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Purpose

On July 16, 2026, the U.S. District Court for the District of Maryland issued an order staying
certain provisions of the Notice of Benefit and Payment Parameters for 2027 (91 FR 29256)
(2027 Payment Notice), including its “elimination of the requirement to offer standardized plans
and of the limitations on non-standardized plans in the rule's revisions of 45 C.F.R. §§ 155.20
and 155.205(b)(1) and rescission of 45 C.F.R. §§ 155.220(¢)(3)(1)(H), 156.201, 156.202, and
156.265(b)(3)(iv).” Order, ECF No. 31, City of Columbus v. Kennedy, No. 26-2215 (D. Md. July
16, 2026). As a result, the prior regulations governing standardized plan options and non-
standardized plan options and limits remain in effect. This update provides issuers and States
with guidance about steps that may be needed for Plan Year (PY) 2027, including changes to
qualified health plan (QHP) data, rate, and form filings as well as recommendations for when
States should approve such changes to comply with the prior regulations.

Background

CMS published the 2027 Payment Notice on May 20, 2026. Within this rule, CMS discontinued
the following from its regulations: the definition of “standardized options” at 45 C.F.R. 155.20;
all requirements pertaining to standardized plan options at § 156.201 (the requirements for
Federally-facilitated Exchange (FFE) and State-based Exchange on the Federal Platform (SBE-
FP) QHP issuers in the individual market to offer these plans at paragraphs (a) and (b), as well as
the requirement for these plans to meaningfully differ from one another at paragraph (c)); the
authority to differentially display standardized plan options at § 155.205(b)(1); the corresponding
standardized plan option differential display requirements for approved web-broker and QHP
issuer enrollment partners using a DE pathway to facilitate consumer enrollment through an FFE
or SBE-FP at §§ 155.220(¢c)(3)(1)(H) and 156.265(b)(3)(iv), respectively; non-standardized plan
option limits at § 156.202(a) through (c); and the non-standardized plan option limit exceptions
process at §156.202(d) through (e). HHS also ceased the annual design and publication of
standardized plan option plan designs in the applicable Payment Notice for each plan year. These
provisions were scheduled to go into effect on July 20, 2026.
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However, as a result of the July 16, 2026 Court order in City of Columbus, the discontinuation of
the definition of “standardized options™ at § 155.20; all requirements pertaining to standardized
plan options at § 156.201 (the requirements for FFE and SBE-FP QHP issuers in the individual
market to offer these plans at paragraphs (a) and (b), as well as the requirement for these plans to
meaningfully differ from one another at paragraph (c)); the authority to differentially display
standardized plan options on HealthCare.gov at § 155.205(b)(1); the corresponding standardized
plan option differential display requirements for approved web-broker and QHP issuer
enrollment partners using a direct enrollment (DE) pathway to facilitate consumer enrollment
through an FFE or SBE-FP at §§ 155.220(c)(3)(i)(H) and 156.265(b)(3)(iv), respectively; non-
standardized plan option limits at § 156.202(a) through (c); the non-standardized plan option
limit exceptions process at §156.202(d) through (e); and the annual design and publication of
standardized plan option plan designs in the applicable Payment Notice for each plan year did
not go into effect on July 20, 2026, and the prior regulations continue to remain in place.

As a result, affected States and issuers are expected to comply with the prior regulations. This
guidance is intended to assist with those efforts, in part by establishing timelines for issuers in
the FFE or SBE-FPs to submit standardized plan options at every product network type, at every
metal level, and throughout every service area that they offer non-standardized plan options. To
better reflect applicable requirements, CMS is in the process of revising QHP certification
instructions and materials, and those changes will be posted to the QHP Certification website. On
July 31, 2026, CMS publicly posted cost-sharing parameters for PY 2027 standardized plan
options, which are attached here as Appendix A.

As explained further below, in States where CMS enforces the Affordable Care Act market-wide
reforms—i.e., Missouri, Tennessee, Texas, and Wyoming—issuers must update their form filing
submissions to comply with the requirements for standardized plan options by August 12, 2026.
Issuers in Tennessee and Wyoming, where CMS performs rate review, must also update their rate
filings by August 17, 2026. In all other FFE and SBE-FP States, where States are the primary
regulators, the State may establish its own deadlines for issuers to submit updated rate and form
filings. These deadlines should provide time for issuers to finalize their QHP applications by
August 20, 2026, and for states to review updated rate filings and enter the applicable final
determination in the Marketplace Plan Management System (MPMS) by August 28, 2026. While
CMS recognizes that this is an aggressive schedule, such a schedule is necessary to ensure that
QHP certification is complete in time for Open Enrollment.

CMS understands that the timeline to make the necessary modifications to comply with these
requirements may impose practical difficulties and that some FFE and SBE-FP States may be
concerned that they do not have the necessary time or resources that CMS itself does to
implement standardized plan options, non-standardized option plan limits, and the non-
standardized plan option limit exceptions process for PY 2027 to comply with these
requirements—or that doing so may risk destabilizing the individual markets in those States.
States that believe they will be unable to meet these timelines should email CMS by August 14,
2026, with their concerns, including a description of their good-faith compliance efforts, at
PlanManagementStateCoordination@cms.hhs.gov, so that CMS may assess how to proceed.
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Requirement to Offer Standardized Plan Options

In accordance with § 156.201(b), issuers offering QHPs through FFEs and SBE-FPs will
continue to be required to offer standardized plan options at every product network type, at every
metal level, and throughout every service area they offer non-standardized plan options. In
accordance with subparagraph (c), an issuer that offers multiple standardized plan options within
the same product network type, metal level, and service area will continue to be required to
meaningfully differentiate these plans from one another in terms of included benefits, provider
networks, included prescription drugs, or a combination of some or all these factors.

The policy finalized in the 2027 Payment Notice did not require issuers to discontinue their
standardized plan option offerings. Rather, it permitted issuers to choose whether to discontinue
these plans altogether or continue offering these plans with either the same or modified cost
sharing, subject to the requirements under the definition of “plan” at § 144.103 and to the
uniform modification requirements at § 147.106. As such, issuers may have already submitted
plans that were previously designated as standardized plan options for PY 2026 during the
current QHP certification cycle for PY 2027. Issuers may modify these existing submissions to
conform with the modified cost-sharing parameters in Appendix A. Alternatively, if issuers have
not submitted plans that were previously designated as standardized plan options for PY 2026
during the current QHP certification cycle for PY 2027, they will be required to either modify
their existing non-standardized plan option submissions or submit plans that conform to the
required cost-sharing parameters for standardized plan options in Appendix A.

Plan Designs for PY 2027

There are two sets of standardized plan option plan designs for PY 2027. The first set of plan
designs applies to issuers offering plans in all FFE and SBE-FP States excluding Delaware,
Louisiana, and Oregon. The second set of plan designs applies to issuers offering plans in
Delaware and Louisiana. Refer to Appendix A for these plan designs.

Plans and Benefits Template Standardized Plan Option Add-In File

CMS will publish the Plans and Benefits Template Standardized Plan Option Add-In File that
includes the updated standardized plan option cost-sharing parameters for PY 2027 to enable
issuers to more easily and accurately enter required information into the Plans and Benefits
Template, facilitating and expediting the submission process.

Non-Standardized Plan Option Limits

In accordance with § 156.202(b) through (c), FFE and SBE-FP issuers will continue to be subject
to the limit of two non-standardized plan options per product network type, metal level, inclusion
of adult dental benefit coverage, pediatric dental benefit coverage, and adult vision benefit
coverage (as defined in paragraphs (c)(1) through (3) of that section), and service area. Issuers
offering non-standardized plan options exceeding this limit must either withdraw non-
standardized plan options so that they do not exceed the limit or submit attestations for these
plans under the non-standardized plan option limit exceptions process under § 156.202(d) and
(e). Issuers will be permitted to choose which plans to retain and which to withdraw to comply
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with the non-standardized plan option limit. To withdraw plans, issuers must follow the process
for plan withdrawal outlined in the Plan Withdrawal section of the QHP Certification website.

If issuers do not withdraw non-standardized plan options so that their plan offerings do not
exceed the limit or submit to CMS attestations for these non-standardized plan options under the
non-standardized plan option limit exceptions process by the August 31, 2026 final issuer
confirmation deadline, CMS will choose which plans to discontinue so that issuers may comply
with the non-standardized plan option limit.' Specifically, CMS will retain the non-standardized
plan options with the highest PY 2026 enrollment and discontinue the non-standardized plan
options with the lowest PY 2026 enrollment. This approach will ensure that the discontinuation
of non-standardized plan options impacts the least possible number of enrollees.

If an issuer does not make or communicate a determination regarding which non-standardized
plan options to discontinue to comply with the limit, and if that issuer is offering plans through
the Exchange for the first time (and therefore does not have enrollment in those plans), CMS will
discontinue non-standardized plan options exceeding the limit under the following hierarchy. If
an issuer has submitted multiple non-standardized plan options within the same product network
type, metal level, inclusion of adult dental benefit coverage, pediatric dental benefit coverage,
and adult vision benefit coverage, and service area, CMS will discontinue plans with duplicative
provider networks (network IDs) and formularies (formulary IDs), in that order. This hierarchy
should result in eliminating duplicative provider networks and formularies, so that the resulting
QHPs offered have meaningful variation.

For example, consider a scenario in which an issuer has submitted three silver non-standardized
plan option PPOs within the same metal level, inclusion of adult dental benefit coverage,
pediatric dental benefit coverage, adult vision benefit coverage, and service area. In this scenario,
the issuer also fails to timely communicate a determination regarding which non-standardized
plan options to discontinue with CMS. There is also no enrollment in any of these three plans.
Furthermore, two of those plans have the same provider network, while the third has a different
provider network. In this scenario, one of the plans with the same provider network would be
discontinued (the plan that is being offered in fewer counties), while the plan that is being
offered in more counties would be retained. Additionally, consider the scenario where an issuer
has submitted three silver non-standardized plan option PPOs within the same metal level,
inclusion of adult dental benefit coverage, pediatric dental benefit coverage, adult vision benefit
coverage, and service area. In this scenario, all three plans have the same provider networks.
However, two of these plans have the same formulary, while the third has a different formulary.
Similar to the logic in the first scenario, one of the plans with the same formulary would be
discontinued (the plan offered in fewer counties).

! Issuers in the States in which CMS directly enforces the Affordable Care Act market-wide reforms (Missouri,
Tennessee, Texas, and Wyoming) must first notify CMS Form Filing of this determination by August 12, 2026.
Please see the State Process Related to New Plan Submissions and Changes section of this guidance for specific
instructions.
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Non-Standardized Plan Option Limit Exceptions

In accordance with § 156.202(d) through (e), FFE and SBE-FP QHP issuers are permitted to
offer non-standardized plan options exceeding the non-standardized plan option limit if they
demonstrate that these additional plans’ cost sharing for benefits pertaining to the treatment of
chronic and high-cost conditions (including benefits in the form of prescription drugs, if
pertaining to the treatment of the condition(s)) is at least 25 percent lower, as applied without
restriction in scope throughout the plan year, than the cost sharing for the same corresponding
benefits in the issuer’s other non-standardized plan option offerings in the same product network
type, metal level, inclusion of adult dental benefit coverage, pediatric dental benefit coverage,
adult vision benefit coverage, and service area.

As part of this exceptions process, issuers are required to submit justification forms and actuarial
memoranda for each chronic and high-cost condition plan exceeding the non-standardized plan
option limit. However, for PY 2027, issuers seeking to utilize the exceptions process will only be
required to submit an attestation stating that the non-standardized plan option being offered in
excess of the non-standardized plan option limit facilitates the treatment of a particular chronic
and high-cost condition and would otherwise comply with the requirements of the exceptions
process at § 156.202(d) through (e). Issuers will submit this attestation in MPMS similar to the
manner in which they submitted the justification form and actuarial memorandum previous
years.

Rate Review

To support the 2027 QHP certification timeline, States with an Effective Rate Review Program
that participate in the System for Electronic Rate and Form Filing (SERFF) should enter any
applicable final rate review determination status in SERFF no later than August 28, 2026.
Information entered by that date will be transmitted automatically to the Unified Rate Review
(URR) submissions page in MPMS. Nothing in this guidance alters applicable State rate review
standards or requires a State to approve a rate or reopen a final determination where no amended
determination is required under applicable law.? CMS performs rate review in Tennessee and
Wyoming. Issuers in these States must submit updated rate filing justifications via the URR
Submissions page in MPMS by August 17, 2026. These updated rate filing justifications must
account for standardized plan options at every product network type, at every metal level, and
throughout every service area the issuer offers non-standardized plan options.

Submission Timeline
Issuers must follow the timeline established in the document Bulletin: Revised Timing of QHP
Data Submission and Certification for the 2027 Plan Year for Issuers in the Federally-facilitated

Exchanges.

2 Florida does not participate in SERFF. Therefore, Florida State reviewers must complete URR reviews and enter
the applicable final determination status in the URR Submissions page of the MPMS Module by Thursday, August
20, 2026.
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State Process Related to New Plan Submissions and Changes

Under the governing regulations, issuers must offer standardized plan options at every product
network type, at every metal level, and throughout every service area they offer non-standardized
plan options.

CMS enforces the Affordable Care Act market-wide reforms in Missouri, Tennessee, Texas, and
Wyoming. In these States, issuers must modify or submit new plans within their existing PY
2027 form filing submissions to comply with the requirements for standardized plan options in
Appendix A. Issuers that elect to submit new plans may update standardized plan options that
were previously reviewed by CMS Form Filing for PY 2026 but not included in the issuer’s PY
2027 submission by providing redline and corresponding clean versions of the applicable forms
showing the changes from the approved PY 2026 forms. The redline version must be submitted
in the Supporting Documentation Tab in SERFF, and the corresponding clean version must be
submitted under the Form Schedule Tab.

Issuers in Missouri, Tennessee, Texas, and Wyoming must update their form filing submissions
to comply with the requirements for standardized plan options, non-standardized plan option
limits, and non-standardized plan option limit exceptions by August 12, 2026. Issuers offering
multiple standardized plan options within the same product network type, metal level, and
service area must also meaningfully differ these plans from one another. To withdraw non-
standardized plan options that exceed the limit, issuers must notify CMS Form Filing via the
Note to Reviewer function in SERFF, stating the intention to withdraw the plan(s). The
notification must include the reason for the withdrawal and clearly identify what is being
withdrawn (e.g., a plan within the product or the entire product filing) using the applicable plan
or product identifier(s). If the filing is still open, issuers must use the Amendment Filing
Function in SERFF to withdraw the applicable forms. If the filing is closed, CMS will reopen the
filing, and the issuer can then use the Amendment Filing Function in SERFF to withdraw the
applicable forms. Issuers that intend to offer the submitted non-standardized plan options that
exceed the limit off-Exchange should not withdraw the filings. Instead, these issuers should
notify CMS via the Note to Reviewer function in SERFF which plan(s) will be offered
exclusively off-Exchange.

CMS will not review newly submitted standardized plan options or modifications made solely to
comply with the requirements for standardized plan options in States where the State reviews
standardized plan options and CMS reviews form filings only for compliance with only
Consolidated Appropriations Act, 2021 (CAA) provisions.? CMS reminds issuers in these States
to ensure that any revised forms and templates remain compliant with the Public Health Service
Act (PHS Act) provisions added by the CAA. For example, issuers that update their plan designs
to comply with the standardized plan option cost-sharing parameters must ensure that the cost
sharing requirements for out-of-network services are compliant with section 2799A-1(a)(1) and

3 CMS reviews form filings only for compliance with certain provisions of the Consolidated Appropriations Act,
2021 in Alabama, American Samoa, Arizona, Arkansas, Connecticut, Delaware, Florida, Guam, Hawaii, Illinois,
Indiana, Louisiana, Massachusetts, Northern Mariana Islands, Oklahoma, Rhode Island, and Virginia.
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(b)(1) of the PHS Act, and the insurance identification card includes any revised applicable
deductible and out-of-pocket maximum limitation as required by section 2799A-1(e)(1) and (2).

CMS also performs rate review in Tennessee and Wyoming. Issuers in these States must submit
updated rate filing justifications via the URR Submissions page in the MPMS Module by August
17, 2026. These updated rate filing justifications must account for standardized plan options at
every product network type, at every metal level, and throughout every service area the issuer
offers non-standardized plan options.

In other States, where States themselves are the primary regulators, as noted in the Background
section of this guidance, the State may establish its own deadlines for issuers to submit updated
rate and form filings. These deadlines should provide time for issuers to finalize their QHP
applications by August 20, 2026, and for states to review updated rate filings and enter the
applicable final determination in the Marketplace Plan Management System (MPMS) by August
28, 2026.

CMS recognizes, however, that this submission timeline may create significant and unanticipated
operational complexity for States. As noted above, States that believe they will be unable to meet
this timeline should contact CMS at PlanManagementStateCoordination(@cms.hhs.gov by
August 14, 2026, with their concerns. States should include a description of their good-faith
steps to come into compliance with requirements regarding standardized plan options, non-
standardized plan option limits, and the non-standardized plan option limit exceptions. States
should also explain what efforts have been undertaken to comply and any obstacles that have
been encountered in attempting to do so, so that CMS may assess how to proceed. Issuers should
modify or submit new plans within their best efforts to comply with the requirement to offer
standardized plan options with cost-sharing parameters that conform with the plan designs in
Appendix A.

Issuers should contact the Marketplace Service Desk (MSD) at CMS FEPS(@cms.hhs.gov or
855-CMS-1515 with any questions. States should contact
PlanManagementStateCoordination@cms.hhs.gov.
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Appendix A: 2027 Standardized Plan Option Plan Designs

2027 Standardized Options Set One (For All FFE and SBE-FP Issuers, Excluding Issuers in

Delaware, Louisiana, and Oregon)

Expanded | Standard | Silver Silver Silver Gold Platinum

Bronze Silver 73 CSR | 87 CSR | 94 CSR "
Actuarial Value 63.10% 70.00% 73.07% | 87.02% | 94.01% | 78.05% 88.00%
Deductible $7,500 $6,400 $2,900 $800 $0 $2,500 $0
Annual Limitation on Cost $12,000 $10,300 $9,000 | $3,600 | $3,500 | $8,600 $5,900
Sharing
Emergency Room Services 50% 40% 40% 30% 25%* 25% $250%*
Inpatient Hospital Services 50% 40% 40% 30% 25%%* 25% $400*
(Including Mental Health &
Substance Use Disorder)
Primary Care Visit $50%* $40%* $40%* $20%* $0* $30* $20%*
Urgent Care $75% $60* $60* $30* $5* $45%* $30*
Specialist Visit $100* $80* $80%* $40%* $10%* $60* $40%*
Mental Health & Substance $50* $40%* $40%* $20%* $0* $30* $20%*
Use Disorder Outpatient
Office Visit
Imaging (CT/PET Scans, 50% 40% 40% 30% 25%* 25% $250%*
MRIs)
Speech Therapy $50* $40%* $40%* $20%* $0* $30* $20%*
Occupational, Physical $50%* $40%* $40%* $20%* $0* $30* $20%*
Therapy
Laboratory Services 50% 40% 40% 30% 25%* 25% $60*
X-rays/Diagnostic Imaging 50% 40% 40% 30% 25%* 25% $60*
Skilled Nursing Facility 50% 40% 40% 30% 25%* 25% $250%*
Outpatient Facility Fee 50% 40% 40% 30% 25%* 25% $250%*
(Ambulatory Surgery
Center)
Outpatient Surgery 50% 40% 40% 30% 25%* 25% $250%*
Physician & Services
Generic Drugs $25%* $20%* $20%* $10* $0* $15% $10*
Preferred Brand Drugs $50 $40* $40* $20* $15% $30* $20*
Non-Preferred Brand Drugs $100 $80 $80 $60 $50%* $60* $60*
Specialty Drugs $500 $350 $350 $250 $150%* $250* $250%*
*Benefit category not subject to the deductible
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2027 Standardized Options Set Two (For Issuers in Delaware and Louisiana)

Expanded | Standard Silver Silver Silver Gold Platinum
Bronze Silver 73 CSR | 87 CSR | 94 CSR
Actuarial Value 63.10% 70.00% 73.00% | 87.05% | 94.02% | 78.03% 88.01%
Deductible $7,500 $6,400 $3,000 $700 $0 $2,500 $0
Annual Limitation on Cost $12,000 $10,300 $9,000 | $3,800 $3,700 | $8,700 $6,400
Sharing
Emergency Room Services 50% 40% 40% 30% 25%%* 25% $250*
Inpatient Hospital Services 50% 40% 40% 30% 25%* 25% $400*
(Including Mental Health
& Substance Use Disorder)
Primary Care Visit $50* $40* $40%* $20* $0* $30* $20*
Urgent Care $75* $60* $60* $30* $5* $45* $30*
Specialist Visit $100* $80* $80* $40* $10* $60* $40*
Mental Health & $50%* $40%* $40%* $20%* $0* $30%* $20%*
Substance Use Disorder
Outpatient Office Visit
Imaging (CT/PET Scans, 50% 40% 40% 30% 25%* 25% $250%*
MRIs)
Speech Therapy $50* $40* $40* $20* $0* $30* $20*
Occupational, Physical $50%* $40%* $40%* $20%* $0* $30* $20*
Therapy
Laboratory Services 50% 40% 40% 30% 25%%* 25% $60*
X-rays/Diagnostic Imaging 50% 40% 40% 30% 25%%* 25% $60*
Skilled Nursing Facility 50% 40% 40% 30% 25%* 25% $250*
Outpatient Facility Fee 50% 40% 40% 30% 25%* 25% $250%*
(Ambulatory Surgery
Center)
Outpatient Surgery 50% 40% 40% 30% 25%* 25% $250%*
Physician & Services
Generic Drugs $25* $20* $20%* $10* $0* $15* $5%*
Preferred Brand Drugs $50 $40* $40%* $20* §5* $30* $10*
Non-Preferred Brand $100 $80 $80 $60 $10* $60* $50%*
Drugs
Specialty Drugs $150 $125 $125 $100 $20%* $100* $75*
*Benefit category not subject to the deductible
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