay a tax penalty.  The majority of Coloradans receive
20 health insurance through an employer.  If employer-based health insurance is not
21 available or is declined, a person may purchase private insurance through an
22 insurance broker, the state health insurance exchange, or directly from an insurer. 
23 Persons meeting age, income, or other eligibility criteria may qualify for health care
24 coverage through a publicly funded program such as Medicare, Medicaid, or military
25 and veterans' health care programs.

26 Persons eligible for ColoradoCare coverage.  If Amendment 69 is passed and
27 fully implemented, Colorado residents will be eligible for health coverage through
28 ColoradoCare, a new statewide system to finance health care services.  ColoradoCare
29 will pay for covered health care services for Coloradans who do not have other forms
30 of health coverage and will provide supplemental coverage to persons who have other
31 coverage.  ColoradoCare could replace the current health coverage for many people. 
32 However, some people may still choose to purchase private health insurance, and
33 certain government health programs will continue to provide health coverage. 
34 Persons with these alternate forms of coverage will still be required to pay the new
35 taxes that fund ColoradoCare.
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1 ColoradoCare, when fully implemented, will affect government health programs
2 and the workers' compensation system.  Medicaid and the Children's Basic Health
3 Plan will be administered by ColoradoCare, and the state and federal funds for these
4 programs will be redirected to ColoradoCare.  Medicare, military and veterans' health
5 care programs, and certain federally operated health care programs will continue to
6 operate, and persons receiving coverage through these programs will be eligible for
7 supplemental coverage through ColoradoCare.  ColoradoCare will also pay the
8 medical portion of workers' compensation benefits, which is currently covered by
9 workers' compensation insurance policies that are purchased by employers.

10 Initial implementation.  If Amendment 69 is passed by voters, several steps must
11 be taken before ColoradoCare may begin paying for health care services.  The
12 ColoradoCare board of trustees, together with various state agencies, must seek
13 federal approval to transfer administration of the Medicaid program to ColoradoCare
14 and waive various requirements of the federal Patient Protection and Affordable Care
15 Act.  The federal act allows states to develop alternative ways to pay for health care
16 services, provided that certain federal requirements are met.  Amendment 69 allows
17 the board to terminate ColoradoCare if the waivers, exemptions, and agreements from
18 the federal government are not sufficient for its fiscally sound operation.

19 During the 2017 legislative session, the state legislature must pass laws to
20 implement Amendment 69.  This includes laws that implement the new taxes, allocate
21 state and federal funds, eliminate the state health insurance exchange, transfer the
22 responsibility for administering various state health care programs to ColoradoCare,
23 and amend workers' compensation laws.

24 During the initial implementation phase, ColoradoCare will not pay for health care
25 services.  Individuals will be responsible for maintaining health insurance coverage
26 and paying any necessary premiums until ColoradoCare is fully implemented and
27 begins making payments for health care services.  During this phase, taxpayers will
28 pay the taxes that fund ColoradoCare at the initial, lower tax rates.  Both the initial and
29 full tax rates are detailed in the "Taxpayer impacts" section below. 

30 Health care benefits and delivery of services.  Amendment 69 outlines the
31 types of health services that ColoradoCare must cover, which are the same services
32 as those that are currently required to be covered by private health insurance under
33 federal law.  These services include primary and specialty care, hospitalization,
34 prescription drugs, medical equipment, and emergency and urgent care.  The
35 ColoradoCare board of trustees may also specify additional covered health care
36 services.  ColoradoCare will contract with health care providers to pay for covered
37 health care services.  The ColoradoCare board will determine the rates paid to
38 participating providers.  Persons accessing health care services through
39 ColoradoCare may choose a primary care provider from among those participating in
40 ColoradoCare.

41 ColoradoCare is prohibited from charging deductibles, but may require
42 copayments for some health care services.  A deductible is the amount of medical
43 costs a patient must pay before an insurance plan starts to cover medical costs. 
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1 Typically, a copayment is a fixed amount that a patient must pay at the time of service. 
2 Consistent with current federal law, ColoradoCare may not charge copayments for
3 primary and preventative care services, such as annual doctor visits.  Under
4 Amendment 69, copayments for other services may be waived if the copayment would
5 cause financial hardship for the patient.

6 ColoradoCare elections.  ColoradoCare will be governed by a board of trustees. 
7 Initially, a 15-member interim board of trustees will be appointed by state legislative
8 leadership and the Governor.  The interim board will determine procedures for electing
9 a 21-member board of trustees.  The first board of trustees election must be

10 scheduled within three years of the effective date of the measure.  Amendment 69
11 outlines the length of terms of the elected trustees, term limits, and procedures for
12 filling vacancies.  ColoradoCare trustees are not subject to recall elections, but may be
13 removed by a majority vote of the board.

14 ColoradoCare elections will be conducted independently from other Colorado
15 elections in a manner determined by the board of trustees.  Existing voter registration
16 requirements do not apply to ColoradoCare elections.  For ColoradoCare elections, all
17 Coloradans who are at least 18 years of age and have continuously resided in the
18 state for at least one year are eligible to vote.  The interim board must establish seven
19 voter districts in Colorado with substantially the same number of residents prior to the
20 first election of the 21-member board.  Three nonpartisan trustees will be elected from
21 each of the seven districts.  The trustees must live in the district they seek to
22 represent.  The interim board must promulgate rules regarding the selection and
23 eligibility of trustee candidates, the regulation of campaign contributions and spending,
24 and the certification of election results.

25 Administration.  In addition to determining the procedures for electing a
26 21-member board of trustees, the interim board must establish rules and procedures,
27 approve an operating budget, and hire employees and consultants for ColoradoCare. 
28 Once the elected board assumes responsibility for the operations of ColoradoCare, its
29 duties will include:

30 • establishing rules and procedures for the operation of ColoradoCare,
31 determining benefits for Coloradans, and setting payment rates for
32 providers;
33 • hiring an executive team to administer the operations of ColoradoCare;
34 • administering all state funds for health care services provided to
35 Coloradans;
36 • facilitating the creation of medical records and billing records systems
37 and ensuring the confidentiality of patient records;
38 • establishing an internal office for fraud investigation;
39 • funding external offices in the Division of Insurance to respond to
40 inquiries and complaints from the public and health care providers and
41 make recommendations to the board; and
42 • ensuring the financial stability and transparent operations of
43 ColoradoCare and approving a publicly available annual budget.
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1 Taxpayer impacts.  To fund ColoradoCare, Amendment 69 creates new taxes on
2 wages paid by employers and income received by individuals.  The new taxes will be
3 in addition to the state's current 4.63 percent income tax.  Table 1 highlights the initial
4 and full tax rates under the measure and the tax rates paid by employers and
5 individuals.  While all employers and individuals will be required to pay the new taxes,
6 the taxes paid may be offset by savings that result from no longer having to pay for
7 private health insurance once ColoradoCare is fully implemented.

8 The initial taxes are expected to generate approximately $2 billion per year.  The
9 full taxes are projected to generate more than $25 billion in revenue each year.  The

10 initial taxes will be collected starting July 1, 2017, and tax rates will increase to their
11 full amounts 30 days before ColoradoCare assumes responsibility for health care
12 payments in Colorado.

13 For employees, the new taxes are assessed on wages earned.  For employers,
14 the taxes are based on the total wages for all employees.  For individuals earning
15 other non-wage sources of income, the taxes are paid solely by the income earner. 
16 Wage income includes wages, salaries, tips, and other income reported on an
17 employee W-2 form.  Non-wage income includes capital gains, dividends, interest,
18 rental income, non-corporate business income, and retirement income, including
19 Social Security income, reported as taxable income on a taxpayer's federal income tax
20 form.

21 Table 1 
22 New Taxes and Tax Rates Under Amendment 69

23  Initial Tax Rates Full Tax Rates

24 Wage Income
25      Employee Tax Rate
26 Employer Tax Rate
27      Total

0.3%
0.6%
0.9%

3.33%
6.67%
10.0%

28 Non-wage Income 0.9% 10.0%

29 The new taxes apply to the first $350,000 in taxable income for single filer
30 taxpayers and the first $450,000 in taxable income for joint filers.  These amounts are
31 increased by inflation each year.  The measure applies an existing state income tax
32 exemption for retirement income to the new taxes.  Under this exemption, retirement
33 income up to $20,000 for those aged 55 to 64, and up to $24,000 for those 65 and
34 older, is not taxed.  Joint filers may claim up to double these amounts.  Certain types
35 of income are excluded from the new taxes, including unemployment compensation
36 and alimony.  Table 2 shows the amount of taxes owed under the full tax rates by
37 representative households and the employers of persons in those households.
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1 Table 2
2 New Taxes Owed Under Amendment 69 for 
3 Representative Households Under the Full Tax Rates 

4  Annual Taxes

5  Taxable Household Income Household Employer

6 A Wage: $25,000 $833 $1,667

7 B Non-wage: $25,000 $2,500 $0

8 C
Wage: $50,000
Non-wage: $1,000

$1,865 $3,335

9 D
Wage: $100,000
Non-wage: $5,000

$3,830 $6,670

10 E
Wage: $250,000
Non-wage $10,000

$9,325 $16,675

11 Potential taxpayer savings.  Individuals and employers who discontinue private
12 health insurance once ColoradoCare is fully implemented may have savings that
13 offset the new taxes they are required to pay under Amendment 69.  Potential savings
14 will differ for each individual based on their health care costs, level of coverage, and
15 tax liability.  Key factors in determining potential savings include:

16 • the cost of health insurance premiums that the individual would no
17 longer pay; and 
18 • annual deductibles and out-of-pocket health care costs that would be
19 eliminated or reduced under ColoradoCare.

20  About half of the Colorado population receives health insurance coverage through
21 an employer, with the costs typically shared between the employee and employer.  For
22 employers who provide health insurance benefits to their employees, savings
23 considerations include: health insurance premium costs, administrative costs, and
24 allowable tax deductions for providing employee health insurance.

25 The net taxpayer impact of Amendment 69 for persons with Medicare, Medicaid,
26 and other types of health coverage will depend on the plan type and taxable income of
27 each person.  For instance, persons not currently required to pay health insurance
28 premiums, such as Medicaid recipients, may have higher costs under the measure to
29 the extent that they have taxable income.  Costs will increase for Medicare recipients if
30 their income exceeds the maximum allowable deduction for retirement income. 
31 Medicare recipients may have savings if they choose to use ColoradoCare instead of
32 private supplemental insurance.

33 Persons who are uninsured do not pay insurance premiums, but may have high
34 out-of-pocket costs and be subject to a tax penalty under federal law.  The new taxes
35 may offset these out-of-pocket costs and the tax penalty for persons without health
36 insurance. 
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1 Voter approval for tax increases.  The measure exempts ColoradoCare from the
2 existing constitutional requirement to seek approval of tax increases at a regularly
3 scheduled November election.  Instead, tax increases for ColoradoCare must be
4 approved at a ColoradoCare election scheduled by the board of trustees.  The board
5 of trustees may request a tax increase no more than once per year.

6 Constitutional limits on revenue.  Under current law, if the state or a district of
7 the state collects revenue in excess of constitutional limits, the revenue must be
8 refunded to taxpayers.  ColoradoCare revenue is exempt from these limits under
9 Amendment 69. 

For information on those issue committees that support or oppose the
measures on the ballot at the November 8, 2016, election, go to the
Colorado Secretary of State's elections center web site hyperlink for
ballot and initiative information:

http://www.sos.state.co.us/pubs/elections/Initiatives/InitiativesHome.html

10 Arguments For

11 1) Amendment 69 creates a more equitable health care payment system that
12 provides coverage for all Coloradans.  All people should have access to affordable
13 health care regardless of their ability to pay.  The current health care system leaves
14 many people uninsured or unable to access care due to insurance denials or high
15 deductibles.  ColoradoCare prohibits deductibles and may reduce financial barriers to
16 needed care.  The measure helps ensure that individuals and families will not face
17 financial ruin when accessing needed health care services.

18 2) Amendment 69 offers a means to control health care costs and improve patient
19 outcomes.  In the United States, health care costs are higher than in any other
20 industrialized country.  Under Amendment 69, health care costs could be controlled by
21 lowering administrative costs, adjusting payment rates to health care providers, and
22 reducing the amount of unpaid care provided by health care providers.  By creating a
23 centralized system for health care records, ColoradoCare may improve the
24 coordination of care and create cost savings by more efficiently sharing information
25 between providers, monitoring medical conditions, and reducing diagnostic testing.

26 3) ColoradoCare provides a more transparent system that serves the interests of
27 Coloradans, instead of the interests of private corporations.  The current private health
28 insurance system is profit-motivated, which contributes to rising health care costs. 
29 ColoradoCare offers an alternative that shifts incentives toward improving patient care
30 by allowing Coloradans to elect health care decision-makers.  Under Amendment 69,
31 Coloradans also have control over tax increases for ColoradoCare, increasing local
32 control over health care costs.  Unlike private insurance companies, ColoradoCare
33 board meetings are subject to open meetings laws, which allows Coloradans to
34 monitor decisions made by the board.

1 Arguments Against
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1 1) Amendment 69 imposes new taxes, which may harm the Colorado economy by
2 burdening taxpayers and eliminating jobs.  The tax increases under this measure will
3 nearly double state government spending, which currently totals $27 billion for the
4 entire state budget.  In the initial years, taxpayers will pay about $2 billion a year into a
5 system without receiving any direct benefits.  Many individuals and businesses will pay
6 more with the new taxes than they currently pay for health care.  Additionally,
7 taxpayers must pay the new taxes even if they do not utilize the services offered
8 through ColoradoCare. Under Amendment 69, higher taxes and an uncertain
9 economic climate could discourage businesses from operating in Colorado.  Finally,

10 ColoradoCare may cause private health insurance businesses to downsize or leave
11 the state, leaving many people unemployed.

12 2) Amendment 69 offers no guarantee that ColoradoCare will improve patient
13 care, expand access, or reduce health care costs.  Coloradans may never receive the
14 benefits promised under ColoradoCare if federal approval is not granted or revenues
15 are not sufficient.  The measure does not specify critical details of how ColoradoCare
16 will be implemented, and has no required implementation date.  The measure
17 concentrates control for making important decisions and spending billions of taxpayers
18 dollars in a 21-member board with limited accountability and no required health
19 industry experience.  ColoradoCare may not solve fundamental problems of rising
20 health care costs and limited access.  If the state fully transitions to ColoradoCare and
21 it fails, it could take years to re-establish a private health insurance market and
22 government programs, and taxpayers will have paid billions of dollars for a failed
23 system.

24 3) ColoradoCare may limit consumer choice and strain the health care system. 
25 Health care providers may be unwilling to serve ColoradoCare patients if
26 reimbursements are too low, or they may choose to leave Colorado due to
27 uncertainties in the health care market.  This could reduce options for patients and
28 increase wait times to receive services.  Also, the health care system could be further
29 burdened by people coming to the state to receive health care without adequately
30 contributing to the taxes that pay for their care.  If the system fails to control costs,
31 health services covered by ColoradoCare may be reduced.  Additionally, private health
32 insurance may not be available or affordable if Amendment 69 passes.  This could
33 leave people with limited options for accessing alternative coverage or needed care,
34 forcing some people to leave the state.

35 Estimate of Fiscal Impact

36 ColoradoCare revenue.  Amendment 69 creates ColoradoCare, a new
37 subdivision of the state that will be the recipient of tax revenue from new taxes on
38 employers and individuals and transfers of state and federal funds that are currently
39 used to operate state health programs, such as Medicaid.  New tax revenue to
40 ColoradoCare is estimated to be $2.0 billion in budget year 2017-18 and subsequent
41 years until ColoradoCare assumes responsibility for health care payments in Colorado
42 or, if federal approval is not received, until the board of trustees acts to terminate
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1 ColoradoCare.  When fully implemented, ColoradoCare is expected to receive total
2 revenue of up to $36.2 billion, including $25 billion in new tax revenue and up to
3 $11.2 billion in transferred state and federal funds, assuming implementation in
4 budget year 2019-20.  Additional detail on the new taxes created by the measure to
5 fund ColoradoCare, including the initial and full tax rates on individuals and employers,
6 is provided in the "Taxpayer impacts" section above.

7 ColoradoCare spending.  Based on available revenue, ColoradoCare will spend 
8 up to $2.0 billion per year beginning in budget year 2017-18 until fully implemented. 
9 However, initial spending is expected to be less than this amount, with most revenue

10 to ColoradoCare placed in capital and operating reserves, rather than spent, prior to
11 full implementation of ColoradoCare.  During the initial years, the exact spending
12 levels will depend on decisions by the ColoradoCare board of trustees and will likely
13 include costs for seeking federal approval to fully implement ColoradoCare, procuring
14 information technology systems, developing operating procedures, hiring staff, leasing
15 office space, and conducting board elections.  

16 Based on anticipated tax revenue and state and federal funds transferred to
17 ColoradoCare, it is estimated that ColoradoCare will spend up to $36.2 billion per year
18 on health care payments and administrative expenses once fully implemented.  The
19 amount of spending by ColoradoCare will depend on numerous factors, including the
20 terms and conditions of federal waivers, the availability of funds, and the payment
21 rates to health care providers set by the ColoradoCare board of trustees.  In the event
22 revenue is not sufficient to meet its spending obligations, ColoradoCare will be
23 required to reduce its expenditures or increase tax revenue.  Reductions in
24 expenditures could be achieved by limiting benefits, increasing the share of health
25 care costs paid by covered individuals, or lowering payments to health care providers.

26 While the exact date of ColoradoCare's full implementation is not known, the
27 revenue and spending figures for full implementation included in this analysis are
28 based on the assumption that ColoradoCare will assume responsibility for health care
29 payments on August 1, 2019.

30 State revenue.  Amendment 69 may reduce state tax revenue, most of which is
31 deposited into the state General Fund; however, the exact impact cannot be estimated
32 at this time.  This potential reduction comes from two sources.  First, assuming most
33 people covered by private health insurance discontinue private coverage when
34 ColoradoCare coverage becomes available, insurance premium and corporate income
35 taxes paid by health insurance carriers will decrease by at least $100 million per year
36 once ColoradoCare is fully implemented.  Based on the assumed start of date of
37 ColoradoCare, this impact would occur beginning in budget year 2019-20.  

38 Second, Amendment 69 may affect the amount of individual and corporate income
39 subject to the existing 4.63 percent state income tax in several ways, which could both
40 increase and decrease state tax revenue.  For individuals and businesses, the amount
41 of ColoradoCare taxes paid may be claimed as a tax deduction, which could reduce
42 state tax revenue.  However, a shift away from employer-based health insurance
43 following implementation of ColoradoCare may increase taxable income for both
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1 individuals and businesses by eliminating health insurance premium payments that
2 currently do not count as taxable income for individuals and that may be claimed as a
3 business expense deduction by employers.  Additionally, the changes to health
4 benefits under the measure could affect employee wages, which could increase or
5 decrease income tax revenue.  The net change from these various impacts to
6 individual and corporate income tax revenue will depend on several factors, including
7 the amount of ColoradoCare taxes and health care premiums paid, the amount of tax
8 deductions claimed in any given year, and the net change in employee wages.

9 State spending.  Amendment 69 is estimated to increase state spending by
10 $4.3 million in budget year 2016-17, $19.5 million in budget year 2017-18, and
11 $24.6 million in budget year 2018-19.  This new spending includes:

12 • administration of the new payroll and income tax;
13 • planning and implementation activities to assist in establishing
14 ColoradoCare;
15 • payment of the new payroll tax; and
16 • information technology costs.

17 Unless future implementing legislation for Amendment 69 specifically allows for the
18 new tax revenue to be used to pay state agency costs or the ColoradoCare board
19 agrees to pay these costs, it is assumed that these costs will be paid from existing
20 state resources, including the General Fund, cash funds, and federal funds.

21 State agency savings.  When ColoradoCare is fully implemented, spending by
22 state agencies will decrease by $147.3 million in budget year 2019-20.  These savings
23 will result from state agencies discontinuing payments for private health insurance for
24 state employees beginning August 1, 2019.  The estimated savings reflect the net
25 impact after accounting for other ongoing costs under the measure for tax
26 administration and payment of payroll taxes.

27 Termination of health insurance exchange.  When ColoradoCare becomes fully
28 operational, the state's health insurance exchange, Connect for Health Colorado, will
29 no longer operate.  This will result in savings of approximately $40 million per year. 
30 Connect for Health Colorado is funded through fees assessed on health insurance
31 carriers, tax-deductible donations by insurance carriers, and grants.  Connect for
32 Health Colorado will have costs between $5 million and $10 million over a two-year
33 period to wind down operations and fulfill various contractual obligations.

34 Local government impacts.  Spending by cities and counties in Colorado will
35 initially increase under the measure due to the new payroll tax created under
36 Amendment 69.  If ColoradoCare is fully implemented and local governments choose
37 to discontinue payments for employee health insurance through private insurance
38 carriers, net savings may result.
39 ColoradoCare Spending and Tax Increases

40 Article X, Section 20 of the Colorado Constitution requires that the following fiscal
41 information be provided when a tax increase question is on the ballot:
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1 • estimates or actual amounts of ColoradoCare fiscal year spending for
2 the current year and each of the past four years with the overall
3 percentage and dollar change; and

4 • for the first full year of the proposed tax increase, an estimate of the
5 maximum dollar amount of the tax increase and of ColoradoCare fiscal
6 year spending without the increase.

7 "Fiscal year spending" is a legal term in the Colorado Constitution.  It equals the
8 amount of revenue subject to the constitutional spending limit that the state or a
9 district is permitted to keep and either spend or save for a single year.

10 Because ColoradoCare is a newly created district, ColoradoCare has no spending
11 history, as shown in Table 3.

12 Table 3  
13 ColoradoCare Fiscal Year Spending

14  
15  

Actual
FY 2012-13

Actual
FY 2013-14

Actual
FY 2014-15

Actual
FY 2015-16

Estimated
FY 2016-17

16 ColoradoCare 
17 Spending

$0 $0 $0 $0 $0

18 Four-Year Dollar Change in State Spending: $0

19 Four-Year Percent Change in State Spending: Not applicable.

20 FY = fiscal year. The state's fiscal (or budget) year runs from July through June.

21 In FY 2017-18, ColoradoCare is expected to collect $2.0 billion from the new
22 taxes, as shown in Table 4.  This amount reflects estimated revenue in the first full
23 fiscal year and differs from the $25.0 billion amount shown in the ballot title of this
24 measure, which represents revenue in FY 2019-20, the final full year of the fully
25 phased-in new taxes.

26 Table 4
27 Estimated ColoradoCare Fiscal Year Spending 
28 and the Proposed New Taxes

29  FY 2017-18 Estimate

30 Fiscal Year Spending without the New
31 Taxes

$0

32 Revenue from the New Taxes $2.0 billion
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Amendment 69

Statewide Health Care System

Amendment 69 proposes amending the Colorado Constitution to:1

2 � establish ColoradoCare, a statewide system to finance health care
3 services for Colorado residents;

4 � require that federal approval be obtained before ColoradoCare is fully
5 implemented and terminate ColoradoCare operations if the federal
6 government does not grant approval sufficient for its fiscally sound
7 operation;

8 � create new taxes on most sources of income, redirect existing state and
9 federal health funding to pay for the services and administration of

10 ColoradoCare, exempt ColoradoCare from constitutional limits on
11 revenue, and require approval by Colorado residents for future tax
12 increases; and

13 � establish a board of trustees, initially appointed and then elected, to
14 oversee the operations of ColoradoCare.

15 Summary and Analysis

16 Background.  Health care in Colorado is currently paid for by a variety of public and
17 private sources, including private health insurance and government programs such as
18 Medicaid and Medicare.  Under the federal Patient Protection and Affordable Care Act,
19 all people, with limited exceptions, are required to have health insurance coverage of
20 some kind or pay a tax penalty.  The majority of Coloradans receive health insurance
21 through an employer.  If employer-based health insurance is not available or is declined,
22 a person may purchase private insurance through an insurance broker, the state health
23 insurance exchange, or directly from an insurer.  Persons meeting age, income, or other
24 eligibility criteria may qualify for health care coverage through a publicly funded program
25 such as Medicare, Medicaid, or military and veterans' health care programs.

26 Persons served by ColoradoCare.  If Amendment 69 is passed and fully
27 implemented, Colorado residents will be eligible for health coverage through
28 ColoradoCare, a new statewide system to finance health care services.  ColoradoCare
29 will pay for covered health care services for Coloradans who do not have other forms of
30 health coverage and will provide supplemental coverage to persons who have other
31 coverage.  ColoradoCare could replace the current health coverage for many people. 
32 However, some people may still choose to purchase private health insurance, and
33 certain government health programs will continue to provide health coverage.  Persons
34 with these alternate forms of coverage will still be required to pay the new taxes that
35 fund ColoradoCare.
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1 ColoradoCare, when fully implemented, will affect government health programs and
2 the workers' compensation system.  Medicaid and the Children's Basic Health Plan will
3 be administered by ColoradoCare, and the state and federal funds for these programs
4 will be redirected to ColoradoCare.  Medicare, military and veterans' health care
5 programs, and certain federally operated health care programs will continue to operate,
6 and persons receiving coverage through these programs will be eligible for supplemental
7 coverage through ColoradoCare.  ColoradoCare will also pay the medical portion of
8 workers' compensation benefits, which is currently covered by workers' compensation
9 insurance policies obtained by employers.

10 Initial implementation.  If Amendment 69 is passed by voters, several steps must
11 be taken before ColoradoCare may begin paying for health care services.  The
12 ColoradoCare board of trustees, together with various state agencies, must seek and
13 receive federal approval to implement ColoradoCare since it will modify the
14 administration of the Medicaid program and supersede various requirements of the
15 federal Patient Protection and Affordable Care Act.  The federal act allows states to
16 develop alternative ways to pay for health care services, provided that certain federal
17 requirements are met.  If federal approval is not received, ColoradoCare will not be
18 implemented and any unused funds will be returned.

19 During the 2017 legislative session, the state legislature must pass laws to
20 implement Amendment 69.  This includes laws that implement the new taxes, allocate
21 state and federal funds, eliminate the state health insurance exchange, transfer the
22 responsibility for administering various state health care programs to ColoradoCare, and
23 amend workers' compensation laws.

24 During the initial implementation phase, ColoradoCare will not pay for health care
25 services.  Individuals will be responsible for maintaining health insurance coverage and
26 paying any necessary premiums until ColoradoCare is fully implemented and begins
27 making payments for health care services.  During this phase, taxpayers will pay the
28 taxes that fund ColoradoCare at the initial rates, which are detailed in the "Taxpayer
29 impacts" section below. 

30 Health care benefits and delivery of services.  Amendment 69 outlines the general
31 health services that ColoradoCare must cover.  These services include primary and
32 specialty care, hospitalization, prescription drugs, medical equipment, and emergency
33 and urgent care.  The ColoradoCare board of trustees will determine the exact services
34 that will be covered and the rates paid to providers.  Coloradans may select a primary
35 care provider of their choice under Amendment 69.  Health care providers must contract
36 with ColoradoCare to be reimbursed for health care services provided.

37 ColoradoCare is prohibited from charging deductibles, but may require copayments
38 for some health care services.  A deductible is the amount of medical costs a patient
39 must pay before an insurance plan starts to cover medical costs.  Typically, a copayment
40 is a fixed amount that a patient must pay at the time of service.  Consistent with current
41 federal law, ColoradoCare may not charge copayments for primary and preventative
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1 care services, such as annual doctor visits.  Under Amendment 69, copayments for other
2 services may be waived if a patient faces financial hardship.

3 ColoradoCare elections.  ColoradoCare will be governed by a board of trustees. 
4 Initially, a 15-member interim board of trustees will be appointed by state legislative
5 leadership and the Governor.  The interim board will determine procedures for electing a
6 21-member board of trustees and seeking approval for tax rate increases to fund
7 ColoradoCare.  The first board of trustees election must be scheduled within three years
8 of the effective date of the measure.  Amendment 69 outlines the length of terms of the
9 elected trustees, term limits, and procedures for filling vacancies.  ColoradoCare

10 trustees are not subject to recall elections, but may be removed by a majority vote of the
11 board.

12 ColoradoCare elections will be conducted independently from other Colorado
13 elections in a manner determined by the board of trustees.  Existing voter registration
14 requirements do not apply to ColoradoCare elections.  For ColoradoCare elections, all
15 Coloradans who are at least 18 years of age and have continuously resided in the state
16 for at least one year are eligible to vote.  The interim board must establish seven voter
17 districts in Colorado with substantially the same number of residents prior to the first
18 election of the 21-member board.  Three nonpartisan trustees will be elected from each
19 of the seven districts.  The trustees must live in the district they seek to represent.  The
20 interim board must promulgate rules regarding the selection and eligibility of trustee
21 candidates, the regulation of campaign contributions and spending, and the certification
22 of election results.

23 Administration.  In addition to determining the procedures for electing a 21-member
24 board of trustees, the interim board must establish rules and procedures, approve an
25 operating budget, and hire employees and consultants for ColoradoCare.  Once the
26 elected board assumes responsibility for the operations of ColoradoCare, its duties will
27 include:

28 • establishing rules and procedures for the operation of ColoradoCare,
29 determining benefits for Coloradans, and setting payment rates for
30 providers;
31 • hiring an executive team to administer the operations of ColoradoCare;
32 • administering all state funds for health care services provided to
33 Coloradans;
34 • facilitating the creation of medical records and billing records systems and
35 ensuring the confidentiality of patient records;
36 • establishing an internal office for fraud investigation;
37 • funding external offices in the Division of Insurance to respond to inquiries
38 and complaints from the public and health care providers and make
39 recommendations to the board; and
40 • ensuring the financial stability and transparent operations of
41 ColoradoCare and approving a publicly available annual budget.
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1 Taxpayer impacts.  To fund ColoradoCare, Amendment 69 creates new taxes on
2 wages paid by employers and income received by individuals.  The new taxes will be in
3 addition to the state's current 4.63 percent income tax.  Table 1 highlights the initial and
4 full tax rates under the measure and the tax rates paid by employers and individuals. 
5 While all employers and individuals will be required to pay the new taxes, the taxes paid
6 may be offset by savings that result from no longer having to pay for private health
7 insurance once ColoradoCare is fully implemented.

8 The initial taxes are expected to generate approximately $2 billion per year.  The full
9 taxes are projected to generate more than $25 billion in revenue each year.  The initial

10 taxes will be collected starting July 1, 2017, and tax rates will increase to their full
11 amounts 30 days before ColoradoCare assumes responsibility for health care payments
12 in Colorado.

13 For employees, the new taxes are assessed on wages earned.  For employers, the
14 taxes are based on the total wages for all employees.  For individuals earning other
15 non-wage sources of income, the taxes are paid solely by the income earner.  Wage
16 income includes wages, salaries, tips, and other income reported on an employee W-2
17 form.  Non-wage income includes capital gains, dividends, interest, rental income,
18 non-corporate business income, and retirement income, including Social Security
19 income, reported as taxable income on a taxpayer's federal income tax form.

20 Table 1 
21 New Taxes and Tax Rates Under Amendment 69

22  Initial Tax Rates Full Tax Rates

23 Wage Income
24      Employee Tax Rate
25 Employer Tax Rate
26      Total

0.3%
0.6%
0.9%

3.33%
6.67%
10.0%

27 Non-wage Income 0.9% 10.0%

28 The new taxes apply to the first $350,000 in taxable income for single filer taxpayers
29 and the first $450,000 in taxable income for joint filers.  These amounts are increased by
30 inflation each year.  Retirement income up to $20,000 for those aged 55 to 64, and up to
31 $24,000 for those 65 and older, is not taxed.  Joint filers may claim up to double these
32 amounts.  Certain types of income are excluded from the new taxes, including
33 unemployment compensation and alimony.  Table 2 shows the amount of taxes owed
34 under the full tax rates by representative households and the employers of persons in
35 those households.
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1 Table 2
2 New Taxes Owed Under Amendment 69 for 
3 Representative Households Under the Full Tax Rates 

4  Annual Taxes

5  Taxable Household Income Household Employer

6 A Wage: $25,000 $833 $1,667

7 B Non-wage: $25,000 $2,500 $0

8 C
Wage: $50,000
Non-wage: $1,000

$1,865 $3,335

9 D
Wage: $100,000
Non-wage: $5,000

$3,830 $6,670

10  E
Wage: $250,000
Non-wage $10,000

$9,325 $16,675

11 Current health insurance costs and potential taxpayer savings.  Once

12 ColoradoCare is fully implemented, the taxes paid may be offset by savings that result
13 from no longer having to pay for private health insurance.  However, any potential
14 savings depend on an individual's tax liability, the portion of the health insurance
15 premiums paid by the individual, and out-of-pocket health care costs.  Table 3
16 summarizes the estimated average annual cost of insurance premiums per person
17 across several common types of health care plans. These amounts do not include
18 deductibles, co-payments, or other non-covered medical costs. 

19 About half of the Colorado population receives health insurance coverage through
20 an employer, with the costs typically split between the employee and employer. 
21 Individuals may purchase private health insurance coverage for themselves and their
22 families if employer-based health insurance is not available or is declined.  Premiums for
23 individual coverage are paid solely by the person purchasing the coverage, but may be
24 offset by federal tax credits if the plans are purchased through the health insurance
25 exchange.

26 The net taxpayer impact of Amendment 69 for persons with Medicare, Medicaid, and
27 other types of health coverage will depend on the plan type and taxable income of each
28 person.  For instance, persons not currently required to pay health insurance premiums,
29 such as Medicaid recipients, will have higher costs under the measure to the extent that
30 they have taxable income.  Costs will increase for Medicare recipients if their income
31 exceeds the maximum allowable deduction for retirement income.  Medicare recipients
32 may have savings if they choose to use ColoradoCare instead of private supplemental
33 insurance.
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1 Persons who receive coverage through other means pay significantly different
2 amounts depending on a variety of circumstances.  Persons who are uninsured do not
3 pay insurance premiums, but may have high out-of-pocket costs and be subject to a tax
4 penalty under federal law. The new taxes may offset these out-of-pocket costs and the
5 tax penalty for persons without health insurance.

6 Table 3
7 Estimated Average Annual Health Insurance Premium Costs 
8 Per Person in Colorado, 2015

9 Health Care Coverage Household Employer 

10 Employer-based Health Insurance $1,275 $3,826

11 Individual Health Insurance $3,799 $0

12 Medicaid $0 $0

13 Medicare Varies by plan $0

14 Uninsured $0 $0

15 Source: Colorado Division of Insurance with Legislative Council Staff calculations based 
16 on premium costs per covered life for state regulated health plans.

17 Voter approval for tax increases.  The measure exempts ColoradoCare from the
18 existing constitutional requirement to seek approval of tax increases at a regularly
19 scheduled November election.  Instead, tax increases for ColoradoCare must be
20 approved at a ColoradoCare election scheduled by the board of trustees.  The board of
21 trustees may request a tax increase no more than once per year.

22 Constitutional limits on revenue.  Under current law, if the state collects revenue
23 in excess of constitutional limits, the revenue must be refunded to taxpayers. 
24 ColoradoCare revenue will be exempt from these limits. 

For information on those issue committees that support or oppose the

measures on the ballot at the November 8, 2016, election, go to the

Colorado Secretary of State's elections center web site hyperlink for

ballot and initiative information:

http://www.sos.state.co.us/pubs/elections/Initiatives/InitiativesHome.ht
ml

25 Arguments For

26 1) Amendment 69 creates a more equitable health care payment system that
27 provides coverage for all Coloradans.  All people should have access to affordable
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25 health care regardless of their ability to pay.  The current health care system leaves
26 many people uninsured or unable to access care due to insurance denials or high
1 deductibles.  ColoradoCare prohibits deductibles and may reduce financial barriers to
2 needed care.  The measure helps ensure that individuals and families will not face
3 financial ruin when accessing needed health care services.

4 2) Amendment 69 offers a means to control health care costs and improve patient
5 outcomes.  In the United States, health care costs are higher than in any other
6 industrialized country.  Under Amendment 69, health care costs could be controlled by
7 lowering administrative costs, adjusting payment rates to health care providers, and
8 reducing the amount of unpaid care provided by health care providers.  By creating a
9 centralized system for health care records, ColoradoCare may improve the coordination

10 of care and create cost savings by more efficiently sharing information between
11 providers, monitoring medical conditions, and reducing diagnostic testing.

12 3) ColoradoCare provides a more transparent system that serves the interests of
13 Coloradans, instead of the interests of private corporations.  The current private health
14 insurance system is profit-motivated, which contributes to rising health care costs. 
15 ColoradoCare offers an alternative that shifts incentives toward improving patient care
16 by allowing Coloradans to elect health care decision-makers.  Under Amendment 69,
17 Coloradans also have control over tax increases for ColoradoCare, increasing local
18 control over health care costs.  Unlike private insurance companies, ColoradoCare
19 board meetings are subject to open meetings laws, which allows Coloradans to be
20 aware of the decisions made by the board.

21 Arguments Against

22 1) Amendment 69 imposes new taxes, which may harm the Colorado economy by
23 burdening taxpayers and eliminating jobs. The tax increases under this measure will
24 nearly double state government spending, which currently totals $27 billion for the entire
25 state budget.  In the initial years, taxpayers will pay about $2 billion a year into a system
26 without receiving any direct benefits.  Many individuals and businesses will pay more
27 with the new taxes than they currently pay for health care.  Additionally, taxpayers must
28 pay the new taxes even if they do not utilize the services offered through ColoradoCare.
29 Under Amendment 69, higher taxes and an uncertain economic climate could discourage
30 businesses from operating in Colorado.  Finally, ColoradoCare may cause private health
31 insurance businesses to downsize or leave the state, leaving many people unemployed.

32 2) Amendment 69 offers no guarantee that ColoradoCare will improve patient care,
33 expand access, or reduce health care costs.  Coloradans may never receive the benefits
34 promised under ColoradoCare if federal approval is not granted or revenues are not
35 sufficient.  The measure does not specify critical details of how ColoradoCare will be
36 implemented, and has no required implementation date.  The measure concentrates
37 control for making important decisions and spending billions of taxpayers dollars in a 21-
38 member board with limited accountability and no required health industry experience. 
39 ColoradoCare may not solve fundamental problems of rising health care costs and
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1 limited access.  If the state fully transitions to ColoradoCare and it fails, it could take
2 years to re-establish a private health insurance market and government programs, and
3 taxpayers will have paid billions of dollars for a failed system.

4 3) ColoradoCare may limit consumer choice and strain the health care system. 
5 Health care providers may be unwilling to serve ColoradoCare patients if
6 reimbursements are too low, or they may choose to leave Colorado due to uncertainties
7 in the health care market.  This could reduce options for patients and increase wait times
8 to receive services.  Also, the health care system could be further burdened by people
9 coming to the state to receive health care without adequately contributing to the taxes

10 that pay for their care.  If the system fails to control costs, health services covered by
11 ColoradoCare may be reduced.  Additionally, private health insurance may not be
12 available or affordable if Amendment 69 passes.  This could leave people with limited
13 options for accessing alternative coverage or needed care, forcing some people to leave
14 the state.

15 Estimate of Fiscal Impact

16 ColoradoCare revenue.  Amendment 69 creates ColoradoCare, a new subdivision
17 of the state that will be the recipient of tax revenue from new taxes on employers and
18 individuals.  New tax revenue to ColoradoCare is estimated to be $1.0 billion in budget
19 year 2017-18 and $2.0 billion per year in subsequent years until ColoradoCare assumes
20 responsibility for health care payments in Colorado or, if federal approval is not received,
21 until the board of trustees acts to terminate ColoradoCare.  When fully implemented,
22 ColoradoCare is expected to receive $25 billion in new tax revenue each year. 
23 Additional detail on the new taxes created by the measure to fund ColoradoCare,
24 including the initial and full tax rates on individuals and employers, is provided in the
25 "Taxpayer impacts" section above.

26 ColoradoCare spending.  Based on available revenue, spending by ColoradoCare
27 may increase by up to $1.0 billion in budget year 2017-18 and up to $2.0 billion per year
28 until fully implemented.  However, initial spending is expected to be less than these
29 amounts, with most revenue to ColoradoCare placed in capital and operating reserves,
30 rather than spent, prior to full implementation of ColoradoCare.  During the initial years,
31 the exact spending levels will depend on decisions by the ColoradoCare board of
32 trustees and will likely include costs for seeking federal approval to fully implement
33 ColoradoCare, procuring information technology systems, developing operating
34 procedures, hiring staff, leasing office space, and conducting board elections.  Based on
35 anticipated tax revenue and state funds transferred to ColoradoCare, it is estimated that
36 ColoradoCare will spend approximately $37.5 billion per year on health care payments
37 and administrative expenses once fully implemented.  The amount of spending by
38 ColoradoCare will depend on numerous factors, including the terms and conditions of
39 federal waivers, the availability of funds, and the payment rates to health care providers
40 set by the ColoradoCare board of trustees.
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1 While the exact date of ColoradoCare's full implementation is not known, the revenue
2 and spending figures for full implementation included in this analysis are based on the
3 assumption that ColoradoCare will assume responsibility for health care payments on
4 July 1, 2019.

5 State revenue.  Amendment 69 may reduce state tax revenue, most of which is
6 deposited into the state General Fund; however, the exact impact cannot be estimated at
7 this time.  This potential reduction comes from two sources.  First, assuming most people
8 covered by private health insurance discontinue private coverage when ColoradoCare
9 coverage becomes available, insurance premium and corporate income taxes paid by

10 health insurance carriers will decrease by at least $100 million per year once
11 ColoradoCare is fully implemented.  Based on the assumed start of date of
12 ColoradoCare, this impact would occur beginning in budget year 2019-20.  

13 Second, Amendment 69 may affect the amount of individual and corporate income
14 subject to the existing 4.63 percent state income tax in several ways, which could both
15 increase and decrease state tax revenue.  For individuals and businesses, the amount of
16 ColoradoCare taxes paid may be claimed as a tax deduction, which could reduce state
17 tax revenue.  However, a shift away from employer-based health insurance following
18 implementation of ColoradoCare may increase taxable income for both individuals and
19 businesses by eliminating health insurance premium payments that currently do not
20 count as taxable income for individuals and that may be claimed as a business expense
21 deduction by employers.  Additionally, the changes to health benefits under the measure
22 could affect employee wages, which could increase or decrease income tax revenue. 
23 The net change from these various impacts to individual and corporate income tax
24 revenue will depend on several factors, including the amount of ColoradoCare taxes and
25 health care premiums paid, the amount of tax deductions claimed in any given year, and
26 the net change in employee wages.

27 State spending.  Amendment 69 is estimated to increase state spending by
28 $4.2 million in budget year 2016-17, $11.3 million in budget year 2017-18, and
29 $22.8 million in budget year 2018-19.  This new spending includes:

30 • administration of the new payroll and income tax;
31 • planning and implementation activities to assist in establishing
32 ColoradoCare;
33 • payment of the new payroll tax on behalf of state employees; and
34 • information technology costs.

35 Unless future implementing legislation for Amendment 69 specifically allows for the
36 new tax revenue to be used to pay state agency costs or the ColoradoCare board
37 agrees to pay these costs, it is assumed that these costs will be paid from existing state
38 resources, including the General Fund, cash funds, and federal funds.

39 State agency savings.  When ColoradoCare is fully implemented, spending by state
40 agencies will decrease by approximately $10.5 billion per year.  This figure assumes that
41 ColoradoCare will be implemented on July 1, 2019, and therefore represents savings in
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1 budget year 2019-20.  These savings will primarily result from transferring funding for,
2 and administration of, various health programs operated by state agencies to
3 ColoradoCare.  In addition, state agencies will experience savings by discontinuing
4 payments for private health insurance for state employees.  The estimated savings
5 reflect the net impact after accounting for other ongoing costs under the measure for tax
6 administration and payment of state employee payroll taxes.

7 Termination of health insurance exchange.  When ColoradoCare becomes fully
8 operational, the state's health insurance exchange, Connect for Health Colorado, will no
9 longer operate.  This will result in savings of approximately $40 million per year. 

10 Connect for Health Colorado is funded through fees assessed on health insurance
11 carriers, tax-deductible donations by insurance carriers, and grants.  Connect for Health
12 Colorado will have costs between $5 million and $10 million over a two-year period to
13 wind down operations and fulfill various contractual obligations.

14 Local government impacts.  Spending by cities and counties in Colorado will
15 initially increase under the measure due to the new payroll tax created under
16 Amendment 69.  If ColoradoCare is fully implemented and local governments choose to
17 discontinue payments for employee health insurance through private insurance carriers,
18 net savings may result.
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Last Draft Comments from Interested Parties
Amendment 69

Statewide Health Care System

Tara E. Alexander, representing the Colorado Business Roundtable:

I do not have any comments.  However, I greatly appreciate the opportunity to be part of
the review process.  Thank you.

Cody Belzley, representing Coloradans for Coloradans: NO on 69 as an opponent:

Dear Legislative Council Staff:

Attached please find comments from Coloradans for Coloradans: NO on A69 re: the 3rd
draft of blue book language.  Thank you for the opportunity to comment.  If you have
questions or need clarification on any of these comments, please be in touch. 

Ms. Belzley submitted written comments (Attachment A).

Amber Burkhart, representing the Colorado Hospital Association:

Dear Legislative Council Staff,   

Attached to this email is the Colorado Hospital Association's comment letter regarding
the final draft of the Amendment 69 Ballot Analysis.  Thank you for your consideration of
our comments. 

Ms. Burkhart submitted written comments on behalf of Katherine Mulready (Attachment
B).

Natalie Decker, representing Colorado Family Action:

Attached please find additional comments on Amendment 69 for the Colorado Blue
Book.

Thank you for your consideration, 

Ms. Decker submitted written comments on behalf of Debbie Chaves (Attachment C).

Linda Gorman, representing the Independence Institute:

Dear Ms. Grunlien:

My comments on draft three of the Amendment 69 analysis are attached. 
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Thank you for the opportunity to comment. 

Linda Gorman, representing the Independence Institute (Cont.):

Ms. Gorman submitted written comments (Attachment D).

R. Allen Jensen, representing himself:

I was not aware of the deadline for making comments about the Blue Book draft (3rd)
until last night.  In a discussion with some colleagues that are submitting formal
comments I had the following ideas that may deserve inclusion in the Arguments Against
section. 

Comment 1:

Perhaps something for the “arguments against” section. 
 
Presumably if 69 passes and everything (ie. waivers) gets approved, Medicaid
Expansion will still cover those making up to 133/138% of FPL.
 
What about those up to 250% of FPL who not only get tax credits/premium subsidies,
but also get help with cost sharing (ie. CSR — deductible, OOP, and copays).  While
they will get their basic health care “paid for,” their cost sharing help will disappear. How
will this amendment help them? I can’t see that it will.
 
It strikes me that as big of a cluster as the old delivery model was and Obamacare is,
ColoradoCare will actually have a more deleterious impact on the lower incomes.

1)  You allude, in multiple spots, that ColoradoCare may not deliver as well as health
insurance.  I thought you might emphasize in the Blue Book that ColoradoCare is not
health insurance.  This is clearly stated in the amendment language.  This implies that is
is not an indemnity mechanism and that it may not cover the full extent of all services
under the generalized headers of care to be provided as detailed in the amendment. It
will certainly impose limits on reimbursed care;

2) “Access” is defined most appropriately as the ability to obtain care when needed.
Among other measures, this implies the availability of necessary providers from which a
patient can receive care.  I have heard it said by senior members of current providers
that specialists will likely leave the state. If the highly paid specialists leave, it is not hard
to imagine that large numbers of primary care docs will also find opportunity elsewhere;

3) Elimination of the exchange will not move those dollars over to ColoradoCare — the
only provision in the amendment is to “confiscate” whatever cash the exchange has left
in its accounts at wind down — which given the current budget arithmetic will be next to
nothing. 
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4) Once again the static model of analysis is used with 69.  It seems to me that economic
development will suffer and that the highly educated will drift away from Colorado to
states with lower taxes and better employment opportunities — as a 

R. Allen Jensen, representing himself  (Cont.):

matter of fact, I would expect other states to advertise heavily here to lure people and
businesses away.  State tax revenue will be impacted, as will revenue for ColoradoCare
— classic death spiral:: the sickest will arrive and stay, while everyone else will leave.

Question:: in light of the new Colorado Health Institute report, which reflects the cost per
year as the first report did as being inadequate for the tax increase requested in the
amendment, can it be requested that the blue book state the findings of CHI and others
that the $25B is inadequate and that actual taxation will have to increase much more —
my estimate is that an 18% rate will be needed to get this thing just off the ground.

Can it also be stated that the ColoradoCare authority will have no funds (save redirected
state Medicaid dollars) to cover the initial costs of operating the program? The 3 year
1% revenue will be inadequate to fund operation of the program.  Plus, I did not see in
the amendment language that ColoradoCare will have any authority to “borrow”
operating funds, or to spend funds collected for one health care program (i.e.. Medicaid)
to fund another health care program (ie. general health care for the population).

Thanks for considering my comments.  By the way, I am not a member of any organized
group in opposition to the amendment. 

Corky Kyle, representing The Kyle Group:

Gentlemen,

After reading the material put together by your office on amendment 69, I think you have
done a very good job with explaining the initiative and the pro's and con's of the issue.  I
did not feel that there was any slant to the written presentation.  It was factual, to the
point, and gave a clear explanation of the initiative. 
Thank you for asking for my feedback.

Ralph Ogden, representing ColoradoCare YES as a proponent:

Greetings:
 
My comments on the Third Draft are attached.  If possible, I would appreciate an
opportunity to appear before the Legislative Council committee that makes the final
decision on wording and argue in favor of our suggested changes as well as answer any
questions the Committee might have.  
 
Your consideration is greatly appreciated.
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Mr. Ogden submitted written comments (Attachment E).

Edie Sonn, representing Pinnacol Assurance:

Please add to #3 in Arguments Against (p. 8):

“Vermont and California, in their attempts to establish single-payer health care system,
excluded workers’ compensation because of the significant administrative challenges of
trying to separate medical payments from wage replacement, regulatory conflicts and
anticipated cost increases to employers.”

For backup, please see the attached report from the Vermont Director of Health Care
Reform and the information linked here from California:

http://www.singlepayernow.net/legislation/sb-810-questions-and-answers/):

Ms. Sonn submitted Report to the Vermont Legislature:  Integration or Alignment of
Vermont’s Workers’ Compensation System with Green Mountain Care (Attachment F).
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To: Legislative Council Staff 
From: Coloradans For Coloradans: No on 69 
Date: August 9, 2016 
Re: Amendment 69 Ballot Analysis DRAFT 3 

Thank you for the opportunity to comment on your third draft analysis of Amendment 69. 
Overall, the analysis is accurate, complete and fair. In particular, we want to thank you for 
making changes to Tables 2 and 3 and adding the contextual language to qualify the 
information provided regarding new tax burden and estimated average health insurance 
premium costs in the subsection titled “current health insurance costs and potential tax 
payer savings.”  It is still our preference that Table 3 be eliminated, as we think it is 
impossible to fairly or accurately summarize typical or average health care spending given 
the vast variability in plans and programs. However, we are substantially more comfortable 
with this version than draft 2 and we appreciate your responsiveness to our previous 
comments.  

Primary Request 
Particularly in light of the new analysis of ColoradoCare fiscal projections released by the 
Colorado Health Institute, we think it is important to make more explicitly clear in the 
summary / analysis section, and not just in the arguments against section, what happens if 
ColoradoCare is not financially viable.  

In the subsection titled “Administration” (starting on page 3, line 23) one of the bulleted 
points of the Board’s duties is “ensuring the financial stability and transparent operations 
and approving a publicly available annual budget.” Perhaps following that bullet you could 
outline the options available to the Board of how to handle revenue shortfalls, specifically: 

• Reducing benefits
• Reducing payments to health care providers
• Requesting member approval for additional tax increases
• Shutting down operations of ColoradoCare

Additionally, it should be noted in this same section that authority to close down 
ColoradoCare rests only with the 21 member board. There are no checks and balances or 
oversight from any other government entity and members of this board are not subject to 
public recall, making it fundamentally different from typical government structures in a 
democracy.  

Additional Specific Comments 
• Summary bullets, page 1, lines 4 to 7: The decision of whether or not to terminate

ColoradoCare rests solely with the Board of ColoradoCare. The way this bullet is 
written, it makes it sound like there is some level of federal oversight that could 
automatically trigger termination of ColoradoCare and that is not accurate. We 
recommend ending the sentence after “implemented” on line 5.  

Attachment A

http://coloradohealthinstitute.org/key-issues/detail/legislation-and-policy/coloradocare-an-independent-analysis


• Summary bullets, page 1, line 11: strike the words “by Colorado residents” and 
replace with “by members of ColoradoCare.” Amendment 69 empowers members of 
ColoradoCare, not residents of Colorado or Colorado eligible voters, to approve 
future tax increases. “Member” is a defined term in the Amendment language. It 
does not match the definition of a person eligible to vote in Colorado elections 
today, but it is not as broad as “Colorado residents” either, as there is a one-year 
residency requirement to be considered a member.  
 

• Initial Implementation section, page 2, lines 17 & 18: Following on the comment in 
our first bullet, the authority to shut down ColoradoCare rests only with the Board. 
There is no automatic trigger resting with the federal waiver approval. We’d 
recommend you eliminate or clarify this sentence.  

 
• Arguments For (1), page 6: Strike  “more equitable” in line 26. Many Coloradans 

(those on Medicaid, Medicare and TRICARE / VA health care) will be subject to new 
taxes but won’t receive new benefits. That is not “more equitable.” 
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August 10, 2016 

Colorado Legislative Council 
Colorado State Capitol 
200 E Colfax Ave, 
Denver, Colorado 80203 

Dear Colorado Legislative Council: 

On behalf of our more than 100 hospital and health system members statewide, the Colorado Hospital Association 
(CHA) thanks you for the opportunity to comment on the final draft of the Amendment 69 ballot analysis, dated 
August 3, 2016. The Association also appreciates the Council’s efforts to incorporate the majority of our previous 
feedback in the revised draft. In our comments below, CHA identifies three areas of the ballot analysis that should 
be expanded upon in order to better assist readers in making an educated decision about their vote on Amendment 
69. We also encourage the Council to consider including key findings from the Colorado Health Institute’s (CHI)
newly released independent financial analysis of ColoradoCare. 

Colorado Health Institute’s Findings  
CHI – a reliable, nonpartisan health policy research center – recently released a study examining whether 
ColoradoCare’s financing plan would work. CHI’s analysis differs substantially from the financial analysis 
conducted by ColoradoCare proponents. Key differences in CHI’s study include health service utilization estimates, 
federal funding estimates, administrative costs and savings estimates. CHI concludes that, although ColoradoCare 
would nearly break even in its first year, the proposed plan is unsustainable because deficits from rising health 
care costs would likely outpace tax revenue growth.1 The information gleaned from the study would greatly 
improve consumers’ understanding of ColoradoCare. Therefore, CHA strongly recommends the Council review the 
study and consider including relevant findings in the final ballot analysis. The Association also highlights a number 
of CHI’s findings in the following comments.  

Fiscal Sustainability  
When private insurance companies are faced with deficits, they are able to increase prices to take in more revenue. 
ColoradoCare’s structure does not allow for this same flexibility, since its equivalent of raising prices would be to 
increase taxes, which requires voter approval. This means the economic viability of ColoradoCare is hindered by its 
own regulation. The ballot analysis discusses the process to request a tax increase by voters, creating the 
assumption that voters will readily approve a tax increase. Obtaining a voter-approved tax increase could be 
difficult, and therefore it is important to outline the alternative actions the Board of Trustees can take to ensure 
fiscal sustainability of ColoradoCare. CHI’s study lays out the Board of Trustees’ basic options, stating “[t]here 
would be a limited set of options to cover the deficits. ColoradoCare could ask its members to approve tax 
increases in statewide elections, increasing revenue. Or it could cut costs by offering fewer benefits or by lowering 
payments to health care providers.”2   Beyond outlining the option to increase taxes, the Amendment 69 ballot 
analysis does mention the possibility of benefit cuts, but the language is vague and unclear to readers.  In CHA’s 
previous comment letter, the Association provided the Council with language to clarify these options:  

“If taxes are insufficient, the board of trustees could reduce Coloradans’ health benefits and/or reduce the 
amount paid to health care providers in order to ensure the ongoing fiscal sustainability of 
ColoradoCare.”   

1 Colorado Health Institute, “ColoradoCare: An Independent Analysis,” page 4.  Available at:  
http://coloradohealthinstitute.org/uploads/postfiles/Financial_Analysis_Report_FINAL.pdf  
2 “ColoradoCare: An Independent Analysis,” page 14.  

Attachment B

http://coloradohealthinstitute.org/uploads/postfiles/Financial_Analysis_Report_FINAL.pdf
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Once again, in order to provide readers with a more accurate depiction of ColoradoCare, the Association strongly 
urges the Council to clearly outline the Board of Trustees’ options for ensuring fiscal sustainability of 
ColoradoCare.  
 
Health Care Use 
In CHA’s previous comment letter, the Association also requested the Council include language in the ballot 
analysis addressing how ColoradoCare might unintentionally disincentivize individuals from using the health care 
system wisely, leading to increases in costs. CHI’s study also discusses the potential increase in use of health 
services that would result from ColoradoCare’s universal access, particularly as it relates to high-deductible health 
plans. These plans can often discourage health spending because consumers’ out-of-pocket costs are so high.   CHI 
estimates that about one in five Coloradans currently has a high-deductible health plan, so it can be expected that 
the use of health care services will increase under ColoradoCare. This information, combined with the fact that 
many Coloradans will be newly insured, highlights how health services utilization will increase, resulting in higher 
overall health care costs.3 As such, CHA strongly encourages the Council to include this additional information in 
the ballot analysis so readers are able to make a more informed decision about ColoradoCare.  

 
Other “What Ifs” 
In general, the ballot analysis assumes ColoradoCare will play out as envisioned by proponents. As an illustration, 
in the initial implementation section, it states “[d]uring the 2017 legislative session, the state legislature must pass 
laws to implement Amendment 69.” As it stands, the analysis does not provide readers with a clear understanding 
of the challenges ColoradoCare will likely face in passing these laws. The composition of the General Assembly will 
largely impact the details of the enabling legislation, and, perhaps whether that legislation can be ultimately 
enacted. A statement portraying the potential uncertainty that could result from legislative inaction would provide 
a more accurate reflection of the multi-step process necessary for full enactment of the Amendment. It may also be 
important to provide readers with an acknowledgement that enabling legislation could be repealed or modified in 
future legislative sessions and the impact of such an action on the future of the program.   
 
Furthermore, approval of Colorado’s waiver requests greatly depends on the political environment created under 
the new presidential administration. As CHI’s study states, “[i]f the government chose to deny some or all of 
Colorado’s waiver requests, it could jeopardize ColoradoCare’s ability to collect sufficient revenue to operate.”4 
CHA appreciates the ballot analysis’ acknowledgement that if Colorado’s waiver requests are not approved, 
ColoradoCare will not be implemented. It does not provide the reader, however, with a more nuanced, but equally 
important portrayal of what ColoradoCare might look like if the government chose to deny only some of Colorado’s 
waiver requests. CHI’s study addresses this concern through the example of the Hospital Provider Fee (HPF). CHI 
assumes ColoradoCare will not receive the full funding for the HPF, because this funding is intended to help 
hospitals recoup losses when they care for Medicaid clients, and ColoradoCare anticipates reimbursing providers 
above Medicare payment rates. If ColoradoCare only receives a portion of the federal waivers’ revenue, the 
program likely would struggle to remain financially viable, ultimately impacting Coloradans’ access to quality and 
affordable care. Overall, in order to provide a fair analysis of ColoradoCare, the Council must ensure readers clearly 
understand the multiple scenarios that could play out if ColoradoCare is passed - not just the idealistic scenario 
envisioned by proponents. 
 
Thank you for your consideration of our comments.  
 
 Sincerely,  
 
 
 
 
Katherine Mulready   
Chief Strategy Officer & Vice President of Legislative Policy 

                                                      
3 “ColoradoCare: An Independent Analysis,” page 10.  
4 “ColoradoCare: An Independent Analysis,” page 10. 



August 10, 2016 

Via Email: statehealthcare2016.ga@state.co.us 
Office of Legislative Council 
State Capitol Room 029  
Denver, Colorado 80203 

Dear Legislative Council; 

We understand that you are currently receiving and considering additional comments 
regarding the arguments for and against the various ballot initiatives for the upcoming 
edition of the Blue Book that is distributed to Colorado voters. Accordingly, we wish to 
submit the following comments on Amendment 69 for your consideration and inclusion 
in the “Arguments Against” section of the Blue Book. 

While the current draft of the Blue Book contains some very helpful information, we 
submit that more details are needed to explain the assertions contained therein. For 
example, in the “Arguments Against” section, the current draft states that “the health care 
system could be further burdened by people coming to the state to receive health care 
without adequately contributing to the taxes that pay for their care.”  While that is an 
accurate statement, it is imperative that voters understand why.  It is because, according 
to the plain language of the initiative, benefits are available to “beneficiaries” who are 
defined as “an individual whose primary residence is in Colorado.” There is no definition 
of residence and no time required to establish residency. Consequently, a person from 
another state, who has never paid any taxes in Colorado, could move to Colorado and be 
eligible for benefits immediately. Colorado voters should be so advised. 

It is our concern that voters need more specific details regarding this initiative that causes 
us to submit the following comments for your consideration.   

Amendment 69- ColoradoCare 

ColoradoCare is a proposal to amend the state constitution and transform Colorado’s 
health care system into the first single-payer health care system in the nation. There is 
bipartisan opposition to this measure. This proposal is fraught with problems: 

Attachment C



1. The price tag on this new health care system is 10% in new employment 
taxes and 10% on non-payroll income, or $25-27 billion, at least. The 
cost is really unknown, however, as the figures are based on estimates 
and could be much higher. 

2. Although this new system would be funded by tax dollars, it is designed 
to operate outside of the government and TABOR limitations.  

3. It would be initially run by an unelected board authorized to set its own 
rules, and then a board elected at some point by “members.” All 
decisions relating to coverage, negotiation of prices and reimbursement 
rates and raising of taxes when the initial $25 billion in annual revenue 
proves insufficient would be made by this non-governmental board with 
no accountability to the governor or the legislature. 

4. There are no qualifications or requirements for who may serve as a 
“trustee” on the board other than being a “member” who lives in the 
district from which they are seeking election. 

5. Members are defined as everyone who is “at least eighteen years of age 
and whose primary residence has been in Colorado for at least one 
continuous year”—including felons and non-citizens otherwise 
ineligible to vote.  

6. Trustees are not subject to recall elections. 
7. Trustees may be removed “for cause” but there is no definition of what 

constitutes “cause.” 
8. The Board sets its own compensation. 
9. No detail is provided as to what medical services will be provided, 

whereas health insurance providers today are required to explicitly 
detail what benefits they provide in order to compare plans and select 
the best coverage. 

10. The “system” allows the small group of trustees the power to classify 
types of health care and medical procedures to segment out members of 
society based on their “worthiness” of care. 

11. The trustee board will have the authority to decide who can and should 
be considered “terminal.” 

12. There are no safeguards to stop those who push assisted suicide on the 
most vulnerable of society, the weak and infirm.  

13. If passed, this will threaten research funding and innovation. 
14. It is entirely unknown who the medical providers would be under this 

system. There are no guarantees that current medical providers would 
participate in this system, and many doctors and healthcare providers 
may leave Colorado. 

15. There are no safeguards to ensure public input, accountability and 
transparency. 

16. All companies, regardless of size, tax structure, or location of corporate 
headquarters are subject to the payroll tax. There is no opt out 
provision, even for businesses with employees residing and working in 
other states. Businesses with a hub in Colorado will likely choose to 
leave because of the employer tax imposed by this system. 



17. ColoradoCare would replace the existing worker’s compensation 
system and yet there are no details as to how that would be done. 

18. It is unknown how non-residents who are either sick or injured in 
Colorado would receive and pay for medical care. 

19. There are no substantive details about reforms to improve care and limit 
costs of healthcare. It’s a theoretical idea—one that jeopardizes the 
healthcare of every Coloradan. 

20. Beneficiaries are defined as “an individual whose primary residence is 
in Colorado.” Neither citizenship nor permanent residency is required. 
No definition of residence is provided. 

21. There is no duration of residency required in order to be a beneficiary, 
so Colorado risks attracting people with high cost, significant medical 
needs thus increasing costs. In other words, long-term Colorado 
residents may end up paying for the healthcare of people coming just to 
get the benefits of this new program without having contributed. 

22. There are inadequate safeguards for personal healthcare information, 
and no consequences established for failure to safeguard such 
information. 

 
Thank you for your consideration of this information for inclusion in this fall’s Blue 
Book distributed to voters. 
 
Best regards, 
 
 
 
Debbie Chaves 
Executive Director 
Colorado Family Action 
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August 9, 2016, 
3:18 PM 

Linda Gorman 
Director, Health Care Policy Center 
Independence Institute 
Denver, Colorado 
303 279-6536 

Comments on 3rd Draft of Blue Book Explanation for Amendment 69 

Lines 1-14: Suggest that these bullet points reflect the major things that the Amendment would 
do. Their clarity might be improved by focusing on the Board, then financing, then Board 
governance, and then some brief specifics on what it does. 

Suggest replacing current wording with 

Amendment 69 proposes amending the Colorado Constitution to: 

• Create ColoradoCare, a new institution governed by a Board of Trustees that is elected
by Colorado residents after a politically appointed interim Board establishes election
rules. The Board is charged with designing and administering a new form of health care
coverage for Colorado residents. Residents do not have to be US citizens or registered
voters.

• Increase the Colorado payroll tax rate by 10 percent and increase the Colorado income
tax rate from 4.63 percent to 14.63 percent. The revenues raised by the new taxes will
be under the exclusive control of ColoradoCare. In addition, require that the State of
Colorado transfer revenues equal to about 1/3 of the current state budget to
ColoradoCare each year, adjusted for population growth and inflation.

• Exempt ColoradoCare from constitutional limits on spending. Allow ColoradoCare to
impose new taxes once a year provided they are approved by a majority of the
Colorado residents who vote in the tax increase election. Exempt ColoradoCare from
existing state election law and from executive and legislative branch oversight and
control. Allow ColoradoCare to accept gifts, grants, and donations from any source.

• Limit the amount that any state licensed provider can accept for any health service to
the amount “that ColoradoCare would pay if it were the only payor.” Prohibit any state
licensed provider from imposing any cost sharing arrangement without the approval of
ColoradoCare. Develop a central purchasing authority to negotiate prices for
prescription drugs, medical equipment and other products. Create medical records and
billing systems that are easily accessed by health care providers, ColoradoCare
managers, researchers, and Colorado residents.

Attachment D



2 
 

Lines 4-7, bullet point 2: The statement is not in accord with the actual language of the 
Amendment. Specifically, the Amendment does not require ColoradoCare operation be 
terminated “if the federal government does not grant approval sufficient for its fiscally sound 
operation.”  
 
The specific language in the Amendment states that ColoradoCare can only be shut down by the 
Board, emphasis on the “If the Board determines” statement in the first clause: 
 

 
 
In addition, the Amendment language specifically allows for the possibility that some federal 
approvals may not be forthcoming. It states that if HCPF remains the point of contact for 
Medicaid, then the state must transfer funds to ColoradoCare [Section 8, (1)b]:  
 

 
 
Line 17: Background explanation is rather muddled. Suggest giving actual expenditures from the 
National Health Expenditure estimates and explaining exactly what ColoradoCare replaces.  
 
Suggested replacement language: 
 

Spending for health care in Colorado is similar to spending for health care in the US as a 
whole. In 2014, households paid for 28 percent of health spending through cash 
payments and private insurance premiums. The federal government paid for 28 percent, 
primarily through funding for Medicaid, Medicare, the Veterans’ Administration, and 
health programs for military members. Private businesses paid for 20 percent by 
subsidizing group insurance premiums for their employees, and state and local 
governments paid for 17 percent, primarily through Medicaid funding and employee 
and retiree health coverage. Federal and state payments are funded by taxes. 
[Reference at https://www.cms.gov/research-statistics-data-and-systems/statistics-
trends-and-reports/nationalhealthexpenddata/downloads/highlights.pdf ] The 
Affordable Care Act’s individual mandate requires people to pay a fine if they do not 
have suitable coverage and fail to qualify for an exemption from the mandate. If 
ColoradoCare receives the required federal approval, it will qualify as suitable coverage 
under the Act and the residents of Colorado eligible for ColoradoCare will not need to 
purchase other coverage to satisfy the individual mandate requirement. 
 

Line 27: 
 

https://www.cms.gov/research-statistics-data-and-systems/statistics-trends-and-reports/nationalhealthexpenddata/downloads/highlights.pdf
https://www.cms.gov/research-statistics-data-and-systems/statistics-trends-and-reports/nationalhealthexpenddata/downloads/highlights.pdf
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“Persons served by ColoradoCare” implies that it is doing a service. Opponents believe that it is 
doing harm. Suggest more neutral language: 
 

Persons eligible for ColoradoCare coverage. 
Lines 27-36: Suggest clearer statement of who will and will not be covered by ColoradoCare. 
This is of particular concern to people on Medicare who may think that ColoradoCare will cover 
prescription drugs or physician services if they decide not to pay the extra premium required for 
that coverage. Medicare Part A automatically covers everyone without any additional payments. 
Drug and physician coverage requires payment of additional premiums.  
 
Suggested replacement language: 
 

If fully implemented, ColoradoCare will provide health coverage for all Colorado 
residents without other coverage as long it believes that the coverage will meet its 
standards for optimizing value, quality, and healthy outcomes. If residents have other 
coverage through employers, private carriers, the Veterans Administration, the military, 
or other sources, Colorado care will act as a secondary payer. Even with other coverage, 
ColoradoCare controls the reimbursements that hospitals, doctors, and other providers 
licensed by the State of Colorado may receive. The Amendment stipulates that “the 
total of ColoradoCare’s payment and all other payments shall not exceed the amount 
that ColoradoCare would pay if it were the only payor.”  
 
ColoradoCare will pay for services that it covers if those services are not covered by a 
resident’s primary coverage. It will serve as a Medicare supplemental plan, but will not 
pay for any services for Medicare eligible residents unless it receives federal approval to 
become a Medicare Advantage plan. ColoradoCare is required to develop rules to pay 
for health coverage for people who are “temporarily” living or traveling in another state, 
but the Amendment does not specify what that coverage must be. There is no 
requirement that ColoradoCare pay for treatments that are only available outside of 
Colorado. ColoradoCare will cover all residents, including people who have just arrived 
from other states or countries, and people who are not US citizens. 
 
ColoradoCare will administer Medicaid, the Children’s Basic Health Plan, and other 
federal health programs. People covered under those plans will be eligible for 
ColoradoCare benefits and any other benefits required by federal law. ColoradoCare will 
substitute its coverage for the coverage currently offered under the medical portions of 
Colorado’s Workers’ Compensation program. Amendment 69 requires ColoradoCare to 
create a central purchasing authority to negotiate prices for all prescription drugs, 
durable medical goods and other related products. It must also create and run a central 
database of medical records and billing data that can be easily accessed by Colorado 
residents, health care providers, ColoradoCare managers, and researchers. 
 

Page 2, Lines 12-15: As discussed above, Amendment 69 does not say that its implementation 
depends upon any specific federal waiver. It is therefore incorrect to say that “The ColoradoCare 
board of trustees [sic], together with various state agencies, must seek and receive federal 
approval to implement ColoradoCare…”  
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Implying that Colorado voters can rely on the federal government to vet the fiscal sanity of this 
Amendment misleads them given that the Amendment has no such provision in it. 
 
A list of the mentions of waiver in the Amendment follows. Note that none of them make 
implementation of the Amendment conditional on getting any specific waiver. As section 16 
makes clear, only the Board has the ability to stop the implementation of Amendment 69. And 
with billions in tax revenues to play with, it may decide to go ahead for ideological reasons or 
because the pot of money offers vast opportunities for cronyism and corruption whether or not 
it gets the $250 million from the section 1332 waiver: 
 

o The Amendment discusses Sec 1332 waivers from the PPACA in Section 1, the “waivers 
from the insurance exchange program,” but it simply says that the Affordable Care Act 
allows them, not that Amendment 69 implementation is conditional on receiving the 
$250 million currently used to subsidize insurance premiums for the 55,000 people who 
are eligible for the Obamacare premium subsidies.  

 
o Section 4 says that the interim Board “shall” seek a 1332 waiver. It does not say that 

they waiver must be granted for Amendment 69 implementation.  
 

o Section 5, part 5(b) says that the Board “may” “seek waivers from state and federal 
laws, rules, and regulations.” 

 
o Section 8, part 1(a) says that state departments and agencies “shall assist” in “seeking 

all waivers, exemptions, and agreements…necessary to transfer health care funding…” 
 

Page 2, Lines 34-37 
 
The draft notes that “Coloradans may select a primary care provider of their choice under 
Amendment 69. Health care providers must contract with ColoradoCare to be reimbursed for 
health care services provided.” 
 
Most people assume that a primary care provider is a physician and that their health coverage 
will cover the treatments their primary care physician recommends. Under ColoradoCare there 
is no guarantee that covered primary care providers will be physicians or that people will be 
able to choose the specialists or hospitals that they are sent to. Voters should be made aware 
that the Amendment does not protect access to medical care in the way that most people 
expect.  
 
This lack of contractual protection is made explicit in Section 9(3). The language reads “payment 
of the premium tax does not constitute the purchase of a health insurance policy by an 
employer or taxpayer.” Many people do not understand that government helps enforce private 
contracts for coverage. ColoradoCare differs from the kind of coverage that people are used to 
because there is no contract for coverage and the language of the Amendment makes it quite 
clear that people have no right to anything other than the kinds of treatments ColoradoCare 
offers. Voters need to have this explained in order to understand the effect that the 
Amendment will have on their lives. 
 
Suggested replacement wording: 
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Amendment 69 guarantees that Coloradans may choose their primary care provider. It 
does not guarantee that covered primary care providers will be physicians, or that 
patients will be able to choose their treatments, specialists, or hospitals. The 
Amendment states that “payment of the premium tax does not constitute the purchase 
of a health insurance policy by an employer or taxpayer.” This means that individuals 
have no specific right to any particular kind of medical care from ColoradoCare. 

 
Page 2, Lines 38-41:  
 
The section describes the additional amounts that ColoradoCare can charge for various services. 
The Amendment is silent about coinsurance and what its obligations are to the people that it 
covers. Voters need to know that it is under no obligation to provide any specific services to any 
particular individual. 
 
Suggested replacement language: 
 

Amendment 69 does not allow ColoradoCare to require that people pay a deductible 
amount before it begins covering the cost of their health services. ColoradoCare may 
charge copayments of any amount. A copayment is a fixed fee that a patient must pay in 
addition to the amount that ColoradoCare pays. ColoradoCare may waive copayment 
requirements for specific individuals if it judges copayments create a “financial 
hardship.” The Amendment does not define financial hardship. The Amendment does 
not prohibit coinsurance. If a service is subject to coinsurance, a patient must pay a 
specified percentage of its total cost.  
 
Amendment 69 says that ColoradoCare may not charge copayments for “designated 
primary and preventive care services.” Federal law prohibits charging copayments or 
coinsurance for certain preventive screening and counseling services if a provider is in a 
plan’s network. ColoradoCare will likely have to follow federal requirements in order to 
obtain federal funds, but it is unclear how many providers will contract with it. It is 
unclear whether ColoradoCare will add additional services to the federal list. It is unclear 
whether it will require that people pay coinsurance to access services not covered by 
the federal list.  
 

Page 3, Lines 9-11: 
 
Why not give people exact information about Board service and its term limits?  
 
Suggested replacement: 
 

Members of the Board of Trustees serve 4 year terms. Trustees may not serve more 
than two consecutive terms. Elected trustees are not subject to recall elections. They 
may be removed by a majority vote of the other trustees. Board vacancies are filled by 
the Board. It appoints another member from a departing members’ electoral region. 
The new appointee must be approved by a majority vote of the Board.  
 

Page 3, Line 12-16:  
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For clarity, suggest grouping all of the election comments. Also suggest pointing out that people 
do not have to be citizens as many people simply assume that people are supposed to be 
citizens in order to vote for anything.  
 
Suggested replacement: 
 

ColoradoCare elections are not subject to state election rules. Voters do not have to be 
registered voters or US citizens. All Colorado residents aged 18 or more are eligible to 
vote in ColoradoCare board member elections. Voters must have been resident for a 
year in order to vote in ColoradoCare tax increase elections. Amendment 69 does not 
specify how ColoradoCare will show that someone has not been a Colorado resident for 
a year. It does not specify how ColoradoCare will qualify voters or that ColoradoCare 
must ensure fair elections. 

 
 
Page 3, line 34:  
 
The language is describing the duties of the ColoradoCare Board. This line says that 
ColoradoCare must “facilitate” the creation of medical records and billing records systems. And 
then says that it will “ensure” the confidentiality of patient records. 
 
This language is a bit misleading. The problem is that there is no known way to ensure 
confidentiality and widespread accessibility as is also required by the Amendment. Furthermore, 
as a state government entity, ColoradoCare is probably not liable for HIPAA fines if it screws up 
and fails to ensure confidentiality, whatever that means. And, as it is likely subject to the 
Colorado Governmental Immunity Act it has limited exposure to lawsuits for damages that 
might encourage it to properly protect patient data.  
 
The claim that ColoradoCare will abide by all federal privacy laws is just window dressing. 
Generally speaking, it is immune from federal law as HIPAA allows states to exempt whatever 
they like from HIPAA. I substituted Colorado residents for beneficiaries because all Colorado 
residents are beneficiaries.  
 
Suggested replacement: 
 

Create medical records and billing systems that are easily accessed by health care 
providers, and Colorado residents. Create a central database of medical records for 
management and research purposes. 
 

 
Page 3, Lines 37-40: 
 
This part of the administration laundry list describes the requirement that ColoradoCare fund a 
position within the Department of Insurance to handle ColoradoCare complaints. The problem is 
that people generally assume that the Department of Insurance has enforcement powers over 
“insurers.” They assume that because it has always been that way. While this is covered in the 
existing language because it says that the Division of Insurance will make “recommendations” to 
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the Board, I think that a clearer statement would tell people that the Division of Insurance has 
no authority over ColoradoCare. Without enforcement power, this office is just expensive 
window dressing. 
 
Suggested replacement: 
 

Fund two ombudsman offices in the Division of Insurance. One represents providers. 
One represents Colorado residents. These offices will investigate complaints about 
ColoradoCare and make recommendations to the ColoradoCare Board. Neither the 
offices nor the Division of Insurance have any power to require that the Board act on 
their findings. 
 

Page 4, Lines 1-3: 
 
Why not tell people the size of the tax increases and give some context? Plus, the payroll taxes 
hit tips as well as wages. (I’ve actually fielded a lot of audience questions on this so I know it is a 
voter concern.) 
 
Suggested replacement:  
 

Taxpayer impacts: To fund ColoradoCare, Amendment 69 increases income and payroll 
taxes. The payroll tax, which is applied to all wage, salary, and tip income reported on 
IRS form W-2, will increase by 10 percent. The Colorado income tax will increase from 
4.63 percent of reported income to 14.93 percent of reported income. Colorado will 
have the highest individual income tax rate in the United States. Amendment 69 gives 
ColoradoCare unlimited authority to impose new taxes each year if the people voting in 
ColoradoCare elections approve them. 
 

Page 4, Lines 5-7 
 
Take the last sentence out. It provides an unbalanced view as it focuses only on premiums 
without discussing the deadweight losses from production created by the new taxes. No one has 
any idea exactly how these taxes will ripple through the economy but everyone knows that they 
will. It may be that the increase in the cost of living or the loss in employment that they cause 
will far outweigh any reduction in health premiums. The deadweight losses from moral hazard 
and production are likely to be large. State revenues will shrink as taxes on insurers shrink.  
 
Empirical evidence suggests that tax financed health systems are much more expensive than 
privately financed ones. A neutral document must include this in any discussion of tax funded 
ColoradoCare versus a private insurance premium system. Estimates for Canada from Wharton 
Professor Patricia Danzon suggest that the Canadian experiment to replace private insurance 
with a plan like ColoradoCare was at least 45 percent of total claims. 1  
 
Page 4, Lines 8-10 
 

1 P. M. Danzon, “Hidden Overhead Costs: Is Canada’s System Really Less Expensive?,” Health Affairs 11, 
no. 1 (February 1, 1992): 21–43, doi:10.1377/hlthaff.11.1.21. 
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Do the tax estimates allow for businesses and individuals moving themselves and their incomes 
out of state? If not, there needs to be language indicating that this has been neglected and that 
the analysis being presented is a short-term, static, analysis rather than a long-term dynamic 
one.  
 
We know that about 3 percent of tax filers in Colorado pay about a third of the total income tax. 
These people are likely to be mobile, and experience in other high tax rate states have shown 
that they will move.2 We also know that high income taxpayers are more responsive to high 
taxes in that a 10 percent change in the difference between a 100 percent tax and the marginal 
rate will lead to a 4 percent reduction in taxable income.3 
 
Page 4, Lines 31-33 
 
The section on retirement income should advise voters that the exemptions are statutory. This 
means that the Colorado legislature could get rid of them and Amendment 69 would then tax all 
Social Security income. ColoradoCare proponents argue that the Amendment binds future 
legislatures in the matter of tax policy. I think that this runs afoul of the doctrine of legislative 
entrenchment, but I’m no attorney. In addition, the Amendment language refers to CRS Section 
32-29-104 or “any successor statute.” A successor statute could presumably modify or repeal 
the exemption. The Colorado Senior Property Tax Exemption is an example of exemptions for 
older people that are modified when the legislature needs to collect more money. Voters need 
to be aware of this. Many are not clear about the difference between a statute and a 
Constitutional Amendment. 
 
The line “Joint filers can claim up to double these amounts” is confusing. It makes it sound like a 
married couple could claim twice the amount of two single people. The amounts are per person. 
To clarify, perhaps change wording to say that each joint filer can claim one exemption? 
 
Page 4, Lines 13-20: 
 
US economists generally agree that in the long run payroll taxes are shifted to labor through 
reductions in hours, wages, salaries, or fringe benefits. Employers cannot pay labor more than it 
earns for them and stay in business, so if government raises the cost of employment by 
imposing a tax, employers must adjust by reducing labor compensation.  
 
This concept is missing from the discussion of who pays the payroll tax in this section. Voters 
concerned with their long-term living standard might find this information useful in making up 
their minds about the Amendment. 
 
Page 5, Lines 11-25: 
 
Remove this section.  
 

2 Les Picker. June 2015. Taxation and the Mobility of Inventors and Scientists. NBER Digest. 
http://www.nber.org/digest/jun15/w21024.html   
3 Andrew Balls. High Income Taxpayers Are More Responsive to Marginal Tax Rates. 
http://www.nber.org/digest/jun15/w21024.html  

                                                 

http://www.nber.org/digest/jun15/w21024.html
http://www.nber.org/digest/jun15/w21024.html
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It is not a neutral explanation of the costs and benefits of the proposed Amendment. It explains 
that taxpayers may be able to stop paying individual insurance premiums. It does not detail the 
possibilities of reduced employment, lower wages, higher prices for goods produced in 
Colorado, or continuing increases in taxes if ColoradoCare revenue does not meet its budget. 
 
It does not discuss the possibility that ColoradoCare will deliver lower quality health care that 
costs more or shifts the costs of health care to patients. It does not point out that ColoradoCare 
may operate less efficiently than private insurers as it does not profit from making its operations 
efficient, combating fraud, or checking whether people really are eligible to vote or receive 
benefits. It may not pay for advanced drugs and treatments that people want, reducing their 
welfare. It may waste money on things that patients would not voluntarily pay for, also reducing 
welfare. It does not discuss the malign effect of price controls on every health care product or 
service and what the inability to pay more for good service may do to future innovation and 
service quality. 
 
Page 6, Table 3, Lines 6-16 
 
Remove this table. It is not informative. Both health insurance premiums and income vary with 
age in the individual market. Under Obamacare, may lower income people have to pay for plans 
that effectively provide no coverage as they would be bankrupt if they had to meet the 
deductible. Voters know how much they pay for plans and how much they earn. They can figure 
out how much they would or would not gain under the Amendment.  
 
Page 8, Lines 26 to 41: 
 
Delete this section. It mostly rehashes previous statements and assumes that budget projections 
are correct.  
 
A recent analysis by ColoradoCare stability by the Colorado Health Institute concludes that 
ColoradoCare will not run in the black. Link is 
http://www.coloradohealthinstitute.org/uploads/postfiles/Financial_Analysis_Report_FINAL.pdf 
It estimates that the ColoradoCare revenues will be insufficient to keep up with spending. It 
arrives at this conclusion even with administrative cost assumptions that are questionable on 
the low side and no allowance for deadweight losses from tax finance. 
 
ColoradoCare is required to build two data systems. Kaiser-Permanente built a similar data 
system and it cost them $4 billion. Link is http://www.beckershospitalreview.com/lists/10-
things-to-know-about-epic.html  The British National Health Service spent $16 billion before it 
scrapped a similar project. These numbers mean that the conclusion that ColoradoCare will not 
spend all it collects in the first two years probably is not correct, at least not if it expects to have 
a functioning data system like the one the Amendment calls for. 
 
Pages 6-7, Arguments for: 
 
The phrases in the argument for section need to be in the conditional future to be neutral with 
respect to the arguments against. For example, the first section (Line 26, page 6) says that  
 

http://www.coloradohealthinstitute.org/uploads/postfiles/Financial_Analysis_Report_FINAL.pdf
http://www.beckershospitalreview.com/lists/10-things-to-know-about-epic.html
http://www.beckershospitalreview.com/lists/10-things-to-know-about-epic.html
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“Amendment 69 creates a more equitable health care payment system that provides 
coverage for all Coloradans.”  
 

This is authoritative. It says equity will happen. The first section of Arguments Against, page 7 
line 23, says that 
 

 “Amendment 69 imposes new taxes, which may harm the Colorado economy.”  
 

May suggests uncertainty, a conditional future. A neutral document would rephrase the 
sentence from the Arguments for section as  

 
“Amendment 69 may create a more equitable health care payment system and may 
provide coverage for all Coloradans.”  
 

If a positive approach is preferred, the sample phrase from the against side should be changed 
to something like 
 

“Amendment 69 imposes new taxes, which will harm the Colorado economy.”  
 
It is a fact that Amendment 69 imposes new taxes. Whether it may harm the economy or will 
harm the economy depends upon which style is adopted in order to make the document 
neutral. One or the other style must be chosen in order to make the document neutral with 
respect to the for and against statements. 



Comments on the Third Blue Book Draft for Amendment 69 by Ralph Ogden, Chair of 
the committee that drafted Amendment 69 and designated representative on the 
petition. 

Page 1. Re-word Lines 2-3 as follows: “establish ColoradoCare, a statewide system 
to finance health care services for all Colorado residents, which is intended to 
replace private health insurance and the health insurance exchange established 
under the federal Patient Protection and Affordable Care Act.” 

These changes are necessary to adequately explain that the amendment is 
intended to replace private health insurance; otherwise, voters might be confused 
and might think that this would be in addition to private health insurance.  Also, 
the third draft omits the word “all” before “residents” and ColoradoCare is 
intended to cover everyone with either primary or supplemental coverage.  
Insertion of the word “all” is therefore necessary to make this clear. 

� Page 1, line 8:  insert “taxable” between “of” and “income” because the tax is only 
imposed on income that is subject to state and federal income taxes. 

� Page 1, at the end of Line 26, add this sentence: “Nonetheless, it is estimated 
that many Colorado residents either do not have health care insurance or have 
policies with high deductibles and are therefore underinsured.”   

This is necessary because it is true, according to the Kaiser Family Foundation 
reports of uninsured and underinsured people in Colorado.  Unless this sentence 
is included, the context of the rest of the paragraph creates the impression that 
everyone in Colorado has adequate health insurance, and this is simply not true. 

� Page 1, Line 28:  add the word “all” before “Colorado residents” to make it clear that 
ColoradoCare is intended to provide coverage for everyone, as the proposed 
amendment states.  

� Page 2, at the end of line 9, replace the period with a comma and add this wording:  
“thus eliminating the need for employers to purchase medical coverage as 
part of their workers’ compensation policies.”   

This wording is necessary because employers will in fact save money by not 
having to purchase this coverage, and their premiums should accordingly be 
reduced.  This potential saving is not explained anywhere else in the third draft, 
and it is important because medical coverage for on the job injuries is included in 
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the employer’s premium tax paid to ColoradoCare, and employers should be 
made aware of this fact. 

 

� Page 2, line 23:  at the end of this line, add this wording: “to reflect ColoradoCare’s 
responsibility for the medical care portion of workers’ compensation benefits 
and which require the payment of premiums for medical benefits.”  See section 
12(1)(f) of the Amendment.    

This demonstrates the intent of the amendment to eliminate the need for 
employers to pay separate premiums for this coverage. 

 

� Page 2, Line 28:  replace ‘initial rates’ with “transitional rates which are lower 
than the rates imposed when ColoradoCare is fully implemented [or is fully 
operational]” and make the balance of the sentence into a new sentence, which 
reads: “These rates are detailed in the ‘Taxpayer Impacts’ section below.” 

This change is necessary because without it, voters who read only this far will 
think that the full implementation rate will be imposed from the very beginning.  

 
� Page 2, Lines 30-34.  Replace the first two sentences with this wording:  

“Amendment 69 requires ColoradoCare to pay for the following services, and 
allows the board to authorize payment for additional, unspecified services:  
ambulatory patient services, including primary and specialty care; 
hospitalization; prescription drugs and durable medical equipment; mental 
health and substance abuse treatment; emergency and urgent care; 
preventive and wellness care; rehabilitative and habilitative services and 
devices; pediatric services, including oral, vision, and hearing care; maternity 
and newborn care; and palliative and end of life care.  These are the same 
services that the federal Patient Protection and Affordable Care Act requires 
private insurers to provide.  The board may elect to pay for other services not 
specifically required.”  

 
The third draft wording is misleading.  The first sentence says that some services 
must be provided by the board while the third sentence suggests that the board 
can decide whether to provide them or any other services.  In fact, the board 
must provide the services listed in section 6 of the Amendment and may pay for 
other services as well.  The suggested language corrects this misleading 
wording. 
 

 
� Page 2, Lines 34-36:  Delete the words “and the rates paid to providers” in line 34.  

After re-wording this paragraph as set forth above, add this new sentence: “The 
board will also determine the rates paid to providers and may require 
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providers to contact with ColoradoCare in order to be reimbursed for health 
care services provided to beneficiaries.  Coloradans may select a primary care 
provider of their choice under Amendment 69.”  

  
Nothing in the Amendment states that providers “must” contract with 
ColoradoCare in order to be reimbursed. 

  
 
� Page 2, Lines 38-43:  The entire paragraph would be clearer and easier to 

understand if the explanation of deductibles followed the statement that they cannot 
be required, and then add the sentences about co-payments, thus: “ColoradoCare 
is prevented from charging deductibles.  A deductible is the amount of 
medical costs a patient must pay before an insurance plan starts to cover 
these costs.  ColoradoCare cannot require copayments for primary and 
preventive care but may require them for other services.  Typically, a 
copayment is a fixed amount that a patient must pay at the time of service.” 

 
I have suggested re-wording because the Amendment itself says that 
copayments cannot be charged for these services, and even in the absence of a 
federal rule, ColoradoCare could not impose these copayments.  I use the word 
“impose” because ColoradoCare is not actually charging them, but rather, is 
imposing them for collection by the provider.   
 
 

• Page 3, Line 1, replace “if a patient faces financial hardship” with, “if the copayment 
would cause a patient to suffer financial hardship.”  The change is simply better 
wording that is more easily understood. 

 
 
• Page 3, lines 6 and 7, delete the following language:  . . . .”and seeking approval for 

tax increases to fund ColoradoCare.” 
 

This change is necessary because the wording is misleading and inaccurate.  
Section 5 of the Amendment governs the powers and responsibilities of the Interim 
Board of Trustees, and it says nothing about giving the Interim Board the power to 
implement rules for seeking approval of tax increases.  Indeed, it says nothing 
whatsoever about tax increases. As worded, the third draft creates the impression 
that the interim board may seek approval for a tax increase during the transition 
period, which it manifestly cannot. 

 
 
• Page 3, line 29, replace “determining benefits” with “determining benefits in 

addition to those required by Section 6(1) of the Amendment and by the 
Affordable Care Act” 
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 This change is necessary because the current wording is misleading, in   
 that it suggests that the board can determine all benefits, when in fact, it   
 can only determine benefits in addition to those required by the    
 Amendment and the ACA.  
 
 
• Page 3, Lines 37:  Add the word “independent” before “external offices” as this is 

the clear intent of this provision. 
 
 
� Page 3, after line 41:  add the following item, as required by section 6(4)(j) of the 

Amendment: “promulgate rules to insure transparency in its operations and 
decision making, in line with the Colorado Open Records Act, including rules 
insuring that all board meetings are open to the public”   

 
This tells voters that the board’s meetings, operations and decision making must 
be open to public inspection and criticism and that the board cannot operate in 
secrecy.  This is important for voters to know, as it will allay fears that 
ColoradoCare will act in secrecy to control health care. 
 
 

� Page 3, after line 41, insert:  “promulgate rules and regulations governing non-
partisan elections for trustee positions, including rules governing campaign 
contributions and expenditures” 

 
This is an important requirement because it tells voters that the intent is for 
elections to be non-partisan and for contributions and spending to be kept within 
reason.  Amendment, section 4(1)(f and g). 

 
 
� Page 4, line 6:  strike the word “may” and insert “will” in its stead. Re-word the 

balance of the sentence after “having to pay” as follows: “having to pay private 
health insurance premiums and deductibles once ColoradoCare is fully 
implemented.” 

 
The change is necessary because it’s clear from the graphs and charts that this 
will occur.  As an alternative, I suggest this wording: “will be wholly or partially 
offset”.  Inclusion of “deductibles in the final sentence is important because 
deductibles are a major cost for many people in Colorado and it’s important for 
them to know that deductibles will be eliminated.   
 

 
� Page 4, at the end of line 7, add: “For employers, this cost will also be offset by 

the savings they realize because they are no longer required to purchase 
medical care coverage as part of their workers’ compensation policies.”   
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This is important to emphasize because it is an additional offset.  Currently, 
medical expenses cost about 62% of every dollar spent on workers’ 
compensation benefits, and this is the amount that employers should save. 

 
 
� Page 4, lines 9 and 10:  In line 9, at the end of the sentence ending in “year”, add 

this sentence: “This replaces current expenditures for private health insurance.”  
In line 10, re-word as follows from the beginning of line 10: “transitional rates 
which are lower than the rates imposed when ColoradoCare is fully 
implemented [or is fully operational].  These rates will begin on July 1, 2017, 
and will increase to their full amounts. . . .”   
 
Addition of the sentence about replacing current expenditures for private health 
insurance is important to insure that voters understand that ColoradoCare taxes are 
in lieu of, and not in addition to, private insurance premiums.  The word “transitional” 
is used in the section 9(1) of the Amendment to describe these lower initial taxes 
and it is important for voters to know that the initial taxes will be lower than the taxes 
when ColoradoCare is fully implemented.   

 
 

� Page 4, line 19.  Re-word the clause beginning with “reportable as taxable  
income. . . .” as follows: “but only to the extent this income is shown as taxable 
income on the taxpayer’s federal income tax return.” 
 
 The suggested wording is clearer and more easily understood. 

 
� Page 4, lines 31-33:  Re-word the sentence beginning with “Retirement income” in 

line 31, as follows: “Retirement income is subject to ColoradoCare taxes to the 
same extent it is subject to ordinary state income taxes, and is exempt to the 
same extent it is exempt from ordinary state income taxes.”  Delete the figures 
about the amount of the exemptions, as the formula in C.R.S. section 39-22-
104(4)(f) is complex and provides greater exemptions than the third draft figures 
indicate. 

 
See section 2(12) of the Amendment: “Nonpayroll income does not include any 
pension or annuity income which is not subject to Colorado income taxes 
pursuant to section 39-22-104(4)(f), Colorado Revised statutes, or any successor 
statute.”  The wording change is necessary so that retired voters will understand 
that ColoradoCare only taxes them to the same extent the state imposes its state 
income tax on their income, and not to any greater extent. 

 
 
� On page 5, the chart at the top.  Suggest that Tables 2 and 3 be placed side by side 

or one on top of the other and that the explanations follow after Table 3.  This is 
because the two tables are so closely related to each other and will help voters 
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understand not only their likely future costs but the amounts they are currently 
paying. 

 
 

� Page 5, Lines 11-12: Re-word the sentence as follows: “Once ColoradoCare is 
fully implemented, the new taxes will be wholly or partially offset by 
eliminating deductibles and premiums currently paid for private health 
insurance.  

The new wording is necessary because there will in fact be an offset and because 
deductibles will also be eliminated.  Deductibles currently create a significant cost to 
insureds with private insurance plans and their elimination should be mentioned in 
the same sentence as private health insurance premiums. 

 
� Page 5, Lines 29-30:  replace “will” with “may”.  At the end of the sentence in line 30 

which ends with “income” change the period to a comma and add this wording:  
“depending on conditions required by the federal government and required by 
the Medicaid waiver.” 

Medicaid regulations currently forbid the imposition of a tax on the income 
Medicaid recipients for any health related program.  Thus, depending on the 
terms of a Medicaid waiver, the waiver may continue the current prohibition or 
may modify it.  Without a waiver which permits ColoradoCare to impose the full 
implementation tax on recipients’ income, ColoradoCare cannot do so. 

  

� Page 6, Table 3:  This table is misleading for several reasons.  First, it doesn’t 
indicate what levels of coverage are included in the “average”.  ColoradoCare is 
based on a platinum plans. It also does not take into account the differences in 
premiums based on geography, age and smoking status (rural premiums are greatly 
higher than urban ones) and it does not account for deductibles.  A new table should 
be included which gives the range of costs (with modifiers specified) rather than 
averages, which compares the costs to the level of coverage required in Amendment 
69, and which includes consideration of deductibles.   

 

� Page 6, Line 4: Re-word the sentence beginning with “The new taxes. . . .” as 
follows: “The new taxes will be wholly or partially offset by eliminating the out 
of pocket costs paid by uninsured Coloradans for medical care and by also 
eliminating the penalties currently imposed by the Affordable Care Act against 
individuals who don’t have health insurance.” 

This change is necessary because the ColoradoCare taxes will in fact be offset 
by eliminating these out of pocket costs because ColoradoCare will be paying for 
their medical care.  
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• Pages 6 and 7, Arguments For.  Please re-word these three paragraphs to read as 
follows:  

Amendment 69 creates an equitable health care payment system that provides  
primary or supplemental coverage for every Colorado resident and guarantees 
that everyone will have access to health care according to their medical needs.  
The current health care payment system leaves many people uninsured or unable 
to obtain care because their private insurance limits benefits and access to 
providers and imposes high deductibles.  ColoradoCare prohibits deductibles 
and reduces financial and other barriers to needed care.  Residents have the right 
to choose their own primary care providers and because ColoradoCare does not 
have provider networks, residents have access to an unlimited number of 
appropriate specialists.  ColoradoCare will insure that residents and their families 
will not face bankruptcy and financial ruin from unreimbursed health care costs 
for necessary treatments and services.  

Health care costs in the United States are significantly greater than they are in 
any other industrialized country, even though every other industrialized country 
provides universal care to its residents.   ColoradoCare offers a means to control 
health care costs, improve patient outcomes, and stimulate the economy by 
bringing jobs to Colorado that are currently held by out of state insurance 
workers.  By creating a centralized system for health care records which 
guarantees patient privacy, ColoradoCare will improve the coordination of care 
by different providers and create cost savings by allowing providers to more 
efficiently share information.  It will reduce the administrative burden on 
providers by replacing hundreds of different insurance payment and benefit plans 
with a single plan.  It will also reduce exhorbitant prescription drug prices by 
allowing ColoradoCare to negotiate with pharmaceutical companies and 
purchase medications in bulk.   

ColoradoCare serves the interests of Coloradans rather than the interests of out-
of-state insurance companies.  It is accountable to residents because its 
meetings are open to the public, because it must follow the dictates of the 
Colorado Open Records Act, must publish annual reports and independent 
audits, and because its trustees are elected by Coloradans and not by 
anonymous shareholders from other states.  Because private insurers are 
allowed up to 20% of their premium dollars for profit and administration, and 
because ColoradoCare is not a profit making entity, its administrative costs will 
be about the same as Medicare’s, or about 4%. Unlike private insurance plans, 
which are subject to premium increases at the whim of the insurer, 
ColoradoCare’s tax rates cannot be increased without approval of the voting 
members. 
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• Page 8, line 22:  add this after “ColoradoCare” and move the period accordingly “and 
return any unused monies” 

This is a necessary clarification because ColoradoCare must do this.  
Amendment, section 16. 

 

� Page 10, lines 15-19:  Re-word as follows: “If ColoradoCare is fully implemented 
and local governments choose to discontinue payments for employee health 
insurance through private health insurance carriers, net savings will result.  
Spending by cities and counties will, however, increase slightly when the 
lower transitional tax is imposed, and this will occur until full implementation 
of ColoradoCare”. 

 

 The substitution of “will” for “may” in line 19 and in the revised text is   
 necessary because savings will in fact be realized – either from lower   
 health care premiums paid to ColoradoCare, or from the fact that cities and  
 towns will no longer pay a separate premium for the medical portion of   
 workers’ compensation coverage. The word “slightly” was inserted    
 because in fact the increase will be slight. Furthermore, the current third   
 draft wording is confusing because it does not differentiate between the   
 transitional payroll tax and the tax imposed upon full implementation.  
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Introduction 

Green Mountain Care was created by Act 48 of 2011 as a publicly financed health care program 

delivering affordable, high-quality health care coverage to all residents of Vermont.  Under 

Section 8 of Act 48, the Commissioner of Labor, in consultation with the Commissioner of 

Vermont Health Access (DVHA) and the Commissioner of the Department of Financial 

Regulation (DFR), were charged with engaging interested stakeholders to evaluate the 

feasibility of integrating or aligning Vermont’s workers’ compensation system with Green 

Mountain Care, including providing any covered services in addition to those in the Green 

Mountain Care benefit package. After evaluating various models of integration, it is 

recommended that the Department of Labor and the Department of Financial Regulation work 

together to provide greater administrative alignment prior to Green Mountain Care 

implementation in order to ensure that Vermont’s workers’ compensation system maintains 

workers’ rights while capturing potential administrative efficiencies to be gained with the 

implementation of a publicly financed universal health care program. 

Interested Stakeholders 

Representatives from the Agency of Administration, Department of Labor and the Department of 

Financial Regulation reached out to various stakeholders during the writing of this report 

through public meetings and individual contact.  Representatives from the Department of 

Financial Regulation met with individuals representing the property and casualty insurers in 

September 2011 and held a public meeting for insurers, brokers, and employers in April 2012.  

The administration held a public meeting for providers in June.  No providers attended the 

meeting.  The administration followed up with an occupational physician for a provider 

perspective.  Representatives from the Agency of Administration and Department of Labor met 

with a labor union representative, a labor union lobbyist, individuals from the Vermont Workers’ 

Center, and several workers’ compensation scholars in June.  In July, a representative from the 

Agency of Administration contacted former Rep. Jim Eckhardt for the employer perspective on 

this issue.  The Agency of Administration met with the Vermont Workers’ Center, a physician, 

and a workers’ compensation scholar in September.  In January, the Agency of Administration 

met with two workers’ compensation attorneys and two labor union representatives.   

Vermont’s Workers’ Compensation System 

Under the current workers’ compensation system in Vermont, an employer must purchase 

workers’ compensation insurance unless approved by the Department of Labor to self-insure.1  

The Department of Labor and the Department of Financial Regulation oversee various aspects 

of workers’ compensation, but workers’ compensation insurance is provided exclusively through 

the private sector by about 25 insurance companies actively providing plans.2  

                                                        
1
 21 V.S.A. 687. 

2
 WorkersCompensationShop.com, “Vermont Workers Compensation Programs,” 

http://www.workerscompensationshop.com/workers-comp-programs/vt-workers-comp-programs.html. 

http://www.workerscompensationshop.com/workers-comp-programs/vt-workers-comp-programs.html
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The health benefits provided under workers’ compensation differ from those provided under 

health insurance.  Workers’ compensation is also event-based, meaning coverage is dependent 

on the event of the injury and extends for as long as treatment of the injury occurs, as opposed 

to current health insurance, which is treatment-based and coverage extends for the length of the 

plan, regardless of cause of injury.  Workers’ compensation is an exclusive remedy.  In 

exchange for waiving the right to sue their employers, workers have the right to no-fault, 

unlimited third party medical and indemnity payments with no deductible or copayments, 

including: 

 

● Reasonable surgical, medical and nursing services and supplies, including 

prescription drugs and durable medical equipment3 

● Assistive devices and modification to vehicles and residences that are reasonably 

necessary to an injured worker who has or is expected to suffer a permanent 

disability4 

● Reasonable hospital services and supplies, including surgical, medical, and nursing 

services5 

● Reasonable expenses related to travel for evaluation and treatment, including 

transportation expenses, meals, lodging.6 

 

The goal of medical treatment under workers’ compensation is to return the worker back to work 

as quickly as possible.  At times, this goal may result in treatment that is more aggressive and 

costly than under health insurance.7   

 

The employer chooses the physician for the initial visit, but the employee may choose the 

physician for subsequent visits after providing the employer with a written notice of the reasons 

the employee is dissatisfied with the employer’s chosen health care provider.8  If the employee 

chooses another health care provider, the insurer may exercise its right to schedule an 

independent medical exam with a medical expert of its choice to address any issue related to 

the work injury, such as causation, medical end result, reasonableness and necessity of 

treatment, work capacity, or impairment.   

 

From the provider perspective, most administrative functions, such as billing codes, are the 

same under workers’ compensation as for health insurance.9  The provider payments under 

workers’ compensation, however, are often more generous than under health insurance plans.10  

                                                        
3
 ERISA § 640(b). 

4
 Ibid. at § 640(a). 

5
 Ibid. at § 640(a). 

6
 VT Workers’ Comp. Rule12.2000. 

7
 Dr. Nelson Haas, Occupational Medicine, telephone conversation with author, December 18, 2012. 

8
 VT Workers’ Comp. Rule 12.1000. 

9
 Dr. Haas telephone conversation. 

10
 Ibid. 
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In addition, workers’ compensation insurers tend to deny more services than health insurers, but 

this may also be a function of requesting more services due to the goal of getting the employee 

back to work.11       

 

In terms of costs, workers’ compensation is a fraction of Vermont’s overall health care costs, 

totaling 2.3% of Vermont’s health care spending in 2009.12  For employers, workers’ 

compensation accounts for $2.07 for every $100 of wages.13  

 

 

Background for Integration 

The Clinton administration’s national health care reform plan proposed that employees receive 

all of the health care through one health insurance plan, regardless of whether the injury was 

work-related.14  At its broadest definition, 24-hour coverage would “ignore causation in 

                                                        
11

 Dr. Haas telephone conversation. 
12

 Green Mountain Care Board, “2010 Vermont Health Care Expenditure Analysis,” revised March 2012, available 

at http://gmcboard.vermont.gov/sites/gmcboard/files/2010EA040212.pdf.  
13

 Oregon Department of Consumer and Business Services, “2012 Oregon Workers’ Compensation Premium Rate 

Ranking Summary,” available at http://www.cbs.state.or.us/external/dir/wc_cost/files/report_summary.pdf.  
14

 Robert Wood Johnson Foundation, “Workers’ Compensation Health Initiative: Program Results Report, Feb. 23, 

2004,” available at: http://www.rwjf.org.   

98.1% 

1.9% 

Vermont health care spending: workers’ 
compensation 

Total Health Care
Spending: $4.9 billion

Workers' Comp Health
Care Spending: $95.5
million

http://gmcboard.vermont.gov/sites/gmcboard/files/2010EA040212.pdf
http://www.cbs.state.or.us/external/dir/wc_cost/files/report_summary.pdf
http://www.rwjf.org/
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compensating for medical care or lost wages.”15  Despite the failure of the Clinton plan, there 

was still momentum to integrate workers’ compensation with health insurance, fueled, in part, by 

increased workers’ compensation premiums at that time.  Ten states16 passed legislation 

authorizing 24-hour pilot programs, and five other states17 discussed 24-hour care as an 

option.18  Despite the fact that several states authorized pilot plans, only pilot plans in Oregon 

and California became operational. 

Oregon 

In 1994, Oregon provided a pilot plan offered by Blue Cross/Blue Shield HMO and the State 

Accident Insurance Fund Corporation (SAIF) which provided services to nine employers with a 

total of approximately 2,200 covered employees.19  Under this plan, the employer received two 

separate contracts, but the insurer and the health plan used the same managed care network 

and physician payment rates, providing seamless delivery to the covered employees.20  Under a 

pilot plan that was a partnership between Kaiser Permanente HMO and self-insured employers, 

the HMO accepted capitated payments for all services, and the 900 members in the program 

received all their medical care from the HMO.  By 1997, Oregon had expected 10,000 to 20,000 

employees to participate in the pilot plans, but only 3,600 had been recruited.  The low 

recruitment rate was explained by less interest in the programs due to lower workers’ 

compensation rates at that time.21  Oregon also reported that fully integrating the operations of 

workers’ compensation and health insurance was “difficult” and that “pricing advantages did not 

materialize.”22 The pilot plans reported that obstacles to full integration included: claims handling, 

because workers’ compensation involves payment of disability benefits in addition to health 

care; and financing, because workers’ compensation and health insurance are priced “very 

differently.”23  In the end however, these plans were able to produce a product that integrated 

workers’ compensation with health insurance.  The pilot plans reported that provider 

reimbursement and lost-time duration management were areas that could be successfully 

integrated.24  Towards the end of the program, in 1997, there was no interest integrating health 

                                                        
15

 American Legislative Exchange Council, “Understanding 24-Hour Coverage,” The State Factor, Vol. 17, No. 11 

(October 1991).   
16

 These states were California, Florida, Georgia, Kentucky, Louisiana, Maine, Massachusetts, Minnesota, 

Oklahoma, and Oregon.   
17

 These states were Hawaii, Iowa, Montana, North Carolina, and Washington. 
18

 The California Commission on Health and Safety and Workers’ Compensation, “Preliminary DRAFT CHSWC 

Background Paper on Twenty-Four Hour Care,” available at: http://www.dir.ca.gov/chswc/CHSWC_24hCare.pdf.    
19

Vance A. Hughey, Nevada Legislative Counsel Bureau, “24-Hour Coverage and Workers’ Compensation,” Jan. 

1997, available at: http://www.leg.state.nv.us/Division/Research/Publications/Bkground/BP97-05.pdf  
20

 Ibid. 
21

  Ibid.  
22

 Robert Wood Johnson Foundation, “Oregon Tests Concept of Combining Workers’ Compensation Insurance with 

Health Insurance: Grant Results, March 1997,” available at http://pweb1.rwjf.org/reports/grr/020229s.htm 

 
24

 Ibid. 

http://www.dir.ca.gov/chswc/CHSWC_24hCare.pdf
http://www.leg.state.nv.us/Division/Research/Publications/Bkground/BP97-05.pdf
http://pweb1.rwjf.org/reports/grr/020229s.htm
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insurance and workers’ compensation into one plan and very little interest in providing 

coordinated care under separate health insurance and workers’ compensation policies.25   

California 

In 1993, California established provisions for four countywide pilot plans of 24-hour care.  The 

plans involved integration of medical benefits only.  Employers paid a monthly capitation fee that 

was separate from health insurance fees.  The physicians had access to patients’ occupational 

and nonoccupational medical records.  As with Oregon, worker participation was voluntary and 

workers’ compensation rates had decreased, resulting in only 8,000 workers enrolled in the pilot 

plans as of 1997.26 This number at least provided a significant sample population from which 

researchers could draw empirical findings.  Those findings included a 20-34 percent increase in 

the average medical claim for the pilot plan than similar claims in comparison-group firms.  In 

the end, pilot firms paid 47.5 percent more in premiums than firms in the comparison group.27  It 

should be noted that sample group was self-selective and tended to include enrollees who were 

older and more likely to have a chronic medical condition than those in comparison groups.28  A 

companion study found no statistical difference in employee satisfaction between the pilot plan 

than comparison plans.29 

 

The outcomes of initiating 24-hour care programs in Oregon and California prove that 

integration of workers’ compensation with health care is possible, but fail to provide a solid basis 

from which Vermont can evaluate potential costs or savings of integration. 

Massachusetts 

Massachusetts has not integrated workers’ compensation into its health care system, but it has 

achieved near-universal health care through its recent health care reform.  As a result of 

increased health insurance coverage, workers’ compensation claims have decreased 5-10 

percent.30  A similar, if smaller, decrease may happen under Green Mountain Care. 

Overarching Issues in Integration 

While the interests of workers and employers must be weighed when considering various 

models for integrating workers’ compensation, some issues come into play no matter what the 

integration model.  These issues include safety incentives, the Employee Retirement Income 

Security Act (ERISA), and administrative savings.   

                                                        
25

  Ibid. 
26

 Donna O. Farley et al., “Assessment of 24-Hour Care Options for California,” RAND Institute for Civil Justice, 2004, 

pg. 26, available at: http://www.rand.org/content/dam/rand/pubs/monographs/2004/RAND_MG280.pdf  
27

 Ibid. (citing Kominski et al., 2001) 
28

 Ibid (citing Kominski et al., 2001) 
29

 Ibid (citing Kominski et al., 2001), citing Rudolph et al., 2000 
30

 Paul Heaton, “The Impact of Health Care Reform on Workers’ Compensation Medical Care: Evidence from 

Massachusetts,” RAND Corporation, 2012, available at: http://www.rand.org/pubs/technical_reports/TR1216.   

http://www.rand.org/content/dam/rand/pubs/monographs/2004/RAND_MG280.pdf
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Safety 

One argument against the integration of workers’ compensation into a universal health care 

system is that the experience rating under workers’ compensation provides a strong safety 

incentive to employers.  Research provides conflicting information on this issue.  It has been 

reported that workers’ compensation prevents fatalities;31 however, a more recent study 

concludes that nearly 80 percent of workplace related illness are paid by government or private 

health plan, reducing the actual costs for workers’ injuries and subsequently reducing the 

incentive to provide a safe workplace.32 Other authors agree that whether workers’ 

compensation, by itself, acts as an incentive to provide safe workplaces is questionable.33     

Although the experience rating of workers’ compensation may not provide much safety incentive, 

various premium discounts for safety measures taken by employers may be more effective.   

ERISA 

Some of the insurers voiced concern that ERISA would pre-empt any integration of the health 

care portion of workers compensation into Green Mountain Care. The Employee Retirement 

Income Security Act (ERISA) is a federal statute that regulates private-sector employer-

sponsored benefit plans, including health care coverage, for self-insured plans and plans 

offered through an insurance product.34  ERISA’s protections “supercede any and all State laws 

insofar as they may now or hereafter relate to any employee benefit plan.”35 This is commonly 

known as ERISA’s “preemption clause,” which was established to encourage employers to 

provide benefit plans to their employees across state lines, independent of dissimilar state laws.  

Workers’ compensation, however, is an exception to the preemption clause, meaning that states 

have the right to regulate workers’ compensation.  The exact language of the exception includes 

plans “maintained solely for the purpose of complying with workman’s [sic] compensation 

laws.”36   

 

One possible argument against integrating workers’ compensation into Green Mountain Care is 

that once the health benefits of workers’ compensation are integrated, they are no longer 

considered “solely” for the purpose of workers’ compensation laws and will be preempted by 

ERISA as health care benefit plans.  Although some cases have touched on this argument, 

none of them have directly addressed integration of workers’ compensation health care benefits 

into a public system.  In one case examining disability benefits, which are also an exception to 

                                                        
31

 Michael J. Moore and W. Kip Viscusi, “Promoting Safety Through Workers' Compensation: The Efficacy and Net 

Wage Costs of Injury Insurance,” The RAND Journal of Economics, Vol. 20, No. 4 (Winter, 1989), pp. 499-515, 

available at: http://www.jstor.org/stable/2555730  
32

 Paul J. Leigh, “Workers’ Compensation Benefits and Shifting Costs for Occupational Injury and Illness,” The 

Journal of Occupational and Environmental Medicine, 54(4), 445-450, April 2012. 
33

 Geoffrey C. Beckwith, “The Myth of Incentives in Workers’ Compensation Insurance, New Solutions,” Winter 

1992. 
34

 29 U.S.C. 1002(1) 
35

 29 U.S.C. 1144(a) 
36

 29 U.S.C. 1003(b)(3) 

http://www.jstor.org/stable/2555730
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preemption, it was determined that a state may not require integration of disability benefits into a 

health plan, but it may require an employer to choose between providing disability benefits in a 

separately administered plan or in an ERISA plan.37  This precedent regarding state disability 

benefits laws has been applied to cases involving state workers’ compensation programs. For 

example, the Court of Appeals for the Second Circuit held that ERISA did not preempt a state 

law requiring employers to provide certain health benefits to employees eligible for workers’ 

compensation.38  On the other hand, state laws that would directly affect ERISA plans, such as 

laws requiring the employer to coordinate health care plans with workers’ compensation plans, 

are preempted.39  The preemption was premised on the fact that integration would affect the 

ERISA health insurance plan, not workers’ compensation.  Accordingly, ERISA should pose no 

preemption obstacle to the state integrating workers’ compensation into a fully publicly financed 

and administered health coverage program because under the workers’ compensation 

exception of ERISA, the state retains authority to regulate workers’ compensation programs.  

Arguably, the state also could require such employers to contribute to and participate in a 

publicly administered workers’ compensation system, if necessary, though the case law has not 

addressed legislation that fails to give employers a choice of how to structure their workers’ 

compensation plans to meet state standards.   

Administrative Savings 

Despite costs increasing under California’s 24-hour pilot plans, some scholars argue that there 

are significant savings to be had by integrating workers’ compensation into the health care 

system.  In his article, “Comparing the costs of delivering medical benefits under group health 

and workers’ compensation-- Could integration pay for covering the working uninsured?”, Frank 

Neuhauser argues that integrating workers’ compensation into a universal health care system 

would reduce workers’ compensation premiums by 37 to 48 percent and the subsequent 

savings could fund health insurance for the working uninsured.40  He achieved his numbers by 

assigning the total administrative costs as a fraction of the benefit paid out.  So, if administrative 

costs are $100 and 65% percent of medical benefits are paid out with 35% indemnity benefits 

paid out, the administrative cost is $65 for medical benefits and $35 for indemnity benefits.  

Neuhauser also notes that there will be greater savings in the first couple of years because 

during those years, all employees with ongoing injuries will remain covered by the workers’ 

compensation plan, so that the only costs to be paid out will be new injuries. Neuhauser 

                                                        
37

 Shaw v. Delta Air Lines, 463 U.S. 85 (1983) 
38

 R.R. Donnelley & Sons Co. v. Prevost, 915 F. 2d 787 (2d Cir. 1990), cert. den. 499 U.S. 947 
39

 See District of Columbia v. Greater Washington Board of Trade, 506 U.S. 125 (1992) (holding that ERISA 

preempted a D. C. ordinance requiring workers’ compensation plans to coordinate with any employer-sponsored 

health coverage because the law was “premised on the existence of an ERISA plan” and used an ERISA plan as a 

standard to comply with the state workers’ compensation law); Kapuscinski v. Plan Administrator, 658 F. 2d 427 

(6th Cir. 1981) (holding that laws prohibiting a pension or health plan from setting workers’ compensation 

payments against an ERISA plan’s benefits, are preempted); 
40

 Neuhauser, Frank.  “Comparing the costs of delivering medical benefits under group health and workers’ 

compensation-- Could integration pay for covering the working uninsured?” available at: 

http://www.dir.ca.gov/chswc/Reports/2009/Medical_Overhead_Cost_Comparison_2009.pdf.   

http://www.dir.ca.gov/chswc/Reports/2009/Medical_Overhead_Cost_Comparison_2009.pdf
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addresses the issue of workers paying copayments and deductibles for treatment of work-

related injuries by noting that employer savings should reduce the downward pressure of health 

costs on wages and control workers’ coinsurance payments.  On the employer end, Neuhauser 

argues that the savings from integrating workers’ compensation will virtually mitigate the 

increased cost of universal coverage.   

 

The American Academy of Actuaries, as requested by the U.S. Commission on Health and 

Safety and Workers’ Compensation, responded to Dr. Neuhauser’s findings regarding 

administrative savings through the integration of workers’ compensation into a universal health 

care system.41  It was reported that administrative savings may be possible through a group 

health model, but that the savings may not be as great as reported because the paper did not 

sufficiently account for: premium discounts; increased indemnity costs due to the elimination of 

return-to-work goal; and the continued cost of disputes arising out of the claim management 

process.  In addition, the American Academy of Actuaries questions Neuhauser’s direct 

comparison of savings from workers’ compensation, a long-term, event-based system of 

insurance to health insurance, a pay-as-you go system.   

 

From the literature, administrative savings may be possible through the integration of workers’ 

compensation into a universal health care system, although the amount of savings remains in 

dispute.  One assumption underlying Neuhauser’s estimated savings that may inhibit Vermont’s 

integration is universal coverage.  Universal coverage is necessary for the successful 

integration of workers’ compensation into health care because if a worker leaves or loses her 

employment, she will not be covered for her occupational injury.42  Since Vermont will have 

universal coverage, but the rest of the nation will not, there would have to be some mechanism 

to ensure that injured workers who leave the state receive coverage for their occupational injury.   

Possible Models for Workers’ Compensation and Green Mountain Care 

Integrating workers’ compensation into Green Mountain Care would necessarily occur at the 

state level.  Only three countries provide workers’ compensation at the sub-national level: the 

U.S., Canada, and Australia.  In examining these countries and Vermont’s own goals, three 

models emerged: full integration, partial integration, or administrative reform.   

Exclusive Public Insurer: Publicly-Funded Workers’ Compensation and Health Care 

Public funding of workers’ compensation with Green Mountain Care would look like Canada’s 

workers’ compensation system, which takes the exclusive public insurer approach.  Each 

                                                        
41

 Brian Clancy, Chair, Workers’ Compensation Subcommittee, American Academy of Actuaries, Letter to Christine 

Baker, Executive Officer, Commission on Health and Safety and Workers’ Compensation, Feb. 12, 2010, available 

at: http://www.actuary.org/files/chswc_feb10.4.pdf/chswc_feb10.4.pdf.  
42

 Neuhauser, Frank.  “Comparing the costs of delivering medical benefits under group health and workers’ 

compensation-- Could integration pay for covering the working uninsured?” available at: 

http://www.dir.ca.gov/chswc/Reports/2009/Medical_Overhead_Cost_Comparison_2009.pdf.   

http://www.actuary.org/files/chswc_feb10.4.pdf/chswc_feb10.4.pdf
http://www.dir.ca.gov/chswc/Reports/2009/Medical_Overhead_Cost_Comparison_2009.pdf
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province controls its own workers’ compensation funds and requires employers to purchase 

coverage from the public funds.43  Such a model is possible in the U.S. because North Dakota, 

Ohio, Washington, and Wyoming operate monopolistic state funds where private insurers do not 

compete.44  Out of these states, North Dakota is the only state that runs a purely monopolistic 

system in that it is the exclusive provider of compulsory workers’ compensation insurance for 

the entire state.  Wyoming is only monopolistic for certain hazardous industries, and Ohio and 

Washington allow employers to self-insure.  Twenty-one states,45 have state funds for workers’ 

compensation in addition to its private market that are typically used to cover businesses that 

are high-risk or cannot find coverage in the private market.46  Vermont’s workers’ compensation 

is exclusively funded by private insurers.    

 

At first glance, an exclusive public insurer approach holds some potential advantages for 

Vermont.  A monopolistic state fund may yield administrative savings through better 

coordination between not only Green Mountain Care, but other state agencies.  A recent study 

by an insurance industry think tank found that public workers’ compensation providers tend to 

have higher losses than the workers’ compensation insurance industry as a whole, but those 

losses are offset with lower expenses, higher investment returns, and better injury prevention 

efforts.   

 

Instituting a monopolistic state fund in Vermont, while potentially holding some long term 

advantages, would require a seismic shift from exclusive private funding of workers’ 

compensation to exclusive public funding.  This shift, without the intermediary step of expanding 

an existing high-risk state-funded program, would come at a high administrative cost to the state 

and an immediate loss of an entire insurance product.  Making such changes 

contemporaneously with the implementation of Green Mountain Care would create a great 

amount of market disturbance.   

 

In addition,aligning the workers compensation system with Green Mountain Care would be more 

appropriately done after Green Mountain Care is fully implemented and the administrative 

changes in the health care system are in place. At that point, the state will be better positioned 

to do an in-depth, Vermont-specific analysis of the effects of integration on stakeholder interests 

and any potential savings. 

Publicly-Funded Health Benefits, Privately-Funded Indemnity Benefits 

                                                        
43

 H. Allen Hunt, The Upjohn Institute, “Three Systems of Workers’ Compensation,” Vol. 5, No. 2, 1998, available 

at: http://research.upjohn.org/cgi/viewcontent.cgi?article=1051&context=empl_research.  
44

 National Association of Insurance Commissioners, “Workers Compensation Insurance,” last updated Sept. 17, 

2012, available at: http://www.naic.org/cipr_topics/topic_workers_comp.htm.  
45

 Arizona, California, Colorado, Hawaii, Idaho, Kentucky, Louisiana, Maine, Maryland, Minnesota, Missouri, 

Montana, New Mexico, New York, Oklahoma, Oregon, Pennsylvania, Rhode Island, Texas, Utah, and West Virginia. 
46

 Anne Steinberg, Conning Research and Consulting press release on a study performed by Mark Jablonowski, 

“Workers’ Compensation State Funds: Evolution of a Competitive Force,” Oct. 5, 2009, press release available at: 

http://www.insurancejournal.com/news/nationa/2009/10/21/104665.htm 

http://research.upjohn.org/cgi/viewcontent.cgi?article=1051&context=empl_research
http://www.naic.org/cipr_topics/topic_workers_comp.htm
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Another option explored was providing the health benefits of workers’ compensation through 

Green Mountain Care while indemnity benefits, such as lost wages, would be provided through 

a private insurance product.  There are no other comparable workers’ compensation systems 

that use this model.  The closest model is found in Australia, which has three states with public-

private mixed models of workers’ compensation made up of publicly funded workers’ 

compensation programs that contract certain functions, such as marketing, claims management, 

or premium collection to private entities.47  At its basis, though, this model still requires public 

funding of workers’ compensation.  The mixed model examined here would require a whole new 

insurance product to cover solely the cost of indemnity.  Private insurers operating in Vermont 

have indicated that they are not interested in offering such a product.  Offering indemnity without 

any sort of oversight over the health benefits creates a disconnect and subsequent risk that 

would be potentially difficult for private insurers to manage.  Even if insurance companies were 

interested in offering indemnity-only coverage, the problem of ensuring that workers receive 

first-dollar coverage or equivalent benefits through the health care system would still exist.  As a 

result, a mixed-model is not a solution at this time.   

Administrative Alignment 

Administrative alignment of the workers’ compensation system to what is currently done with 

health insurance would maintain the current structure of the workers’ compensation market 

while providing greater efficiency and safety incentive. The current structure could include 

mandates or incentives for companies to meet certain performance benchmarks. These 

benchmarks would not need to be created from whole cloth, as there is considerable precedent 

for imposing efficiency standards on health insurers and for collecting performance data from 

workers’ compensation insurers. The department of financial regulation (DFR) is already 

responsible for evaluating bids submitted by insurers for the chance to be designated as an 

insurer in the residual workers’ compensation market.  Every employer is required to carry 

workers’ compensation insurance but, for a variety of reasons, not every employer is able to 

secure the necessary coverage in the voluntary market. Insurers in the residual market offer 

coverage to these employers. Every three years DFR accepts, and insurers submit, applications 

to be designated as a member company in the residual market. As part of the Department’s 

evaluation of these applications, DFR and NCCI evaluate the companies’ performance record 

based on twenty measurements in four categories. The four categories for which data is 

submitted are underwriting, premium audit, claims performance, and loss prevention. Applicants 

whose data reflects high standards of claims management and low loss costs are permitted to 

write insurance in the residual market. The data in question is compiled from company data 

extracts and plan administrator databases.   

 

Health insurance reform may provide an appropriate model for improved administration of 

workers’ compensation.  Minimum loss cost ratios are imposed on health insurers at both the 

state and federal level. In Vermont, Regulation 80-1 long has imposed ratio standards on health 

plans.  In more recent years, the Affordable Care Act has imposed even more stringent loss 

                                                        
47

 H. Allen Hunt, The Upjohn Institute, “Three Systems of Workers’ Compensation,” Vol. 5, No. 2, 1998, available 

at: http://research.upjohn.org/cgi/viewcontent.cgi?article=1051&context=empl_research. 
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ratio requirements on health insurers.  Currently, workers’ compensation plans are not generally 

subject to these loss ratio restrictions. In Vermont, the workers’ compensation insurance 

marketplace is deemed to be competitive. Participants in this market compete and prices 

are moderated based upon free-market economic forces.  A modified approach to the status 

quo might include requirements that all workers’ compensation insurers report the sort of data 

submitted to DFR as part of the residual market request for proposal (RFP). As the data is 

drawn from data-sets already maintained by the insurer, there is minimal interference with the 

insurer’s operations. Currently, DFR collects this data voluntarily, on a triennial basis, and only 

by those insurers seeking to write in the residual market. This system might be modified to 

remove the voluntariness of the submissions, and could be expanded to include all workers’ 

compensation insurers who wished to write in the primary or the residual market. These filing 

requirements might be coupled with cost reduction measures similar to those imposed by 

Vermont Regulation 80-1 and the Affordable Care Act. The status quo might also be modified by 

the imposition of standards for the aforementioned twenty measurements. A combination of any 

of these modifications may succeed in capturing systemic savings without entirely reimagining 

workers’ compensation and the guaranty that it provides to workers and employers. 

Recommendation 

Vermont should pursue greater administrative alignment of the workers’ compensation system 

with cost-reduction measures posed under the Vermont’s health care reform efforts and the 

Affordable Care Act.  The research on the amount of potential savings through integration is 

conflicting, so integration should be considered only after a thorough analysis that is Vermont-

specific.  Furthermore, integration would require Vermont to develop a monopolistic publicly 

funded workers’ compensation system, which it is not well-positioned to do at this time. 

Consideration of alignment is more appropriate after the new system is in place.  In the 

meantime, administrative reform will preserve workers’ rights and the current workers’ 

compensation insurance market while potentially increasing savings for employers. 

 

Appendix – Public Comments 
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Re: Responses to questions posed by the administration 

 

Name: Peg Franzen 

E-mail: peg@workerscenter.org 

Organization: Vermont Workers’ Center 

 

Worker's compensation is a trade-off; the employee receives health care coverage and wages for work-

related injuries in exchange for giving up her right to sue her employer. How do you think integration of 

workers' compensation health benefits into Green Mountain Care would affect this trade-off? 

 

The integration of workers’ compensation health benefits into Green Mountain Care (GMC) would strengthen the 

core elements of the original trade-off by enabling better access to care for injured and ill workers.  
 

In the decades since the workers’ compensation system was created, the nature of the original bargain has been 

degraded in practice. In an effort to maximize cost containment, private insurance carriers and employers contest 

injured/ill workers’ claims in a way that results in legitimate claims being denied or delayed or in benefits getting 

discontinued. The claims resolution process can take months and even years. Doctors often refuse workers’ 

compensation claimants due to the adversarial environment the system creates. Workers are also often intimidated 

into not filing claims at all. In fact, the highly charged, hostile nature of the system is largely why only about 50% 

of workers injured or made ill on the job file for workers’ compensation
1
.  

 

In Vermont and throughout the United States, lack of access to timely medical care for workers’ compensation 

claimants is a significant problem.
2
  One of the root causes for this is that the workers’ compensation system 

perpetuates a separate health care system where access is based on causation (proving that the worker’s condition is 

work-related). The difficulty of establishing causation results in legitimate claims being denied or delayed. Proving 

causation is especially difficult in the case of illnesses, in particular those with long latency periods.
3
 It has been 

estimated that only 1 of every 20 occupational disease victims receive workers’ compensation health benefits. For 

occupational cancer it is less than 1 in 100.
4
 All of this upends the original bargain: workers are unable to sue their 

employer and they are unable to access needed care. In effect, this violates two of the most basic rights.  
 

The foremost consideration at this stage should be improving access to health care for injured and ill workers. 

Integration would achieve this by eliminating the problem of determining cause in order to provide health care.  
 

The integration model the national AFL-CIO proposed during the national health care reform effort in the 1990s as 

well as the alignment models practiced in Canada demonstrate how this would work in practice. Within an 

integration/alignment model, workers would continue to receive wage replacement for work related injuries from 

their employers.  Employers would continue to be liable for costs associated with medical treatment for 

occupational injuries and illnesses. They could, for example, pay premiums or taxes for workers’ compensation 

medical coverage directly to the GMC financing system and these premiums/taxes could be “community rated” and 

adjusted periodically based on group experience. 

 

                                                           
1
 Biddle et al, What percentage of workers with work related illnesses receive workers’ compensation benefits? 40 Journal of Occupational 

and Environmental Medicine, pg. 325; See also in this context, Emily A. Spieler & John F Burton, The Distressing Lack of Correspondence 
between Work-related Disability and the Receipt of Workers’ Compensation Benefits, forthcoming article in the American Journal of 
Industrial Medicine, February 2012, ps24-25 
2
 Interviews with injured workers and claimant attorneys; Emily A. Spieler & John F Burton, The Distressing Lack of Correspondence 

between Work-related Disability and the Receipt of Workers’ Compensation Benefits, forthcoming article in the American Journal of 
Industrial Medicine, February 2012, ps 9-10, 25-32; Workers’ Compensation Reform, Policy Number 20097, American Public Health 
Association, 11/10/2009; Michael Lax and Frederica Maneti, Access to Medical Care for Individuals with Workers’ Compensation Claims, 11 
New Solutions, 2001; James Ellenberger, Current Problems in the Workers’ Compensation System, pgs 4-6, 
http://nycosh.org/uploads/injured_on_job/on_workers_comp/Current%20Problems%20in%20Workers%20Comp%20System%20paper.pdf 
3
 Workers’ Compensation Reform, Policy Number 20097, American Public Health Association, 11/10/2009. 

4
 J. LaDou, Occupational Medicine in the United States: A Proposal to Abolish Workers’ Compensation and Reestablish the Public Health 

Model, 12 International Journal of Occupational and Environmental Health, 2006, pgs. 154-168.  
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Workers’ compensation is often described as an incentive for employers to create safe working conditions. 

Do you think it actually works as a safety incentive? If you answered yes to the above question, do you think 

integration of workers’ compensation health benefits into Green Mountain Care would weaken workers’ 

compensation as a safety incentive, making workplaces less safe? 

The key mechanism within workers’ compensation that could potentially act as a safety incentive for employers is 

experience rating. Workers’ compensation benefits are funded by employers largely through insurance premiums. 

Insurance companies employ a mechanism called experience rating to calibrate the standard insurance premium 

rate based on safety records. Thus the assessment rate for firms with better than average safety records is reduced, 

and the rates of firms with worse than average safety records are increased. In theory, therefore, experience rating 

ought to encourage employers to promote safety in the workplace since fewer injuries result in lower insurance 

premiums.  
 

However, experience rating is not universally available to all employers. Where it is available, it does not tend to 

work well as a safety incentive
5
. In fact, many authorities in the field of workers’ compensation have argued that 

the impact of experience rating is minimal to nil.
6
 Even worse, research indicates that experience rating can 

undermine workers’ access to health care. This is the case when employers, instead of promoting safe workplaces, 

try and contain costs by a wide range of adversarial tactics that lead to under-reporting and claims denials.  
 

Experience rating can lead to employers and insurance companies contesting claims more aggressively, 

intimidating workers into not filing claims and retaliating against workers who do so. It can also motivate 

employers and insurers to pressure occupational health practitioners to provide insufficient medical treatment to 

hide or play down work-related injuries or illnesses. Also it is significant that a recent report by the US Government 

Accountability Office (GAO) found that OSHA data reported by employers failed to include up to two-thirds of all 

workplace injuries and illnesses. 
7
 

 

When experience rating does positively impact practices promoting safe workplaces, it is usually in the case of 

large employers. Usually the smaller the employer is, the less they respond to experience rating as a safety 

incentive. This means experience rating might play a lesser incentivizing role in Vermont, where the majority of 

employers are small businesses.  
 

Nevertheless, since there is some literature that suggests that experience rating may help promote safer workplaces 

in certain cases,
8
 and since the need for improving workplace safety is paramount, we would suggest incorporating 

some method of experience rating within an integration/alignment model. Because of the potential negative effects 

of experiences rating, outlined above, this should include a parallel track monitoring system that helps curb 

unintended effects. Incorporating a method of experience rating is certainly feasible as demonstrated by the 

integration model the national AFL-CIO proposed during the national health care reform effort in the 1990s as well 

as the alignment models practiced in Canada. 

 

                                                           
 
6
 Joe LaDou, Rethinking Workers’ Compensation: The Public Health Model, Working Paper, 2010; interview with Emily Spieler (2011); 

interview with Katherine Lippel (2011); Tompa, Systematic review of the prevention incentives of insurance and regulatory mechanisms for 
occupational health and safety , 2007; The Myth of Incentives in Workers’ Compensation Insurance, New Solutions, 1992; Les Boden, 
Workers' compensation in the United States: high costs, low benefits, 1995;  Ison, Administrative law--the operational realities, 2009; Rey & 
Bousquet, Compensation for occupational injuries and diseases: its effect upon prevention at the workplace, 1995. 
7
 Joe LaDou, Rethinking Workers’ Compensation: The Public Health Model, Working Paper, 2010, p. 20; Interview with Emily Spieler and 

Katherine Lippel, 2011. 
8
 Asfaw & Pana-Cryan, The impact of self-insuring for workers' compensation on the incidence rates of worker injury and illness, 2009; 

Victor, The Future of Workers’ Compensation: Opportunities and Challenges, 2004. 
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Another aspect to consider is that in any integration/alignment model it is important to ensure an efficient system of 

data collection as regards occupational injuries and illnesses, as well as the reporting of that data to government 

agencies responsible for the enforcement of health and safety laws and those overseeing the operation of the 

workers’ compensation system. This would allow appropriate agencies to work with companies that have poor 

safety records towards implementing improvements.  
 

In Vermont, the administration already works with companies with poor safety records to improve their practices. 

Integration of workers’ compensation may open up further targeted and strategic opportunities to strengthen inter-

agency cooperation to improve and strengthen health and safety protections that would effectively advance 

workers’ human right to a safe and healthy workplace environment.  
 

Currently, workers’ compensation does not require the employee to pay premiums, co-pays, or deductibles 

in order to receive health benefits. Green Mountain Care will likely require some kind of contribution from 

most individuals. What do you think about this? 

Act 48 does not require Green Mountain Care (GMC) to charge user fees of any kind; on the contrary, it stipulates 

that “systemic barriers, such as cost, must not prevent people from accessing necessary health care.” There is a 

large body of research evidence that shows that all forms of user fees or “cost-sharing” harm people’s health. User 

fees, even at very low levels, discourage people from seeking necessary care and filling their prescriptions, thus 

causing them to become sicker (and increasing the costs to the system down the road). There is also a 

discriminatory effect of user fees, as they shift the burden of financing the health care system on people in poor 

health.  
 

Regarding the financing of the health care system as a whole, Act 48 requires that GMC be publicly and equitably 

financed, which points to contributions through the tax system, and specifically individual and corporate income 

taxes, as the main founding source. Thus, as residents of Vermont, workers will already contribute to the system, 

via taxation, and must not be charged again at the point of accessing needed services.   
 

Additionally, workers injured on the job require special protection from financial burdens, as they have already 

relinquished the right to sue their employer in exchange for full coverage of their medical treatment and wage 

replacement. Even in the current market-based health care system, an integration of the health aspect of workers’ 

compensation would be possible without “cost-sharing”. For example, if the AFL-CIO model is considered, any 

“cost-sharing” assessed on patients would, in the case of injured/ill workers, be covered by GMC and then 

recovered from the employer. In the case of occupational injuries and illnesses that cannot be assessed against a 

specific employer, the community rating system for all similarly situated employers could be adjusted. 
 

However, this is not the health system model mandated by Act 48. In a publicly and equitably financed universal 

system, there is no justification for charging user fees for accessing medically necessary care. 

Do you find that employees have to wait longer to receive care through workers’ compensation as compared 

to health insurance? 

 

Yes. In our experience and according to testimonies from different stakeholders, including calls we receive from 

injured/ill workers on our workers’ center hotline, denial of care, delays to care and provision of inadequate care 

are prevalent in Vermont’s worker’s compensation system. It is often the difficulty of establishing causation that 

results in legitimate claims being denied or delayed. It is an unfortunate reality that many claimants within the 

workers’ compensation system in Vermont, especially those with illnesses or serious injuries leading to long term 

disability, face unconscionable delays in accessing needed health care, with devastating effects on their health and 

well-being. Original medical conditions can worsen, or secondary injuries can develop, due to delays in receiving 

necessary medical treatment. 
 

When the claims process runs smoothly, in certain cases, people injured or made ill at work, particularly those with 

traumatic injuries, seem to be able to see the correct specialist sooner than in the current health insurance system. 

This can partly be traced to workers’ concerns about costs and income, as they may put off surgery when injured 

outside work due to the lack of sick leave and wage replacement. Also, because worker’s compensation insurers or 



4 
 

self-insured employers have to pay indemnity, there is an incentive for them to push for quicker and more 

aggressive treatment for those injured or made ill on the job. However, aggressive medicine does not necessarily 

lead to good health outcomes for workers, and in fact can harm their long-term health. It is important to consider 

that the motivation for prompt and aggressive treatment is not necessarily workers’ health but cost containment. 

The goal of any health system must be timely access to appropriate care, but care received under current workers’ 

compensation has not always proved appropriate. 

Under workers’ compensation, the goal is to get the employee back to work. What are your health care goals 

for employees? 
 

Workers’ health considerations rather than cost containment should be the primary factor that determines when a 

worker is ready to return to work after an occupational injury or illness. The goal of integration is to ensure that 

workers’ health receives higher priority than it does now.  

 

The goal of any good return to work program within workers’ compensation is the safe and timely return of 

employees to transitional or regular employment. That is achievable only if employees do not return to work before 

they have fully recovered from their injury or illness. In the current system there are reports that to keep insurance 

costs down employers require injured/ill workers to work when they need to be at home healing. It has also been 

documented that some employers and insurance companies pressure occupational health practitioners to provide 

insufficient medical treatment to hide or play down work-related injuries or illnesses which may compel workers to 

return to work before they are fully recovered.  
 

Integration would address these problems by designing return to work programs, especially vocational 

rehabilitation, as part of an overarching focus on worker’s health as well as their right to work. It would also 

facilitate a move to free choice of physicians for workers, so that the workers’ own physician would determine 

when the worker is fit to return to work. We believe that integration will lead to the best health outcomes for 

workers and advance the human right to health care, which mandates patient-oriented, appropriate care.  
 

Other comments: 
 

A core element of the human right to healthcare is universal access, namely that access to health care must be 

guaranteed for all on an equitable basis and provided in a timely manner. A human right to healthcare requires that 

all individuals, including all workers who have become injured or ill from work-related causes must have access to 

patient–oriented, quality and timely healthcare and treatment. There must be no delayed, partial or second class 

system of healthcare for injured and ill workers. The need to prove the work-relatedness of a medical condition 

must be delinked from access to needed health care. 
 

Section 1 (a) (1) of Act 48 states that the state of Vermont must ensure universal access to and coverage for high-

quality, medically necessary health services for all Vermonters. In order to conform to the statute, Vermont must 

devise a method of integrating its workers’ compensation into this new system.  To conform to Act 48’s 

requirement that all Vermonters are to be provided with healthcare as a public good, a system must be established 

that does not exclude workers that have become injured or ill from work-related causes. 
 

Important Elements of an Integrated Workers’ Compensation System: 
 

Regardless of how integration or alignment is achieved, the following include certain critical elements of any 

system for providing health care to injured or ill workers. 
 

 Immediate access to healthcare for any injured or ill workers, regardless of cause of illness or injury, and  

without cost burden on the injured or sick worker. 

 Worker choice in the selection of medical providers.  

 The incorporation of mechanisms that act as preventive tools towards strengthening health and safety at the 

workplace [for example some form of experience rating or other strategic features. Upon request, we can 

provide more information on different types of options available while structuring such mechanisms.]  
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 Data collection as regards occupational injuries and illnesses and the reporting of that data to government 

agencies responsible for the enforcement of health and safety laws and those overseeing the operation of 

the workers’ compensation system.  

 Timely access to information that will enable injured and ill workers to navigate the complex workers’ 

compensation system and make informed decisions. This could be achieved, for example, through the 

Office of Healthcare Ombudsman, Vermont Legal Aid. 

 Guaranteed appropriate medical treatment and the provision of medical services that may be unique to 

occupational injuries and illnesses – for example, expertise in the area of repetitive motion disorders.
9
 

 

This is an incredible opportunity in Vermont to pioneer a policy model within the United States whereby injured 

and ill workers can, regardless of the cause of their injury, access appropriate health care in a timely manner 

through a unified publicly financed health care system.  

 

___ 

                                                           
9
 See in this context: The Integration of Workers’ Compensation Medical Services within National Health Care Reform, AFL-CIO-1993. 



MEMO 
 
To:   Devon Green 
From:  David Mickenberg 
Re:   Worker’s Compensation Incorporation 
Date:   January 14, 2013 

 
Thank you for meeting with us to discuss the potential incorporation of Worker’s 
Compensation medical benefits into a single payer health care system.   Both 
organized labor and the worker’s compensation bar look forward to continuing this 
discussion and to reading your report.  
 
Below is a summary of some of the points that were made at the meeting as a way of 
highlighting our discussion.  As we stated at the meeting, many of the issues we 
raised should be considered questions and observations, not necessarily firm 
positions on the overall concept of incorporation.  
 

1) Safety: Workers are concerned that by incorporating worker’s comp. medical 
benefits into single payer system employers will have less of an incentive to 
focus on safe workplaces.  Given that worker’s comp. rates are mostly driven 
by experience mods and that medical benefits constitute the majority of 
workers comp. claims, employers will have less incentive to foster safe work 
environments if they no longer are factoring in medical benefits.  Workplace 
safety is already an issue and incorporation could increase the prospect of 
more numerous and severe injuries, a deep concern for workers.  
 

2) Costs to Claimants:  Right now workers are held harmless in terms of out of 
pocket expenses for worker’s compensation.  It remains unclear how this 
would work in an incorporation model and it would be fundamentally unfair 
to workers if they were required to absorb new costs.  

 
3) Settlement of claims: Settlement of worker’s compensation claims are 

complicated and often technical, in particular when looking at future medial 
benefits.  It is unclear how such settlements would work under an 
incorporation model.   
 
Furthermore, given that medical benefits are a large part of settlements 
currently it may be difficult for claimants to get full value for their claims and 
will likely reduce the legal representation available. 

 
4) Level of Benefit:  Often time worker’s comp. claimants are entitled to 

benefits that they may not be entitled to through their health insurance. The 
right to such reasonable and necessary benefits was part of the grand 
bargain that claimants made when they gave up their right to sue their 



employers.  There is a serious concern that incorporation would diminish 
claimants right to these benefits.   
 
It is also unclear how a claimant would adjudicate denial of benefits which is 
now adjudicated through the Department of Labor and the Court system.  For 
instance will there be mechanisms in place to appeal denials to court; how 
would costs for appeals be dealt with; would claimants have the right to 
representation at hearings; how would the body of law concerning work 
injuries be viewed etc.?   
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Amendment 69
State Health Care System

1 Ballot Title: SHALL STATE TAXES BE INCREASED $25 BILLION ANNUALLY IN THE FIRST FULL FISCAL YEAR, AND BY

2 SUCH AMOUNT S THAT ARE RAISED THEREAFTER, BY AN AMENDMENT TO THE COLORADO CONSTITUTION

3 ESTABLISHING A HEALTH CARE PAYMENT SYSTEM TO FUND HEALTH CARE FOR ALL INDIVIDUALS WHOSE PRIMARY

4 RESIDENCE IS IN COLORADO, AND, IN CONNECTION THEREWITH, CREATING A GOVERNMENTAL ENTITY CALLED

5 COLORADOCARE TO ADMINISTER THE HEALTH CARE PAYMENT SYSTEM; PROVIDING FOR THE GOVERNANCE OF

6 COLORADOCARE BY AN INTERIM APPOINTED BOARD OF TRUSTEES UNTIL AN ELECTED BOARD OF TRUSTEES TAKES

7 RESPONSIBILITY; EXEMPTING COLORADOCARE FROM THE TAXPAYER'S BILL OF RIGHTS; ASSESSING AN INITIAL TAX

8 ON THE TOTAL PAYROLL FROM EMPLOYERS, PAYROLL INCOME FROM EMPLOYEES, AND NONPAYROLL INCOME AT

9 VARYING RATES; INCREASING THESE TAX RATES WHEN COLORADOCARE BEGINS MAKING HEALTH CARE PAYMENTS

10 FOR BENEFICIARIES; CAPPING THE TOTAL AMOUNT OF INCOME SUBJECT TO TAXATION; AUTHORIZING THE BOARD TO

11 INCREASE THE TAXES IN SPECIFIED CIRCUMSTANCES UPON APPROVAL OF THE MEMBERS OF COLORADOCARE;
12 REQUIRING COLORADOCARE TO CONTRACT WITH HEALTH CARE PROVIDERS TO PAY FOR SPECIFIC HEALTH CARE

13 BENEFITS; TRANSFERRING ADMINISTRATION OF THE MEDICAID AND CHILDREN'S BASIC HEALTH PROGRAMS AND ALL

14 OTHER STATE AND FEDERAL HEALTH CARE FUNDS FOR COLORADO TO COLORADOCARE; TRANSFERRING

15 RESPONSIBILITY TO COLORADOCARE FOR MEDICAL CARE THAT WOULD OTHERWISE BE PAID FOR BY WORKERS'
16 COMPENSATION INSURANCE; REQUIRING COLORADOCARE TO APPLY FOR A WAIVER FROM THE AFFORDABLE CARE

17 ACT TO ESTABLISH A COLORADO HEALTH CARE PAYMENT SYSTEM; AND SUSPENDING THE OPERATIONS OF THE

18 COLORADO HEALTH BENEFIT EXCHANGE AND TRANSFERRING ITS RESOURCES TO COLORADOCARE?

Be it Enacted by the People of the State of Colorado:19

20 SECTION 1. In the constitution of the state of Colorado, add article XXX as follows:

21 ARTICLE XXX
22 ColoradoCare

23 Section 1. Purpose and findings. 

24 (1) THE PEOPLE OF THE STATE OF COLORADO FIND AND DECLARE THAT:

25 (a) COLORADANS NEED THE SECURIT Y OF  KNOWING THAT THEY CAN AFFORD HEALTH CARE FOR

26 THEMSELVES AND THEIR FAMILIES;

27 (b) BUSINESSES NEED RELIEF FROM THE UNSUSTAINABLE FINANCIAL AND ADMINISTRATIVE BURDENS OF

28 PROVIDING HEALTH INSURANCE FOR THEIR EMPLOYEES;

29 (c) ANNUAL INSURANCE CHANGES DISRUPT COORDINATED LIFETIME HEALTH CARE;

30 (d) HEALTH CARE COSTS HAVE BEEN INCREASING AT UNSUSTAINABLE RATES AND MUST BE STABILIZED;

31 (e) COLORADO NEEDS A HEALTH CARE DELIVERY SYSTEM THAT PRIORITIZES VALUE OVER VOLUME AND

32 THAT ENCOURAGES QUALITY, EFFICIENT, AND ACCESSIBLE HEALTH CARE;

1



1 (f) COLORADO HEALTH CARE PROVIDERS NEED RELIEF FROM THE ADMINISTRATIVE BURDENS THAT

2 INTERFERE WITH QUALITY HEALTH CARE;

3 (g) SECTION 1332 OF THE AFFORDABLE CARE ACT ALLOWS COLORADO TO OBTAIN WAIVERS FROM THE

4 INSURANCE EXCHANGE PROGRAM IN ORDER TO CREATE A UNIQUE COLORADO HEALTH CARE SYSTEM; AND

5 THEREFORE, THAT

6 (2) COLORADO WILL FINANCE HEALTH CARE THROUGH COLORADOCARE, A POLITICAL SUBDIVISION OF THE

7 STATE GOVERNED BY A TWENTY-ONE MEMBER BOARD OF TRUSTEES THAT WILL ADMINISTER A COORDINATED

8 PAYMENT SYSTEM FOR HEALTH CARE SERVICES AND CONTROL THE PER CAPITA COST OF HEALTH CARE, THEREBY

9 IMPROVING ACCESS TO HEALTH CARE FOR ALL COLORADANS, ENHANCING THEIR HEALTH CARE EXPERIENCES, GIVING

10 COLORADANS THE RIGHT TO CHOOSE THEIR PRIMARY HEALTH CARE PROVIDERS, AND IMPROVING THE WORKING

11 LIVES OF PROVIDERS.

12 Section 2. Definitions. FOR THE PURPOSE OF THIS ARTICLE: 

13 (1) "AFFORDABLE CARE ACT" MEANS THE FEDERAL "PATIENT PROTECTION AND AFFORDABLE CARE

14 ACT", PUB.L. 111-148, AS AMENDED BY THE FEDERAL "HEALTH CARE AND EDUCATION RECONCILIATION ACT OF

15 2010", PUB.L. 111-152, AND AS MAY BE FURTHER AMENDED, INCLUDING ANY FEDERAL REGULATIONS ADOPTED

16 UNDER THE ACT.

17 (2) "BENEFICIARY" MEANS AN INDIVIDUAL WHOSE PRIMARY RESIDENCE IS IN COLORADO.

18 (3) "BOARD" MEANS THE ELECTED BOARD OF TRUSTEES ESTABLISHED IN SECTION 5 OF THIS ARTICLE

19 UNLESS THE CONTEXT INDICATES THAT "BOARD" MEANS THE INTERIM BOARD DEFINED IN SUBSECTION (9) OF THIS

20 SECTION.
21  

22 (4) "CHILDREN'S BASIC HEALTH PLAN" MEANS THE HEALTH BENEFIT PLAN ESTABLISHED IN ARTICLE 8 OF

23 TITLE 25.5, COLORADO REVISED STATUTES.

24 (5) "COLORADO HEALTH BENEFIT  EXCHANGE" MEANS THE COLORADO HEALTH BENEFIT EXCHANGE

25 CREATED IN ARTICLE 22 OF TITLE 10, COLORADO REVISED STATUTES, OR ITS SUCCESSOR ENTITY.

26 (6) "EFFECTIVE DATE" MEANS THE EFFECTIVE DATE OF THIS ARTICLE AS SPECIFIED IN SECTION 14 OF THIS

27 ARTICLE.

28 (7) "EMPLOYEE" MEANS AN INDIVIDUAL WHO WORKS OR RESIDES IN COLORADO AND WHO RECEIVES WAGES,
29 SALARIES, TIPS, OR ANY OTHER INCOME WHICH MUST BE REPORTED ON INTERNAL REVENUE SERVICE FORM W-2.

30 (8) "EMPLOYER" MEANS AN INDIVIDUAL, A GOVERNMENTAL ENTITY, AND ANY ORGANIZATION DEFINED IN

31 TITLE 7, COLORADO REVISED STATUTES, THAT:

32 (a) PAYS COMPENSATION TO ONE OR MORE INDIVIDUALS FOR WORK PERFORMED; AND 

33 (b) IS REQUIRED BY COLORADO LAW TO WITHHOLD A PORTION OF THE COMPENSATION FOR THE PAYMENT

34 OF COLORADO INCOME TAXES, OR TO REPORT THOSE EARNINGS TO THE COLORADO DEPARTMENT OF REVENUE.
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1 (9) "INTERIM BOARD" MEANS THE BOARD OF TRUSTEES APPOINTED PURSUANT TO SECTION 4 OF THIS

2 ARTICLE.

3 (10) "MEDICAID PROGRAM" MEANS THE MEDICAL ASSISTANCE PROGRAM AUTHORIZED IN TITLE XIX OF THE

4 FEDERAL "SOCIAL SECURITY ACT", 42 U.S.C. SECTIONS 1305 ET SEQ., AS AMENDED, AND UNDER THE

5 "COLORADO MEDICAL ASSISTANCE ACT", ARTICLES 4, 5, AND 6 OF TITLE 25.5, COLORADO REVISED STATUTES,
6 OR ANY SUCCESSOR STATUTES.

7 (11) "MEMBER" MEANS A BENEFICIARY WHO IS AT LEAST EIGHTEEN YEARS OF AGE AND WHOSE PRIMARY

8 RESIDENCE HAS BEEN IN COLORADO FOR AT LEAST ONE CONTINUOUS YEAR. 

9 (12) "NONPAYROLL INCOME" MEANS TOTAL INCOME FROM ALL SOURCES SPECIFIED ON LINES 8 THROUGH

10 10, 12 THROUGH 18, AND 20 THROUGH 21 OF THE INTERNAL REVENUE SERVICE FORM 1040 FOR THE TAX YEAR

11 2014 OR THE CORRESPONDING LINES OF ANY SUCCESSOR FORM. "NONPAYROLL INCOME" DOES NOT INCLUDE ANY

12 PENSION OR ANNUITY INCOME WHICH IS NOT SUBJECT TO COLORADO INCOME TAXES PURSUANT TO SECTION 39-22-
13 104(f)(4), COLORADO REVISED STATUTES, OR ANY SUCCESSOR STATUTE.

14 (13) "PAYROLL INCOME" MEANS WAGES, TIPS, SALARIES, AND ALL OTHER INCOME THAT MUST BE REPORTED

15 ON INTERNAL REVENUE SERVICE FORM W-2.

16 (14) "PREMIUM TAX" MEANS THE TAX SPECIFIED IN SECTION 9(2) OF THIS ARTICLE.

17 (15) "PROVIDER" MEANS A HEALTH CARE PROFESSIONAL LICENSED BY THE STATE OF COLORADO AND

18 INCLUDES INDIVIDUALS, HOSPITALS, AND OTHER HEALTH CARE FACILITIES LICENSED OR CERTIFIED BY THE STATE.
19 "PROVIDER" INCLUDES AN INDIVIDUAL OR ENTITY THAT PROVIDES SERVICES, MEDICAL INTERVENTIONS,
20 PHARMACEUTICALS, OR EQUIPMENT USED TO TREAT BENEFICIARIES.

21 (16) "TRANSITIONAL OPERATING FUND TAX" MEANS THE TAX SPECIFIED IN SECTION 9 (1) OF THIS ARTICLE.

22 (17) "TRUSTEE" MEANS AN INDIVIDUAL APPOINTED OR ELECTED TO SERVE ON THE INTERIM OR ELECTED

23 BOARD OF TRUSTEES.

24 Section 3. ColoradoCare - establishment. (1) THERE IS HEREBY ESTABLISHED A POLITICAL

25 SUBDIVISION OF THE STATE CALLED COLORADOCARE. COLORADOCARE IS NOT AN AGENCY OF THE STATE AND IS

26 NOT SUBJECT TO ADMINISTRATIVE DIRECTION OR CONTROL BY ANY STATE EXECUTIVE, DEPARTMENT, COMMISSION,
27 BOARD, BUREAU, OR AGENCY.

28 (2) THE PURPOSE OF COLORADOCARE IS TO FINANCE HEALTH CARE SERVICES FOR ALL COLORADO

29 RESIDENTS, TO ADMINISTER STATE AND FEDERAL HEALTH CARE FUNDS, AND TO INST IT UT E F ISCALLY SOUND

30 PAYMENT POLICIES THAT IMPROVE AND MAINTAIN HIGH STANDARDS FOR VALUE, QUALITY, AND HEALTHY OUTCOMES

31 FOR ALL BENEFICIARIES.

32 Section 4. Interim board - governance and responsibilities. (1) (a) WITHIN SIXT Y DAYS

33 AFTER THE EFFECTIVE DATE OF THIS ARTICLE, THE PRESIDENT OF THE COLORADO SENATE, THE MINORITY LEADER

34 OF THE COLORADO SENATE, THE SPEAKER OF THE COLORADO HOUSE OF  REPRESENTATIVES, THE MINORITY

35 LEADER OF THE COLORADO HOUSE OF REPRESENTATIVES, AND THE GOVERNOR OF THE STATE OF COLORADO
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1 SHALL EACH APPOINT THREE TRUSTEES TO SERVE ON THE INTERIM BOARD. IN MAKING THE APPOINTMENTS TO THE

2 INTERIM BOARD, THE APPOINTING AUTHORITIES SHALL MAKE GOOD- FAITH EFFORTS TO ENSURE THAT:

3 (I) EACH TRUSTEE WILL STRIVE TO REPRESENT THE INTERESTS OF ALL COLORADANS; 

4 (II) THEIR APPOINT MENT S REFLECT THE SOCIAL, DEMOGRAPHIC, AND GEOGRAPHIC DIVERSITY OF THE

5 STATE; AND

6 (III) THEIR APPOINTEES ARE COMMITTED TO SUCCESSFULLY IMPLEMENTING THIS ARTICLE.

7 (b) AN INTERIM TRUSTEE MAY BE REMOVED FOR CAUSE BY A MAJORITY VOTE OF THE OTHER TRUSTEES.

8 (c) IF A VACANCY OCCURS ON THE INTERIM BOARD, THE APPOINTING AUTHORITY SHALL APPOINT A NEW

9 TRUSTEE TO FILL THE VACANCY WITHIN THIRTY DAYS AFTER THE VACANCY OCCURS.

10 (2)(a) THE INTERIM BOARD SHALL CARRY OUT ALL DUTIES AND RESPONSIBILITIES OF THE BOARD UNTIL THE

11 ELECTED BOARD ASSUMES RESPONSIBILITY FOR THE OPERATION OF COLORADOCARE ON THE DATE SPECIFIED IN

12 PARAGRAPH (i ) OF THIS SUBSECTION.

13 (b) THE INTERIM BOARD SHALL:

14 (I) PROMULGATE BYLAWS, PROCEDURES, RULES, AND POLICIES. THE BYLAWS, PROCEDURES, RULES, AND

15 POLICIES OF THE INTERIM BOARD SHALL EXPIRE ONE HUNDRED TWENTY DAYS AFTER THE ELECTED BOARD TAKES

16 OFFICE UNLESS THE ELECTED BOARD RATIFIES THEM. 

17 (II) APPROVE AN OPERATING BUDGET; 

18 (III) HIRE EMPLOYEES AND CONSULTANTS; AND

19 (IV) PROMULGATE RULES TO ENSURE TRANSPARENCY IN ITS OPERATIONS AND DECISIONMAKING, WHICH

20 RULES MUST BE AT LEAST AS STRICT AS THE REQUIREMENTS IN THE "COLORADO OPEN RECORDS ACT", PART 2
21 OF ARTICLE 72 OF TITLE 24, COLORADO REVISED STATUTES, OR ITS SUCCESSOR ACT.

22 (c) AS SOON AS IT IS ALLOWED UNDER FEDERAL LAW, THE INTERIM BOARD SHALL SEEK A WAIVER TO ALLOW

23 THE STATE TO SUSPEND OPERATION OF THE COLORADO HEALT H BENEFIT EXCHANGE AND TRANSFER ITS

24 RESOURCES TO COLORADOCARE NO LATER THAN THE DATE ON WHICH COLORADOCARE ASSUMES RESPONSIBILITY

25 FOR HEALTH CARE PAYMENTS.

26 (d) NO LATER THAN NINETY DAYS PRIOR TO THE DATE COLORADOCARE IS TO ASSUME RESPONSIBILITY FOR

27 HEALTH CARE PAYMENTS, THE BOARD SHALL PROVIDE WRITTEN CERTIFICATION TO THE GOVERNOR AND THE

28 COLORADO DEPARTMENT OF REVENUE OF THE DATE COLORADOCARE INTENDS TO ASSUME THIS RESPONSIBILITY.

29 (e) FOR PURPOSES OF ELECTING THE BOARD OF TRUSTEES, THE INTERIM BOARD SHALL USE THE MOST

30 RECENT UNITED STATES DECENNIAL CENSUS FIGURES TO DIVIDE THE STATE INTO SEVEN COMPACT CONTIGUOUS

31 DISTRICTS WITH SUBSTANTIALLY THE SAME NUMBER OF RESIDENTS IN EACH DISTRICT.

32 (f) ELECTIONS SHALL BE NONPARTISAN.
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1 (g) THE INTERIM BOARD SHALL PROMULGATE RULES GOVERNING THE SELECTION OF TRUSTEE CANDIDATES

2 AND THE CONDUCT OF ELECTIONS, INCLUDING RULES T HAT  REGULATE CAMPAIGN CONTRIBUTIONS AND

3 EXPENDITURES, AND THE CERTIFICATION OF ELECTION RESULTS.

4 (h) TRUSTEE CANDIDATES MUST BE MEMBERS OF COLORADOCARE WHO LIVE IN THE DISTRICT FROM WHICH

5 THEY ARE SEEKING ELECTION.

6 (i) THE INTERIM BOARD SHALL SCHEDULE THE FIRST ELECTION WITHIN THREE YEARS AFTER THE EFFECTIVE

7 DATE OF THIS ARTICLE. T HE ELECTED BOARD SHALL ASSUME RESPONSIBILITY FOR THE OPERATION OF

8 COLORADOCARE WITHIN FORTY-FIVE DAYS AFTER THE INTERIM BOARD CERTIFIES THE ELECTION RESULTS. INTERIM

9 TRUSTEES SHALL CONTINUE TO SERVE AS EX OF F ICIO , NONVOTING TRUSTEES FOR NINETY DAYS AFTER THE

10 ELECTED BOARD ASSUMES RESPONSIBILITY FOR THE OPERATION OF COLORADOCARE.

11 Section 5. Elected board of trustees - duties and responsibilities. (1) A MEMBER-ELECTED

12 BOARD OF TWENTY-ONE TRUSTEES SHALL GOVERN COLORADOCARE. THREE TRUSTEES SHALL BE ELECTED FROM

13 AMONG THE MEMBERS RESIDING IN EACH DISTRICT.

14 (2) (a) ELECTED TRUSTEES SHALL SERVE FOUR YEAR TERMS OF OFFICE, EXCEPT THAT, OF THE TRUSTEES

15 FIRST ELECTED TO THE BOARD, ONE TRUSTEE FROM EACH DISTRICT SHALL SERVE AN INITIAL TWO YEAR TERM AND

16 TWO TRUSTEES FROM EACH DISTRICT SHALL SERVE INITIAL FOUR YEAR TERMS. THE CHAIRPERSON OF THE INTERIM

17 BOARD SHALL DETERMINE BY LOT WHICH TRUSTEES-ELECT WILL SERVE INITIAL TWO YEAR TERMS AND WHICH WILL

18 SERVE INITIAL FOUR YEAR TERMS. TRUSTEES WHO SERVE INITIAL TWO YEAR TERMS ARE ELIGIBLE TO SERVE TWO

19 CONSECUTIVE FOUR YEAR TERMS AFTER COMPLETING THEIR INITIAL TERMS. TRUSTEES ELECTED TO SERVE AN

20 INITIAL TERM OF FOUR YEARS MAY NOT SERVE MORE THAN TWO CONSECUTIVE TERMS.

21 (b) A TRUSTEE MAY BE REMOVED FOR CAUSE BY A MAJORITY VOTE OF THE OTHER TRUSTEES. 

22 (c) TRUSTEES ARE NOT SUBJECT TO RECALL ELECTIONS.

23 (d) IF A VACANCY OCCURS ON THE BOARD, THE BOARD, BY MAJORITY VOTE, SHALL APPOINT A TRUSTEE

24 FROM THE DEPARTING TRUSTEE'S DISTRICT TO COMPLETE THE REMAINDER OF THE DEPARTING TRUSTEE'S TERM

25 OF OFFICE.

26 (3) NOT MORE OFTEN THAN ONCE PER DECENNIUM, THE ELECTED BOARD MAY MODIFY THE BOUNDARIES

27 OF THE SEVEN DISTRICTS, BUT ONLY IF IT DOES SO WITHIN ONE YEAR AFTER DECENNIAL CENSUS FIGURES ARE

28 PUBLISHED BY THE UNITED STATES CENSUS BUREAU. EACH NEW DISTRICT SHALL BE COMPACT AND CONTIGUOUS

29 AND ALL DISTRICTS SHALL HAVE SUBSTANTIALLY THE SAME NUMBER OF RESIDENTS.

30 (4) THE BOARD SHALL: 

31 (a) PROMULGATE BYLAWS, PROCEDURES, RULES, AND POLICIES, AND RATIFY, AMEND, OR REJECT THOSE

32 BYLAWS, PROCEDURES, RULES AND POLICIES PROMULGATED BY THE INTERIM BOARD;

33 (b) HIRE AN EXECUTIVE TEAM TO ADMINISTER THE OPERATIONS OF COLORADOCARE. THE EXECUTIVE TEAM

34 SHALL INCLUDE A CHIEF EXECUTIVE OFFICER, A CHIEF FINANCIAL OFFICER, AND A CHIEF MEDICAL OFFICER. 

5



1 (c) ESTABLISH A CENTRAL PURCHASING AUTHORITY RESPONSIBLE FOR NEGOTIATING FAVORABLE PRICES

2 FOR PRESCRIPTION DRUGS, MEDICAL EQUIPMENT AND OTHER PRODUCTS AND SERVICES REQUIRED BY

3 COLORADOCARE;

4 (d) PROVIDE FUNDS TO THE COMMISSIONER OF INSURANCE FOR THE OPERATION OF SEPARATE OMBUDSMAN

5 OFFICES FOR BENEFICIARIES AND PROVIDERS. FUNDING SHALL BE SUFFICIENT TO ALLOW THE TIMELY COMPLETION

6 OF ALL INVESTIGATIONS. EACH OFFICE SHALL HAVE THE CAPACITY TO INVESTIGATE AND RESPOND TO INQUIRIES AND

7 COMPLAINTS AND MAKE RECOMMENDATIONS TO THE BOARD. 

8 (e) ESTABLISH AND FUND AN OFFICE FOR THE INVESTIGATION AND PREVENTION OF FRAUD. THE OFFICE

9 SHALL HAVE THE POWER TO BRING CIVIL ACTIONS IN THE NAME OF COLORADOCARE TO RECOVER ANY MONIES OR

10 THE VALUE OF ANY BENEFITS OBTAINED BY FRAUD OR MISTAKE AND MAY REFER FRAUDULENT CONDUCT TO A

11 DISTRICT ATTORNEY FOR CRIMINAL PROSECUTION.

12 (f) ESTABLISH PROCEDURES FOR MANAGING SURPLUS FUNDING BY MAINTAINING NECESSARY OPERATING

13 RESERVES, INCREASING BENEFITS, OR ISSUING REFUNDS TO MEMBERS; 

14 (g) ESTABLISH PROCEDURES FOR ENSURING FINANCIAL SUSTAINABILITY BY ADJUSTING PAYMENTS AND

15 BENEFITS;

16 (h) PROMULGATE RULES FOR INDEPENDENT ANNUAL PERFORMANCE AND FINANCIAL AUDITS;

17 (i) PROMULGATE RULES THAT PROTECT BENEFICIARY CONFIDENTIALITY WHILE ALLOWING FOR PUBLICLY

18 AVAILABLE RESEARCH OF COLORADOCARE'S DATABASES;

19 (j) PROMULGATE RULES TO ENSURE TRANSPARENCY IN ITS OPERATIONS AND DECISIONMAKING, WHICH

20 RULES MUST BE AT LEAST AS STRICT AS THE REQUIREMENTS IN THE "COLORADO OPEN RECORDS ACT", PART 2
21 OF ARTICLE 72 OF TITLE 24, COLORADO REVISED STATUTES, OR ITS SUCCESSOR ACT;

22 (k) APPROVE AND MAKE PUBLICLY AVAILABLE AN ANNUAL BUDGET;

23 (l) FACILITATE CREATION OF EFFICIENT MEDICAL RECORDS AND BILLING RECORDS SYSTEMS THAT:

24 (I) CAN BE EASILY ACCESSED BY PROVIDERS AND BENEFICIARIES;

25 (II) ALLOW COLORADOCARE TO MAINTAIN A CENTRAL DATABASE OF MEDICAL RECORDS FOR MANAGEMENT

26 AND RESEARCH PURPOSES; AND

27 (III) ENSURE THE CONFIDENTIALITY OF BENEFICIARIES' MEDICAL RECORDS IN COMPLIANCE WITH ALL

28 FEDERAL AND ST ATE HEALTH CARE LAWS, REGULATIONS, AND RULES CONCERNING THE CONFIDENTIALITY OF

29 PATIENT MEDICAL RECORDS.

30 (m) ADMINISTER ALL STATE FUNDS FOR HEALTH CARE SERVICES PROVIDED TO BENEFICIARIES;

31 (n) ESTABLISH POLICIES AND PROCEDURES TO PAY BENEFITS FOR HEALTH CARE SERVICES RENDERED TO

32 A BENEFICIARY WHO IS TEMPORARILY LIVING OR TRAVELING IN ANOTHER STATE; AND
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1 (o) ESTABLISH AN APPEALS PROCEDURE THAT ALLOWS BENEFICIARIES AND PROVIDERS TO CHALLENGE

2 COVERAGE AND PAYMENT DECISIONS. FINAL ACTION ON AN APPEAL SHALL BE SUBJECT TO JUDICIAL REVIEW

3 ACCORDING TO COLORADO LAW AND THE COLORADO RULES OF CIVIL AND APPELLATE PROCEDURE FOR THE

4 REVIEW OF FINAL AGENCY ACTIONS. 

5 (5) THE BOARD MAY:

6 (a) AUTHORIZE REASONABLE COMPENSATION AND EXPENSE REIMBURSEMENT FOR THE TRUSTEES;

7 (b) SEEK WAIVERS FROM STATE AND FEDERAL LAWS, RULES, AND REGULATIONS; AND

8 (c) SEEK AND ACCEPT GIFTS, GRANTS, AND DONATIONS ON BEHALF OF COLORADOCARE.

9 (6) THE BOARD IS GRANTED ALL POWERS NECESSARY AND PROPER TO FULFILL COLORADOCARE'S
10 RESPONSIBILITIES, INCLUDING THE POWER TO PROMULGATE SUCH RULES AS THE BOARD FINDS NECESSARY FOR THE

11 PROPER ADMINISTRATION AND ENFORCEMENT OF THIS ARTICLE. 

12 Section 6. Health care benefits paid by ColoradoCare. (1) (a) COLORADOCARE SHALL

13 CONTRACT WITH PROVIDERS TO PAY FOR HEALTH CARE SERVICES TO BENEFICIARIES THAT MUST INCLUDE: 

14 (I) AMBULATORY PATIENT SERVICES, INCLUDING PRIMARY AND SPECIALTY CARE;

15 (II) HOSPITALIZATION;

16 (III) PRESCRIPTION DRUGS AND DURABLE MEDICAL EQUIPMENT;

17 (IV) MENTAL HEALTH AND SUBSTANCE USE DISORDER SERVICES, INCLUDING BEHAVIORAL HEALTH

18 TREATMENT;

19 (V) EMERGENCY AND URGENT CARE;

20 (VI) PREVENTIVE AND WELLNESS SERVICES AND CHRONIC DISEASE MANAGEMENT;

21 (VII) REHABILITATIVE AND HABILITATIVE SERVICES AND DEVICES;

22 (VIII) PEDIATRIC SERVICES, INCLUDING ORAL, VISION, AND HEARING CARE;

23 (IX) LABORATORY SERVICES;

24 (X) MATERNITY AND NEWBORN CARE; AND

25 (XI) PALLIATIVE AND END-OF-LIFE CARE.

26 (b) THE BOARD MAY AUTHORIZE PAYMENT FOR BENEFITS NOT SPECIFIED IN PARAGRAPH (a) OF SUBSECTION

27 1 OF THIS SECTION.

7



1 (2) (a) COLORADOCARE SHALL PAY FOR HEALTH CARE SERVICES TO BENEFICIARIES REGARDLESS OF THE

2 CAUSE OF THEIR INJURIES OR ILLNESSES.

3 (b) COLORADOCARE SHALL ASSUME RESPONSIBILITY FOR PAYMENT OF ALL REASONABLE AND NECESSARY

4 MEDICAL EXPENSES INCURRED BY WORKERS WHO SUFFER INJURIES OR ILLNESSES ARISING OUT OF AND IN THE

5 COURSE OF THEIR EMPLOYMENT ON AND AFTER THE DATE COLORADOCARE ASSUMES RESPONSIBILITY FOR HEALTH

6 CARE PAYMENTS. COLORADOCARE'S RESPONSIBILITY EXTENDS ONLY TO EMPLOYEES WHOSE EMPLOYERS ARE

7 REQUIRED BY THE "WORKERS' COMPENSATION ACT OF COLORADO", ARTICLES 40 TO 47 OF TITLE 8, COLORADO

8 REVISED STATUTES, TO PROVIDE WORKERS' COMPENSATION INSURANCE FOR THEIR EMPLOYEES. WORKERS

9 SUFFERING FROM INJURIES OR ILLNESSES ARISING OUT OF AND IN THE COURSE OF THEIR EMPLOYMENT  ARE

10 ENTITLED TO THE SAME BENEFITS AND HAVE THE SAME RIGHTS AND RESPONSIBILITIES AS OTHER BENEFICIARIES. 

11 (c) FOR INDIVIDUALS ELIGIBLE FOR THE MEDICAID PROGRAM, THE CHILDREN'S BASIC HEALTH PLAN, AND

12 ANY OTHER FEDERAL HEALTH CARE PROGRAMS TO BE ADMINISTERED BY COLORADOCARE, THE BENEFIT PACKAGE

13 UNDER COLORADOCARE MUST INCLUDE:

14 (I) THE BENEFITS REQUIRED BY FEDERAL LAW;

15 (II) ANY OPTIONAL MEDICAID PROGRAM BENEFITS AUTHORIZED UNDER 42 U.S.C. SEC. 1396d OR THE

16 "COLORADO MEDICAL ASSISTANCE ACT", ARTICLES 4 TO 6 OF TITLE 25.5, COLORADO REVISED STATUTES, OR

17 SERVICES COVERED UNDER THE STATE PLAN FOR THE CHILDREN'S BASIC HEALTH PLAN AS PROVIDED IN 42 U.S.C.
18 SEC. 1397cc, FOR WHICH THESE INDIVIDUALS ARE ELIGIBLE; AND

19 (III) ANY ADDITIONAL BENEFITS PROVIDED IN COLORADOCARE'S BENEFIT PACKAGE.

20 (d) AN INDIVIDUAL WHO LOSES ELIGIBILITY FOR STATE OR FEDERAL BENEFITS UNDER THE MEDICAID

21 PROGRAM OR THE CHILDREN'S BASIC HEALTH PLAN SHALL RECEIVE THE SAME BENEFITS AS ANY OTHER

22 BENEFICIARY OF COLORADOCARE.

23 (3) COLORADOCARE SHALL NOT CHARGE BENEFICIARIES ANY DEDUCTIBLES.

24 (4) THE BOARD SHALL PROMULGATE RULES FOR WAIVING COPAYMENTS WHEN THEY WILL CAUSE FINANCIAL

25 HARDSHIP FOR A BENEFICIARY. THE BOARD SHALL NOT REQUIRE COPAYMENTS FOR DESIGNATED PRIMARY AND

26 PREVENTIVE CARE SERVICES.

27 (5) A PROVIDER MAY NOT REQUIRE A BENEFICIARY TO MAKE A COPAYMENT OR SUBMIT TO ANY OTHER

28 COST-SHARING ARRANGEMENT WITHOUT COLORADOCARE'S APPROVAL.

29 (6) COLORADOCARE SHALL ALLOW BENEFICIARIES TO CHOOSE THEIR OWN PRIMARY CARE PROVIDERS.

30 (7) COLORADOCARE MAY PROVIDE FUNDING AND OTHER SUPPORT TO IMPROVE ACCESS TO HEALTH CARE

31 SERVICES FOR ALL BENEFICIARIES REGARDLESS OF WHERE THEY LIVE IN COLORADO.

32 (8) COLORADOCARE MAY PROVIDE FUNDING AND OTHER SUPPORT FOR STATEWIDE ACCESS TO

33 EMERGENCY AND TRAUMA CARE SERVICES.
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1 Section 7. Delivery of service models. (1) COLORADOCARE SHALL BEGIN OPERATION BY

2 ASSUMING PAYMENT FOR HEALTH CARE SERVICES IN A MANNER DESIGNED TO MINIMIZE DISRUPTIONS TO CURRENT

3 DELIVERY AND PAYMENT SYSTEMS.

4 (2) COLORADOCARE SHALL PHASE IN PAYMENT REFORMS AND A UNIFIED BILLING SYSTEM.

5 (3) COLORADOCARE SHALL USE PAYMENT MODELS THAT OPTIMIZE QUALITY, VALUE, AND HEALTHY

6 OUTCOMES FOR BENEFICIARIES.

7 Section 8. Transition to ColoradoCare. (1) (a) THE COLORADO DEPARTMENT OF HEALTH CARE

8 POLICY AND FINANCING, THE COLORADO HEALT H BENEFIT EXCHANGE, AND ANY OTHER NECESSARY STATE

9 DEPARTMENT OR AGENCY SHALL ASSIST THE INTERIM AND ELECTED BOARDS IN SEEKING ALL WAIVERS, EXEMPTIONS,
10 AND AGREEMENTS FROM THE STATE AND FEDERAL GOVERNMENTS THAT ARE NECESSARY TO TRANSFER HEALTH

11 CARE FUNDING FROM THE F EDERAL GOVERNMENT AND FROM ANY STATE DEPARTMENTS AND AGENCIES TO

12 COLORADOCARE.

13 (b) TO THE EXTENT ALLOWABLE UNDER FEDERAL LAW, COLORADOCARE AND ALL INVOLVED STATE

14 DEPARTMENTS AND AGENCIES SHALL ARRANGE FOR FEDERAL FUNDS TO BE DELIVERED DIRECTLY TO

15 COLORADOCARE. IF THESE FUNDS CANNOT BE DELIVERED DIRECTLY TO COLORADOCARE, THE STATE SHALL

16 TRANSFER THEM TO COLORADOCARE WITHIN TEN DAYS AFTER IT RECEIVES THEM. 

17 (2) NO LATER THAN THE DATE COLORADOCARE IS TO ASSUME RESPONSIBIL IT Y FOR HEALTH CARE

18 PAYMENTS, THE STATE SHALL TRANSFER TO COLORADOCARE ALL STATE AND FEDERAL FUNDS FOR THE MEDICAID,
19 CHILDREN'S BASIC HEALTH PLAN, AND ANY OTHER PROGRAM TO BE ADMINISTERED BY COLORADOCARE. THE

20 STATE MAY RETAIN ANY FUNDS NECESSARY TO MEET PAYMENT OBLIGATIONS WHICH EXIST AS OF THE DATE OF

21 TRANSFER. UPON RECEIPT OF THIS FUNDING, COLORADOCARE SHALL BE RESPONSIBLE F OR PAYING FOR ALL

22 BENEFITS AND SERVICES PREVIOUSLY PAID BY THE STATE AND FEDERAL GOVERNMENT WITH THOSE FUNDS.

23 (3) COLORADOCARE SHALL ASSUME RESPONSIBILITY FOR THE PROPER ADMINISTRATION AND DISTRIBUTION

24 OF STATE AND FEDERAL FUNDS PURSUANT TO STATE AND FEDERAL LAW.

25 (4) THE BOARD MAY APPLY FOR COLORADOCARE TO BECOME A MEDICARE ADVANTAGE PROGRAM, A
26 MEDICARE SUPPLEMENTAL PROGRAM, OR ANY SUCCESSOR PROGRAM.

27 (5) THE BOARD IS AUTHORIZED TO APPLY FOR FUNDS AND ENROLL IN ANY PROGRAM THAT DOES NOT ALTER

28 THE PURPOSE OF COLORADOCARE AS SET FORTH IN SECTION 3(2) OF THIS ARTICLE.

29 Section 9. Funding of ColoradoCare - collection of premiums. (1) ON AND AFTER JULY 1
30 OF THE YEAR FOLLOWING THE EFFECTIVE DATE OF THIS ARTICLE, AND UNT IL  T HIRT Y DAYS BEFORE

31 COLORADOCARE ASSUMES RESPONSIBILITY FOR HEALTH CARE PAYMENTS, T HE COLORADO DEPARTMENT OF

32 REVENUE SHALL COLLECT A TRANSITIONAL OPERATING FUND TAX OF: 

33 (a) SIX-TENTHS PERCENT OF TOTAL PAYROLL FROM EACH EMPLOYER; 

34 (b) THREE-TENTHS PERCENT OF ALL PAYROLL INCOME FROM EACH EMPLOYEE; AND 

35 (c) NINE-TENTHS PERCENT OF ALL NONPAYROLL INCOME FROM ALL BENEFICIARIES. 
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1 (d) FROM JULY 1 UNTIL DECEMBER 31 OF THE FIRST YEAR IN WHICH THE TAXES IN THIS SUBSECTION (1)
2 ARE LEVIED, THEY SHALL BE LEVIED ON FIFTY PERCENT OF THE BENEFICIARY'S TOTAL NONPAYROLL INCOME.

3 (2) THIRTY DAYS BEFORE COLORADOCARE IS TO ASSUME RESPONSIBILITY FOR HEALTH CARE PAYMENTS,
4 THE COLORADO DEPARTMENT OF REVENUE SHALL CEASE COLLECTING TRANSITIONAL OPERATING FUND TAXES AND

5 SHALL BEGIN COLLECTING A PREMIUM TAX OF:

6 (a) SIX AND SIXTY-SEVEN-ONE-HUNDREDTHS PERCENT OF TOTAL PAYROLL FROM ALL EMPLOYERS, WHICH

7 SATISFIES THEIR OBLIGATION TO PROVIDE HEALTH CARE INSURANCE FOR THEIR EMPLOYEES;

8 (b) THREE AND T HIRTY-THREE-ONE-HUNDREDTHS PERCENT OF ALL PAYROLL INCOME FROM EACH

9 EMPLOYEE; AND

10 (c) TEN PERCENT OF ALL NON-PAYROLL INCOME FROM ALL BENEFICIARIES. 

11 (d) IF THE PREMIUM TAX LEVIED PURSUANT TO THIS SUBSECTION (2) IS FIRST LEVIED ON A DATE OTHER

12 THAN JANUARY 1, IT SHALL BE LEVIED ON THE BENEFICIARY 'S TOTAL NONPAYROLL INCOME MULTIPLIED BY THE

13 PERCENTAGE OF THE CALENDAR YEAR IN WHICH THE TAX IS FIRST LEVIED.
14  

15 (3) PAYMENT OF THE PREMIUM TAX DOES NOT CONSTITUTE THE PURCHASE OF A HEALTH INSURANCE POLICY

16 BY AN EMPLOYER OR TAXPAYER. 

17 (4) THE T AXES LEVIED PURSUANT TO THIS SECTION 9 SHALL BE LEVIED AGAINST THE INCOME OF

18 NONRESIDENT INDIVIDUALS IN THE MANNER SPECIFIED IN SECTION 39-22-109, COLORADO REVISED STATUTES OR

19 ANY SUCCESSOR STATUTE, AND AGAINST THE INCOME OF PART -YEAR RESIDENTS IN THE MANNER SPECIFIED IN

20 SECTION 39-22-110, COLORADO REVISED STATUTES OR ANY SUCCESSOR STATUTE.

21 (5) AN EMPLOYER MAY PAY ALL OR PART OF AN EMPLOYEE'S SHARE OF THE TAXES LEVIED PURSUANT TO

22 THIS SECTION.

23 (6) THE TOTAL AMOUNT OF PAYROLL EARNINGS BY EMPLOYEES AND OF NONPAYROLL INCOME SUBJECT TO

24 THE TAXES LEVIED PURSUANT TO THIS SECTION SHALL NOT EXCEED THREE HUNDRED FIFTY THOUSAND DOLLARS FOR

25 THOSE FILING INDIVIDUAL INCOME TAX RETURNS AND FOUR HUNDRED FIFTY THOUSAND DOLLARS FOR COUPLES

26 FILING JOINTLY. THE DEPARTMENT OF REVENUE SHALL ANNUALLY ADJUST THESE LIMITS FOR INFLATION USING THE

27 CONSUMER PRICE INDEX PUBLISHED BY THE BUREAU OF LABOR STATISTICS OF THE UNITED STATES DEPARTMENT

28 OF LABOR FOR THE BOULDER-GREELEY-DENVER METROPOLITAN STATISTICAL AREA. ADJUSTMENTS SHALL BE

29 EFFECTIVE ON JANUARY 1 OF EACH YEAR, BEGINNING WITH THE CALENDAR YEAR 2018 AND USING THE CALENDAR

30 YEAR 2017 AS THE BASE YEAR.

31 (7) THE BOARD SHALL CONDUCT AN ANNUAL ASSESSMENT  OF  REVENUES AND COSTS AND PREPARE A

32 PUBLIC REPORT REGARDING THE FINANCIAL STATUS OF COLORADOCARE AND OPTIONS CONSIDERED FOR

33 ECONOMIES, BENEFITS, REFUNDS, BUILDING NECESSARY RESERVES, AND PREMIUM ADJUSTMENTS.

34 (8) IF THE BOARD DETERMINES THAT A PREMIUM INCREASE IS NECESSARY TO MAINTAIN THE FISCAL

35 STABILITY OF COLORADOCARE, THE BOARD MAY INCREASE THE PREMIUM TAXES SPECIFIED IN SUBSECTION (2) OF
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1 THIS SECTION NOT MORE OFTEN THAN ONCE PER FISCAL YEAR, BUT ONLY IF A MAJORITY OF THE MEMBERS OF

2 COLORADOCARE WHO CAST VOTES ON THE PROPOSED INCREASE APPROVE IT. 

3 Section 10. Exemption. COLORADOCARE AND THIS ARTICLE ARE EXEMPT FROM SECTION 20 OF

4 ARTICLE X OF THE COLORADO CONSTITUTION. 

5 Section 11. ColoradoCare secondary payor - subrogation rights. (1) COLORADOCARE

6 SERVES AS A SECONDARY PAYOR TO ANY HEALTH INSURANCE PLAN IN WHICH A BENEFICIARY IS ENROLLED OR WHICH

7 MAY BE RESPONSIBLE FOR A BENEFICIARY'S HEALTH CARE EXPENSES. THE TOTAL OF COLORADOCARE'S PAYMENT

8 AND ALL OTHER PAYMENTS SHALL NOT EXCEED THE AMOUNT THAT COLORADOCARE WOULD PAY IF IT WERE THE

9 ONLY PAYOR.

10 (2) COLORADOCARE SHALL SERVE AS A STATE HEALTH PLAN THAT PAYS FOR DESIGNATED SUPPLEMENTAL

11 HEALTH CARE SERVICES FOR MEDICARE BENEFICIARIES; EXCEPT THAT COLORADOCARE SHALL NOT PAY FOR

12 SERVICES:

13 (a) COVERED BY MEDICARE PARTS A, B AND D; OR

14 (b) COVERED BY A MEDICARE ADVANTAGE PLAN THAT A BENEFICIARY HAS WITH AN ENTITY OTHER THAN

15 COLORADOCARE; OR

16 (c) THAT WOULD HAVE BEEN PAID BY MEDICARE PARTS B OR D HAD THE BENEFICIARY PURCHASED THOSE

17 OPTIONAL MEDICARE COVERAGES, UNLESS: 

18 (I) COLORADOCARE HAS AN AGREEMENT WITH THE CENTER FOR MEDICARE AND MEDICAID SERVICES THAT

19 REQUIRES IT TO PAY FOR SERVICES THAT WOULD HAVE BEEN PAID UNDER PARTS B AND D; OR 

20 (II) COLORADOCARE OFFERS A MEDICARE ADVANTAGE PLAN AND THE BENEFICIARY VOLUNTARILY ENROLLS

21 IN THIS PLAN.

22 (3)(a) COLORADOCARE HAS FULL RIGHTS OF SUBROGATION, AHEAD OF THE RIGHT S OF A WORKERS'
23 COMPENSATION OR OTHER INSURER OR HEALTH CARE PLAN, INCLUDING THE RIGHT TO BRING AN INDEPENDENT

24 LAWSUIT OR TO INTERVENE IN A LAWSUIT FILED BY A BENEFICIARY, IN ORDER TO RECOVER HEALTH CARE COSTS

25 FROM COLLATERAL SOURCES FOR WHICH THE BENEFICIARY HAS A RIGHT OF ACTION FOR COMPENSATION AGAINST

26 THE PERSON OR ENTITY THAT CAUSED HIS OR HER ILLNESS OR INJURY. COLORADOCARE MAY ASSERT  A LIEN

27 AGAINST ANY PROCEEDS RECOVERED BY THE BENEFICIARY.

28 (b) COLORADOCARE MAY RECOVER HEALTH CARE PAYMENTS FROM ANY OTHER COLLATERAL SOURCE,
29 SUCH AS A HEALTH INSURANCE PLAN, HEALTH BENEFIT PLAN, OR OTHER PAYOR THAT IS PRIMARY TO

30 COLORADOCARE.

31 Section 12. Legislation. (1) IN THE FIRST REGULAR SESSION OF THE GENERAL ASSEMBLY THAT

32 CONVENES AFTER THE EFFECTIVE DATE OF THIS ARTICLE, THE GENERAL ASSEMBLY SHALL ENACT LEGISLATION:

33 (a) TO ENABLE THE COLORADO DEPART MENT OF REVENUE TO COLLECT AND TRANSFER TO

34 COLORADOCARE THE TAXES LEVIED PURSUANT TO SECTION 9 OF THIS ARTICLE. THE GENERAL ASSEMBLY SHALL

35 APPROPRIATE SUFFICIENT FUNDS TO THE DEPARTMENT OF REVENUE TO ENSURE THAT IT CAN BEGIN COLLECTING
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1 THESE TAXES ON AND AFTER JULY 1 OF THE YEAR FOLLOWING THE EFFECTIVE DATE OF THIS ARTICLE, AND TO

2 ENSURE THAT FUNDS ARE TRANSFERRED TO COLORADOCARE WITHIN TEN DAYS OF COLLECTION; 

3 (b) TO SUSPEND OPERATIONS OF THE COLORADO HEALTH BENEFIT EXCHANGE, TRANSFER ITS RESOURCES

4 TO COLORADOCARE PURSUANT TO SECTION 8 OF THIS ARTICLE, AND REPEAL ARTICLE 22 OF TITLE 10, COLORADO

5 REVISED STATUTES; 

6 (c) TO TRANSFER RESPONSIBILITY FOR ADMINISTERING THE MEDICAID PROGRAM AND THE CHILDREN'S
7 BASIC HEALTH PLAN TO COLORADOCARE; 

8 (d) TO TRANSFER RESPONSIBILITY FOR ADMINISTERING ANY OTHER STATE AND FEDERAL HEALTH CARE

9 PROGRAMS TO COLORADOCARE;

10 (e) TO ENABLE COLORADOCARE TO RECEIVE THE APPROPRIATE FEDERAL FUND CONTRIBUTION IN LIEU OF

11 THE FEDERAL PREMIUM TAX CREDITS, COST-SHARING SUBSIDIES, AND SMALL BUSINESS TAX CREDITS PROVIDED IN

12 THE AFFORDABLE CARE ACT;

13 (f) TO REPEAL OR AMEND, AS APPROPRIATE, THOSE PROVISIONS OF THE "WORKERS' COMPENSATION ACT

14 OF COLORADO", ARTICLES 40 TO 47 OF TITLE 8, COLORADO REVISED STATUTES, AND ANY OTHER PROVISIONS

15 OF LAW THAT CONCERN THE PROVISION OF MEDICAL CARE FOR WORKERS WHO SUFFER INJURIES OR ILLNESSES

16 ARISING OUT OF AND IN THE COURSE OF THEIR EMPLOYMENT AND FOR THE PAYMENT OF PREMIUMS FOR MEDICAL

17 BENEFITS, WHETHER BY EMPLOYERS OR INSURERS COVERED UNDER THE WORKERS' COMPENSATION ACT, OR THAT

18 OTHERWISE CONFLICT WITH THIS ARTICLE; 

19 (g) TO ENSURE THAT THE STATE'S EXPENDITURES FOR HEALTH CARE SERVICES, INCLUDING THE STATE'S
20 RESPONSIBILITY FOR PROVIDING MATCHING FUNDS FOR MEDICAID AND OTHER FEDERALLY SUPPORTED HEALTH

21 CARE PROGRAMS, DO NOT FALL BELOW THE EXPENDITURE LEVELS FOR HEALTH CARE SERVICES IN THE YEAR

22 PRECEDING THE EFFECTIVE DATE OF THIS ARTICLE. THE BASE YEAR EXPENDITURE LEVELS SHALL BE ADJUSTED

23 ANNUALLY FOR CHANGES IN THE CONSUMER PRICE INDEX FOR THE DENVER-BOULDER-GREELEY METROPOLITAN

24 STATISTICAL AREA AND IN THE STATE'S POPULATION; AND 

25 (h) NECESSARY TO IMPLEMENT THIS ARTICLE.

26 (2) THE LEGISLATION SPECIFIED IN PARAGRAPHS (b), (c) AND (d) OF SUBSECTION (1) OF THIS SECTION

27 SHALL INCLUDE THE TRANSFER OF ALL STATE AND FEDERAL FUNDS FOR THESE PROGRAMS TO COLORADOCARE. 
28 (3) THE GENERAL ASSEMBLY SHALL APPROPRIATE SUFFICIENT FUNDS TO ENSURE A SMOOTH AND EFFICIENT

29 TRANSFER OF THE PROGRAMS SPECIFIED IN PARAGRAPHS (b), (c) AND (d) OF SUBSECTION (1) OF THIS SECTION

30 AND TO ENABLE THE AGENCIES SPECIFIED IN SECTION 8(1) OF THIS ARTICLE TO ASSIST COLORADOCARE IN THE

31 MANNER SPECIFIED BY THAT SECTION. 

32 Section 13. Subject to Colorado sunshine laws. THE MEETINGS OF THE BOARD AND THE INTERIM

33 BOARD ARE SUBJECT TO ARTICLE 6 OF TITLE 24, COLORADO REVISED STATUTES, THE "COLORADO SUNSHINE ACT

34 OF 1972", OR ITS SUCCESSOR ACT.

35 Section 14. Effective Date. THIS ARTICLE SHALL TAKE FULL FORCE AND EFFECT UPON T HE

36 GOVERNOR'S PROCLAMATION PURSUANT TO SECTION 1, ARTICLE V OF THIS CONSTITUTION.
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1 Section 15. Severability. IF THE COURTS OF THIS STATE OR OF THE UNITED STATES DECLARE ANY

2 SECT ION, PROVISION, PARAGRAPH, CLAUSE, OR PART OF THIS ARTICLE UNCONSTITUTIONAL OR INVALID, T HE

3 DECISION OF THE COURT  AFFECTS ONLY THE SECTION, PROVISION, PARAGRAPH, CLAUSE, OR PART DECLARED

4 UNCONSTITUTIONAL OR INVALID AND DOES NOT AFFECT ANY OTHER PART OF THIS ARTICLE.

5 Section 16. Termination of ColoradoCare's Operations. (1) IF THE BOARD DETERMINES THAT

6 COLORADOCARE HAS NOT RECEIVED THE WAIVERS, EXEMPTIONS, AND AGREEMENTS FROM THE FEDERAL

7 GOVERNMENT SUFFICIENT FOR ITS FISCALLY SOUND OPERATION, THE BOARD SHALL: 

8 (a) SHUT DOWN OPERATIONS AND RETURN UNUSED FUNDS; 

9 (b) NOTIFY THE GOVERNOR OF THE STATE OF COLORADO OF COLORADOCARE'S INABILITY TO FUNCTION;
10 AND

11 (c) NOTIFY THE REVISOR OF STATUTES IN WRITING OF THE DATE THE OPERATIONS ARE SHUT DOWN.
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