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LIMITED

How would you like your Health Insurance?

 

 

 





 

 

1. No copay, no deductible for Doctor visits

2. Coverage for pre-existing medical conditions

3. Doctor and patient in control of medical
    decisions

4. Plan to cover 6 million plus uninsured (see
    AMAC Care)

5. Coverage option for children up to age 26 on
    parent’s plan

6. Additional coverage for Hearing Aids

7. Relies on HSAs to fund coverage (revised rules)

8. Safety net, if needed, to pay for deductible if
    HSA balance is insufficient

9. HSA funds can accumulate for retirement

10. Free Market Competition

11. Simplified administration

12. Cost cutting features - see Direct Primary Care

13. Employer mandate

14. Requirement for continuous coverage

1.     Greatly expanding the Health Savings Accounts (HSAs);

2.     Creating a free coverage program (AMAC Care) for low income
         households; and

3.     Modifying Medicaid.

In June 2014, AMAC hosted a Health Care Symposium in Washington, D.C., during which 12 of the nation’s 
top health care experts made presentations on the Best ways to improve health care. Since then, a number 
of proposals have emerged that further expanded the quest to produce the best possible health care while 
controlling costs. 

We have examined all of the proposals, suggestions and ideas, and have incorporated much of those 
concepts into one comprehensive plan. To summarize, we have come to the conclusion that the B.E.S.T. 
way to provide Americans with the greatest health care possible is by:

The B.E.S.T Plan
(Bipartisan Easy Simple Timely)
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The B.E.S.T Plan (Bipartisan Easy Simple Timely)

Introduction

The first part of our program is built around the HSA (Health Savings Account) concept where 
contributions are made by the individual, employee/employer, or government subsidies for premium 
assistance for those individuals that qualify.  

The second program in our AMAC B.E.S.T plan is AMAC Care.  AMAC Care is a program that is designed 
for the uninsured.  Doctors would provide pro bono care in return for a tax deduction. Certain income and 
assets requirements must be met to qualify.  

The third part of our program would be to gradually modify the Medicaid system to empower the 
recipients to take control of their health and move the program benefits more in line with commercial 
insurance plans.

Health Savings Accounts (HSAs)

The HSA acts like a funnel through which all health care funds are directed and then dispensed. The 
HSA administration would be handled as it is now by a qualified HSA trustee, i.e. a bank, an insurance 
company or anyone already approved by the IRS to be a trustee of individual retirement accounts (IRAs) 
or Archer MSAs.

The HSA would combine all the health care needs of an individual into one simple package.

Some of the benefits of an HSA:

a.     HSA is portable if one changes employers or leaves the work force;

b.     The contributions remain in the HSA account until used;

c.     Contribution to an HSA made by the employer may be excluded from the 
         individual’s gross income;

d.     The interest or other earnings on the assets in the account are tax free;

e.     Distributions are tax free if the individual pays qualified medical expenses;

f.      A portion of the “excess funds” in the plan may be used to supplement 
         retirement income; and

g.     HSAs with any accumulated funds may be inherited by a designated 
         beneficiary.



HSA Use Expansions

Individuals would use the HSA funds to purchase their choice of coverage that best suits their needs and/
or their family’s needs.  The plans that would be available to purchase are:

a.     Direct Primary Care with choice of local personal doctor (required);

b.     Payment for wraparound catastrophic insurance under an individual or 
         group insurance plan (required);

c.     Payment for medical expenses, including deductibles and copayments, 
         occurred while covered under employer-sponsored commercial insurance 
         plan;

d.     Purchase of additional benefits (Pharmacy, Dental, Vision, Cancer, etc.); and

e.     Coverage through the Marketplace Exchange, if presently enrolled. 
 
NOTE: the annual contributions to HSA accounts will have the present caps and 
restrictions removed.

HSA Choices

The individual/employer may choose one of the following coverages:

a.     Direct Primary Care (DPC) with wraparound catastrophic coverage which consists of the following:

1.     Each person chooses a local doctor/practice;

2.     25 office visits per year and covers all primary care needs, including annual 
         physicals, pap tests, mammograms, prostate and colorectal screenings, 
         routine labs, sutures, skin surgeries and vaccines;

3.     Access to discounted specialist care in which the expense would be paid for 
        by funds in HSA;

4.     Coverage for major events or illnesses - such as heart surgery, cancer 
         treatment, etc.;

5.     Coverage for drugs provided through current discount pharmacy plans, 
         pharmacy programs, and the high deductible health plan; and

6.     Ability to purchase additional coverage using the HSA funds for Vision, 
         Dental or Cancer insurance.

b.     Group Health

Employee and employer would and/or could contribute to an HSA account to purchase one of the 
following types of plans:

1.     Direct Primary Care plan with a High Deductible wraparound; or

2.     Plan offered by commercial insurance companies through the employer.

The amount of the contribution, if any, by the employer would depend on the specific employer company 
benefit.



1 https ://www.healthcare.gov/health-coverage-exemptions/hardship-exemptions 

1.     Platinum - the insurance company pays 90% of covered medical costs and the 
         individual pays 10% after deductibles have been met;

2.     Gold - the insurance company pays 80% and the individual pays 20% after the 
        deductibles have been met; 

3.     Silver - the insurance company pays 70% and the individual pays 30% after 
         the deductibles have been met;

4.     Bronze - the insurance company pays 60% and the individual pays 40% after 
         the deductibles have been met; or

5.     Catastrophic - for those individuals under the age of 30 or those individuals    
         that qualify for hardship exemption.1

NOTE: We suggest that the provisions of the Special Enrollment be strictly enforced.

c.     High Deductible

Individuals currently enrolled in the Marketplace Exchange may keep or change their plan:

For those individuals who qualify for government premium assistance, the government would contribute 
that portion of the subsidy to their HSA fund to be used to pay for the Marketplace Exchange plan. 
Alternatively, the individual may choose to replace it with a Direct Primary Care (DPC) plan with a High 
Deductible policy with the same government support.

Individuals may also elect to use their HSA funds to purchase supplemental insurance for additional 
benefits such as Dental, Vision or Cancer insurance. 

The distribution of HSA dollars for qualified medical expenses would remain the same as defined by IRS. 
Generally, medical care incurred to diagnose, cure, treat, mitigate or prevent a disease or for the purpose 
of affecting any structure or function of the body.

Eligible medical expenses may include but are not limited to:

•  Acupuncture
•  Alcoholism
•  Ambulance
•  Annual Physical Examination
•  Artificial Limb
•  Artificial Teeth
•  Bandages
•  Birth Control Pills
•  Body Scan
•  Breast Pumps and Supplies
•  Breast Reconstruction Surgery
•  Chiropractor
•  Contact Lenses
•  Crutches
•  Dental Treatment

•  Drugs
•  Eye Exam
•  Eyeglasses
•  Eye Surgery
•  Fertility Enhancement
•  Hearing Aids
•  Home Care
•  Hospital Services
•  Laboratory Fees
•  Lactation Expenses
•  Operations
•  Optometrist
•  Organ Donors
•  Osteopath
•  Oxygen

•  Physical Examination
•  Pregnancy Test Kit
•  Prosthesis
•  Psychiatric Care
•  Psychoanalysis
•  Psychologist
•  Stop-Smoking Programs
•  Surgery
•  Transplants
•  Vasectomy
•  Vision Correction Surgery
•  Weight-Loss Program
•  Wheelchair
•  X-ray



AMAC Care Pro bono care for the indigent

AMAC Care is designed for those individuals that are uninsured and have no access to primary care 
providers. Certain income and assets requirements must be met to qualify.

According to Kaiser Family Foundation, cost still poses a major barrier to coverage for the uninsured in 
2014:

a.    Too expensive - 48% of uninsured adults said that this was the main reason 
        they lacked coverage;

b.    Eligibility - a barrier 12% of uninsured adults mentioned work-related 
        reasons, such as being unemployed or not having an offer through work;

c.    Ineligibility - 13% said they were told they were ineligible or could not get 
        coverage due to their immigration status2; or

d.    A few uninsured adults said they were uninsured because they do not need 
        coverage, oppose the ACA, or would rather pay the penalty.3

As of September 2015, 31 states have expanded Medicaid eligibility for most nonelderly adults under 138% 
FPL. However, in states which have not expanded Medicaid:

a.     Eligibility for adults remains limited, with median eligibility level for parents 
         just 44% of poverty; 

b.     Ineligible - adults without dependent children (in most cases);  

c.     Coverage gap - over 3 million poor uninsured adults are in the “coverage gap” 
         because they earn too much to qualify for Medicaid but not enough to qualify 
         for Marketplace premium tax credits; and

d.     Low-income working families make up over 40% of the remaining 
         uninsured.4

2 Lawfully Present immigrants can use the Marketplace, get cost assistance, and get Medicaid and CHIP; however, there is a five 
  year waiting period (“5 year ban”) for Medicaid and CHIP coverage
3 http://kff.org/uninsured/fact-sheet/key-facts-about-the-uninsured-population/ published November 13, 2015
4 http://kff.org/uninsured/fact-sheet/key-facts-about-the-uninsured-population/ published November 13, 2015

Financial implications of lack of coverage 

The uninsured most often face unavoidable medical bills that have negative consequences such as:

a.     Using up savings, if any;

b.     Having difficulty paying for necessities;

c.     Borrowing money; or

d.     Having medical bills sent to collection.



Physical implications of the lack of coverage

The individual having no health insurance often means that person will postpone necessary care and 
forego preventive care such as routine check-ups. The uninsured usually have no regular doctor and will 
utilize the hospital Emergency Rooms where they are more likely to be hospitalized for health conditions 
that could have been avoided.

Guidelines/Qualifications

These individuals are either not eligible for government subsidies to purchase insurance on the Exchange 
or do not qualify for Medicaid Expansion where offered. Per Kaiser Family Foundation report, as of 2015 
there are 32.3 million Nonelderly Uninsured.5

To qualify, we will use the current Federal Poverty Level (2016) below and assets limits to be determined.

5 http://kff.org/uninsured/report/the-uninsured-a-primer-key-facts-about-health-insurance-and-the-uninsured-in -the-era-of-
health-reform/ published November 13, 2015

Household Size

1

2

3

4

5

6

7

8

100%

$11,770

$15,930

$20,090

$24,250

$28,410

$32,570

$36,730

$40,890

138%

$16,242

$21,983

$27,724

$33,465

$39,205

$44,946

$50,687

$56,428

Benefits under AMAC Care

The individual would receive the following benefits:

a.     Limited amount of primary care visits – 12 visits per year;

b.     A pharmacy discount card;

c.     Access to specialty care when needed/authorized.

Who are the providers and how will they be compensated?

According to the Agency for Healthcare Research and Quality (AHRQ) 2010 statistics, there are 209,200 
practicing primary care physicians along with 135,000 Nurse Practitioners (2010 American Academy of 
Nurse Practitioners) for a total of 344,200 providers.  

Based on surveys AMAC has taken, we would expect each provider to accept up to twenty (20) AMAC Care 
patients for a total projected coverage of an additional 6.8 million.



These individuals, if they qualify, are seen by physicians and/or midlevel practitioners either in their office 
or an outpatient clinic setting for free. In exchange the provider will receive the following:

a.     A tax deduction for the provider; and

b.     Protection from lawsuits - Good Samaritan Laws would apply unless harm 
         was caused by intentional negligence.

In 2013, Hospitals provided $46 billion in uncompensated care. Hospitals rendering uncompensated care 
would receive either:

a.     Medicare Disproportionate Share Hospital (DSH) payments restored to 
         pre ACA/Obamacare levels for those hospitals providing care to Medicaid 
         beneficiaries, low income, Medicare beneficiaries, the uninsured and the 
         underinsured6; or   

b.     A lump sum payment in a form of an endowment to the hospitals based upon 
         Medicare payment percentage to be used to care for the uninsured. In 2013, it 
         was $.88 per every dollar spent by the hospital caring for Medicare patients.7

6 http://www.aha.org/content/13/fs-dsh.pdf
7 http://www.aha.org/content/13/fs-dsh.pdf

Who will administer the program?

We suggest that the program be administrated regionally by regional health insurance contractors:   For 
example, the country will be divided in three regions:

a.     North – Connecticut, Delaware, The District of Columbia, Illinois, Indiana, 
         Iowa (Rock Island area), Kentucky (except Fort Campbell), Maine, Maryland, 
         Massachusetts, Michigan, Missouri (St. Louis area), New Hampshire, New 
         Jersey, New York, North Carolina, Ohio, Pennsylvania, Rhode Island, 
         Vermont, Virginia, West Virginia, and Wisconsin

b.     South – Alabama, Arkansas, Florida, Georgia, Louisiana, Mississippi, 
         Oklahoma, South Carolina, Tennessee, Texas (excluding El Paso area), and 
         Fort Campbell, Kentucky

c.     West – Alaska, Arizona, California, Colorado, Hawaii, Idaho, Iowa (excludes 
         Rock Island arsenal area), Kansas, Minnesota, Missouri (except St. Louis 
         area), Montana, Nebraska, Nevada, New Mexico, North Dakota, Oregon, 
         South Dakota, Texas (southwest corner including El Paso), Utah, Washington, 
         and Wyoming



Regional contractors to provide information including:

a.     Providers networks – who are the providers in the area that accept AMAC 
         Care;

b.     Authorization – for specialized care;

c.     Each doctor (or provider) will maintain records subject to audit; 

d.     Patient and provider education – what services are available and any 
         necessary qualifications for the patient; and 

e.     The doctor (or provider) fills out a simple form for the IRS to claim the tax 
         deductions.

Modified Medicaid

The third part of our program would be to gradually modify the Medicaid system to empower the 
recipients to take control of their health through the following:

a.     Allow Direct Primary Care Plan with wraparound catastrophic and pharmacy 
         coverage as an option for Medicaid recipients;

b.     $5.00 prepaid copay card for “Minute Clinics and Urgent Care Centers” to 
         encourage the use of these facilities instead of the Hospital Emergency 
         Rooms for minor ailments;

c.     $5.00 prepaid copay card for Pharmacy;* and

d.     A comprehensive dental program to eliminate the use of hospitals’ 
         Emergency Rooms for treatment of preventable dental problems.

*Note this would apply for those recipients that participate in the Share of Cost 
programs with Medicaid.

AMAC strongly recommends each state to adopt a program similar to the state of Indiana’s Medicaid 
Waiver plan (HIP 2.0) which is transforming traditional Medicaid to be more aligned with commercial 
health insurance plans with the emphasis on consumer-driven health care with the majority of eligible 
participants enrolled in a modified HSA program.

This has saved millions and has proven cost effective in many ways including but not limited to:

a.     Lowering the number of non-emergency visits to the Hospital ER;

b.     Higher rates for preventive care similar to those of commercial insurance; 
         and

c.     HIP members generic drugs utilization is 80% compared to 65% utilization by 
         comparable commercial insurance plan populations.

Competition for the administration of Medicaid plans must be part of the modification.



Direct Primary Care Savings

Lab Charges

Chemistry

Hematology

Urology

Chest X-ray

CT Scan

ER Level 4

Total:

$38.14  

$3524.14  

$1,782.95

$231.79  

$490.94  

$10,955.13

$2,700.18

$19,723.27

$8.00

$70.79

$15.00

$4.50

$18.00

$185

$0

$301.29

Hospital
Charges

Epiphany
Charges

This is an example of a typical Direct Primary Care Savings where the total charges represent 98% savings 
on the Hospital ER charges. This also allows Hospital ER’s to be utilized for their intended purposes - to 
render treatment of injured people and those afflicted with sudden, severe illness.  
Note: Epiphany is a Direct Primary Care practice in southwest Florida.



Under Direct Primary Care What’s Included?

Annual wellness exam

25 additional doctor visits

Annual Pap test

Annual PSA test

Annual Mammogram

Colon Cancer Screen

Annual Labs

Electrocardiogram

Annual Flu Vaccine

COPAYMENTS

Typical cost of services

($200)

($2500)

($150)

($150)

($200)

($25)

($500)

($50)

($30)

(???)

$3,805

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

$0

YOUR SAVINGS

$3,805!
Potential Annual Savings

                                                                       Typical Fee            You Pay

MEMBER BENEFITS



APPENDIX

AMAC wishes to give credit to the following individuals and or organizations for their contribution to the 
accumulation of health care information from which the B.E.S.T. plan was created. 

John C. Goodman, Ph.D., The Independent Institute, “Father of Health Savings Account”
Former Congressman Phil Gingrey, M.D.

United States Senate:
Richard Burr, U.S. Senator North Carolina
Bill Cassidy, M.D., U.S. Senator Louisiana
Chairman Orrin Hatch, U.S. Senator Utah 

United States House of Representatives: 
Congressman John Fleming, M.D., Louisiana’s 4th District
Congressman Joe Heck, D.O., Nevada’s 3rd District
Chairman Tom Price, M.D., Georgia’s 6th District
Congressman Phil Roe, M.D., Tennessee’s 1st District
Congressman Pete Sessions, Texas’s 32nd District
Chairman Fred Upton, Michigan’s 6th District

Scholars:
Joseph Antos, AEI
Michael Cannon, Cato Institute
James C. Capretta, AEI
Scott Gottlieb, M.D., AEI
John R. Graham, National Center for Policy Analysis
Edmund F. Haislmaier, The Heritage Foundation
Beth Haynes, M.D.
Douglas Holtz-Eakin, Ph.D.
Lt. General Jack Klimp
Thomas P. Miller, AEI
Robert E. Moffit, Ph.D., The Heritage Foundation
Ramesh Ponnuru, AEI
Avik Roy, AEI
Kathryn Serkes
Grace-Marie Turner, Galen Institute
David Wilson, AEI

Organizations:
Docs 4 Patient Care Foundation – Lee Gross, M.D. 
AMAC - The Association of Mature American Citizens - Eileen Cook




