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The Minimum Value Standard is a term introduced under the Affordable Care Act that determines
whether an employer-sponsored health plan offers comprehensive coverage. If an employer's plan
meets this standard and is considered affordable, individuals seeking marketplace coverage may
not be eligible for financial assistance in the form of a tax credit.

How is the Minimum Value Standard determined?

An employer sponsored plan meets the Minimum Value Standard if it is designed to pay at least 60
percent of the total cost of medical services and cover physician and inpatient hospital services.
This is sometimes referred to as a plan that is Bronze level coverage or higher.

How do | know if my employer’s plan meets the Minimum Value Standard?

Most employer-sponsored health plans meet the standard. If you are unsure, there are a few ways
to check if your plan meets the Minimum Value Standard.

e Contact your company's HR department or Health Benefits Specialist. It's recommended that
you provide them with a copy of the Employer Coverage Worksheet to complete.

e The Summary of Benefits and Coverage provides a concise overview of a health plan's costs,
benefits, covered services, and key features for consumers to review. It is as a snapshot of what
the plan offers and helps individuals understand their coverage. This document will clearly
state if the plan meets the minimum value standard.

Sample Summary of Benefits and Coverage document


https://www.healthcare.gov/downloads/employer-coverage-tool.pdf

Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2018 - 12/31/2018
Insurance Company 1: Plan Option 1 Coverage for: Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would

share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, [insert contact information]. For
general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the
Glossary. You can view the Glossary at www.[insert].com or call 1-800-[insert] to request a copy.

Important Questions Answers Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount before this
What is the overall $500/Individual or $1,000/family  plan begins to pay. If you have other family members on the plan, each family member must meet
deductible? their own individual deductible until the total amount of deductible expenses paid by all family

members meets the overall family deductible.
This plan covers some items and services even if you haven't yet met the deductible amount. But

:;:::;a;:;::a:u Moot ::;‘ :%m :rr;c:’p;erp;;y a copayment or coinsurance may apply. For example, this plan covers certain preventive
e et i ag N e services without cost sharing and before you meet your deductible. See a list of covered
yourgecucilbes yo your Zecucibe. preventive services at hitps:/lwww.healthcare.govicoverage/preventive-care-benefits/.

Are there other Yes. $300 for prescription drug . . ) .
deductibles for specific | coverage and $300 for Y;l; rg':sltI1 gat); alt!‘off (t]r:elhr;ossgss Lrnr:'| t::sse services up to the specific deductible amount before this

services? occupational therapy services. Dian beg pay .

For network providers $2,500 . . .
What s the out-of-pocket | individual / $5,000 family; for out- The out-of-pocket limit is the most you could pay in a year for covered services. If you have other

Jimit for this plan? of-network providers $4,000 Em::y cr}niﬁ-rgtf]'er:cweir:; %Slgzg:mr; to meet their own out-of-pocket limits until the overall
individual / $8,000 family y Qu-oTpockel Imi :

Copayments for certain services,
What is not included in premiums, balance-billing
the out-of-pocket limit? charges, and health care this plan
doesn't cover.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

This plan uses a provider network. '1"'[\\' rk. Vou will pay less if you use a pri u\|"l='r in the plan s network .,orP
jid

Yes. See www.[insert].com or ca“

Will you pay less I.f you 1-800-finser]

use a network pro

2596

Your Grievance and Appeals Rights: There are agencies that can help if you hillve a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanatlin of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or & grievance for any refon to your plan. For more information about your rights, this notice, or assistance,
contact: [insert applicable contact information from instructions].

Does this plan provide Minimum Essential Coverage? Yes.

If you don't have Minimum Essential Coverage for a month, you'll have to mal yment when you file your tax return unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

When is an employer’s plan considered unaffordable?

For 2025, employer sponsored coverage is considered unaffordable if the annual premium is more
than 9.02%* of your total household income.

*This value is determined by the IRS



