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	HEALTHCARE FOR EVERY FAMILY IN GEORGIA’S 13TH DISTRICT
A Free-Market Framework 





Foreword
The experience of working within the American healthcare system provides a perspective that no policy brief fully captures. As Director of Imaging at Piedmont Rockdale Hospital, this author observes, on a weekly basis, the practical consequences of a system that fails to connect coverage with care. Patients who arrive for medically necessary imaging studies; CT, MRI, and X-ray, routinely face unexpected financial obstacles before a single diagnostic procedure is performed. Inquiries about deductibles, coverage determinations, and year-to-date out-of-pocket expenditures precede clinical interactions with regularity. The downstream consequences are well-documented: delayed diagnoses, deferred treatment, and avoidable emergency department utilization that imposes substantially higher costs on both patients and the healthcare system.

This platform draws on more than a decade of direct operational experience within the healthcare system, including management of prior authorization workflows, billing dispute resolution, staffing planning, and patient financial counseling. The policy proposals contained herein are not derived from theoretical models alone; they reflect a sustained engagement with the structural failures that constrain care delivery in communities across Georgia's 13th Congressional District.

This document presents a healthcare reform platform grounded in three core principles: the expansion of genuine market competition, the establishment of a uniform federal coverage floor, and the creation of a targeted federal backstop for pre-existing conditions. It is neither an endorsement of single-payer coverage expansion nor a proposal to eliminate existing consumer protections. It is a carefully constructed framework designed to produce durable, measurable improvements in healthcare access, affordability, and quality for the residents of GA-13.

Jonathan Chavez
Candidate, Georgia's 13th Congressional District


Section I: The Healthcare Crisis in GA-13
Georgia ranks among the states with the highest rates of uninsured residents, holding the third-highest uninsured rate in the nation. Approximately 1.2 million Georgians under the age of 65 lack health insurance coverage entirely. Within the counties comprising Georgia's 13th Congressional District, including Clayton, DeKalb, Rockdale, Henry, and Newton, the consequences of this coverage gap are demonstrably severe. Primary care access is limited in multiple communities, emergency department utilization substitutes for routine medical care in underserved areas, and a serious diagnosis frequently carries the risk of financial catastrophe in addition to its direct health consequences.

	~1.2 million
Uninsured Georgians under 65 (ACS 2024)
	3rd Highest
Georgia's national uninsured ranking



Source: America's Health Rankings / U.S. Census Bureau ACS 2024; Georgia Public Broadcasting, September 2024

	$9,450
Annual individual out-of-pocket maximum (2024)
	$18,900
Annual family out-of-pocket maximum (2024)



Source: HHS / ACA Out-of-Pocket Limit Schedule, 2024

The systemic factors driving these outcomes are well-established. Georgia has not adopted full Medicaid expansion under the Affordable Care Act, creating a coverage gap that leaves adults who earn too little to qualify for marketplace subsidies without an affordable coverage option. Pharmaceutical pricing in the United States consistently runs two to three times the cost of identical medications in comparable economies, a disparity attributable not to market forces but to sustained legislative protection of pharmaceutical pricing discretion. Ground ambulance billing remains largely exempt from the surprise billing protections extended to other emergency services. Most significantly, administrative overhead, encompassing billing, coding, claims adjudication, and prior authorization, consumes approximately thirty cents of every healthcare dollar expended in the United States before any treatment is rendered, according to research published in Health Affairs by Himmelstein and colleagues in 2020.

Congressional responses to these conditions have been characterized by a binary debate between expansion of government insurance programs and rollback of existing consumer protections. Neither approach has adequately engaged the structural question of whether the insurance market itself can be reformed to produce better outcomes. This platform proceeds from the premise that it can, provided the reform framework is correctly constructed.


Section II: The Policy Framework
The primary dysfunction of the American health insurance market is not the existence of market mechanisms per se, but rather the degree to which those mechanisms have been constrained, cartelized, and distorted by decades of fragmented regulation. The result is a system that imposes government-level administrative complexity while simultaneously failing to deliver the price discipline, consumer choice, and competitive efficiency that genuine markets generate. The framework presented in this platform addresses this structural problem directly.

	The central diagnosis is straightforward: the American health insurance market is not, in any meaningful sense, a functioning competitive market. Geographic monopolies, employer-tied coverage structures, opaque pricing systems, and the absence of a uniform national standard have produced a system that fails consumers while protecting incumbents. The objective of this platform is to dismantle those structural barriers and replace them with a framework in which genuine competition, enforceable consumer protections, and targeted public intervention operate in concert.



The framework rests on three interlocking principles. Each is necessary; none is independently sufficient.

Principle I: Genuine Market Competition
The elimination of geographic restrictions on insurance market participation is a prerequisite for competitive pricing. Where insurers are insulated from interstate competition by regulatory structure, market concentration produces premium inflation without corresponding quality improvement. Opening the national market to interstate competition, subject to a uniform federal coverage floor, creates the conditions under which price and quality, rather than geographic incumbency, determine market outcomes.
Principle II: A Uniform Federal Coverage Floor
Interstate competition produces consumer benefit only when it occurs above a defined minimum standard. Without a coverage floor, competitive pressure operates on coverage quality as readily as on price, resulting in a race to produce the least expensive minimally functional product. A uniform national floor establishes the baseline below which no plan may operate, ensuring that market competition improves consumer outcomes rather than degrading them. A single national standard also reduces compliance complexity for insurers operating across multiple states, lowering barriers to market entry and thereby intensifying competition.
Principle III: A Targeted Federal Backstop for Pre-Existing Conditions
Free market mechanisms are effective tools for allocating most goods and services; they are not universally appropriate. In the specific context of insurance coverage for pre-existing medical conditions, market pricing produces outcomes that are structurally inequitable: individuals with documented health histories face premiums that are prohibitive or coverage that is inadequate, not as a consequence of choices they have made but as a direct result of conditions they could not have prevented. A precisely scoped federal backstop for this specific class of conditions resolves the market failure without displacing market mechanisms elsewhere. It is neither a public option nor a single-payer system; it is a targeted intervention calibrated to the point at which market pricing is demonstrably inadequate.

These three principles are mutually dependent. Competition without a coverage floor produces a race to the bottom. A coverage floor without competition protects existing monopolies. A backstop for pre-existing conditions without the first two elements offers limited benefit in a market that remains uncompetitive and structurally deficient. The three elements function as a coherent system and must be implemented as such.


	SECTION 1  OPENING THE MARKET: FIVE STRUCTURAL REFORMS



The five proposals in this section require no new government expenditure. Each addresses a specific structural barrier that prevents effective market competition in the health insurance sector. Each is supported by existing empirical research and, in several cases, by demonstrable real-world precedent.

Reform 1: Interstate Insurance Market Competition
The Problem
Health insurance markets in the United States are organized on a state-by-state basis, with insurers largely confined to operating within individual state regulatory jurisdictions. The consequence in practice is significant market concentration: in Georgia's individual insurance market, a small number of carriers dominate not because of superior products or pricing but because the regulatory structure effectively excludes competitive entry. In Rockdale County, individual market enrollees frequently encounter two or three plan options. A genuinely competitive national market would produce substantially more options, with corresponding downward pressure on premiums and upward pressure on product quality.
The Proposal
Federal legislation authorizing any insurer licensed in any state to offer plans to residents of any other state, subject to the following conditions:
1. Compliance with the federal minimum coverage floor established in Section 2 of this platform
1. Adherence to the consumer protection and solvency regulations of the state in which the enrollee resides, ensuring the insurer's capacity to satisfy claims obligations
1. Standard antitrust enforcement provisions to prevent dominant carriers from using interstate market access as a mechanism for further consolidation rather than genuine competition

	Precedent for this regulatory structure exists in adjacent financial product markets. Property and casualty insurance, life insurance, and banking services operate across state lines under federal regulatory frameworks with state-level consumer protection overlays. The administrative and legal infrastructure for this model is well-established; it has not been applied to health insurance.



Reform 2: Health Savings Account Modernization
The Problem
Health Savings Accounts represent one of the more effective tools available for introducing cost-conscious consumer behavior into healthcare decision-making, yet current statutory constraints significantly limit their utility. Eligibility is conditioned upon enrollment in a high-deductible health plan, a requirement that excludes a substantial portion of the insured population. Contribution limits of $4,150 for individuals and $8,300 for families in 2024 are insufficient to constitute meaningful financial protection against the costs of serious illness, which can reach multiples of these amounts within a single plan year.
The more fundamental issue is economic: cost-conscious consumers are the mechanism through which competitive markets generate price discipline in healthcare. When patients face the full marginal cost of routine care through their own accumulated savings, they compare prices, evaluate options, and make economically rational decisions. This consumer behavior creates incentives for providers to compete on both cost and quality. A statutory framework that limits HSA participation and contribution undermines the market mechanism it purports to support.
The Proposal
1. Removal of the high-deductible health plan enrollment requirement for HSA eligibility, permitting any insured individual to open and fund an account regardless of plan type
1. Expansion of annual contribution limits to $12,000 for individuals and $24,000 for families, with prospective indexing to inflation
1. Conversion to permanent rollover treatment, eliminating the annual use-or-lose pressure that discourages accumulation of meaningful healthcare reserves
1. Authorization of HSA funds for premium expenditures, extending the tool's utility to self-employed individuals, independent contractors, and gig economy workers for whom premium costs represent the primary healthcare financial burden
1. Definitive IRS clarification that Direct Primary Care membership fees constitute qualifying HSA expenditures, resolving regulatory ambiguity that currently suppresses adoption of this care delivery model

	$4,150
Current individual HSA contribution limit (2024)
	$12,000
Proposed individual HSA limit under this platform



Source: IRS Publication 969, Health Savings Accounts and Other Tax-Favored Health Plans, 2024

Reform 3: Association Health Plans
The Problem
The ability to negotiate insurance terms from a position of collective purchasing power is among the most significant structural advantages available to large employers. A hospital system or major corporation with thousands of employees secures group rates, administrative efficiencies, and plan design flexibility that are categorically unavailable to the small business owner, independent contractor, or self-employed professional purchasing coverage in the individual market. This disparity is not a product of market dynamics; it is a consequence of regulatory architecture that permits large employers to self-insure and pool risk while excluding small employers and individuals from comparable arrangements.
The demographic composition of GA-13 makes this structural disadvantage particularly consequential. One in five district residents was born outside the United States, and a significant proportion of the workforce is engaged in self-employment, independent contracting, or employment with small businesses, precisely the population that bears the highest individual market premium burden with the fewest available options.
The Proposal
Federal authorization for small businesses, trade and professional associations, independent contractors, gig economy workers, and self-employed individuals to form purchasing pools and obtain group insurance coverage on equivalent terms to large employer plans, subject to the following conditions:
1. Small business owners in the commercial corridors along US-278 and I-20 east would be eligible to pool employees across businesses and negotiate group premiums at scale
1. Independent operators in the logistics and freight transportation sector, which represents a substantial component of GA-13's employment base, would be eligible to form occupational associations for group coverage purposes
1. Faith institutions, trade associations, and professional organizations would be authorized to serve as plan sponsors for association coverage arrangements
1. Federal guidelines would require that all association plans meet or exceed the uniform coverage floor, ensuring that association structure does not function as a mechanism for circumventing minimum coverage standards

Reform 4: Reference-Based Pricing
The Problem
The negotiated rate structure that governs commercial insurance reimbursement in the United States does not reflect genuine market pricing. Hospital systems establish chargemaster prices at levels that bear no organic relationship to the cost-of-service delivery, frequently five to ten times actual cost, and then negotiate percentage discounts with insurers that produce final reimbursement rates still well above cost. This structure obscures the actual price of care from patients, employers, and policymakers, and perpetuates an arrangement in which administrative negotiation, rather than competitive market dynamics, determines the price of medical services.
Reference-based pricing replaces negotiated rate opacity with a transparent, market-anchored reimbursement standard. By setting reimbursement at a defined percentage of Medicare rates for equivalent services, typically in the range of 150 to 200 percent reference-based pricing establishes a rational connection between reimbursement and service cost. Employers who have adopted reference-based pricing arrangements consistently report cost reductions of 20 to 40 percent with no measurable deterioration in care quality or access, according to RAND Corporation research published in 2019 and 2022.
The Proposal
1. Federal legislation providing explicit legal protection for reference-based pricing arrangements, removing the litigation exposure that currently discourages employer adoption of this model
1. A requirement that any provider receiving federal program funding, which encompasses virtually all hospital systems in GA-13 through Medicare and Medicaid participation, accept reference-based reimbursement as payment in full for emergency services
1. Publication of a comprehensive federal reference rate database covering the 500 most frequently performed procedures, providing a publicly accessible pricing standard for employers, insurers, and patients
1. Transparency requirements mandating that hospitals publish both reference-based and chargemaster rates in accessible, plain-language formats

	20-40%
Documented cost reduction with reference-based pricing
	RAND Corporation, 2019 & 2022
Source



Reform 5: Direct Primary Care
The Problem
The administrative burden imposed by insurance-based billing has fundamentally altered the economics and practice structure of primary care medicine. Physicians in traditional fee-for-service practices manage patient panels of 2,000 to 2,500 individuals, with average appointment durations of fifteen minutes and substantial time allocated to billing, documentation, and prior authorization compliance rather than clinical care. The practical consequences, limited appointment availability, attenuated continuity of care, and reactive rather than preventive clinical relationships, are well-documented.
These conditions are particularly acute in portions of GA-13. In rural Newton County and eastern Rockdale, primary care physician density is insufficient to meet population need. Specialist appointment wait times in these communities regularly extend to multiple months. Emergency department utilization for conditions appropriately managed in primary care settings represents both a quality-of-care concern and a significant cost driver for the healthcare system.
The Proposal
Direct Primary Care is a practice model in which physicians charge a flat monthly membership fee, typically $50 to $100, in exchange for unlimited primary care access, with no insurance billing, no prior authorization requirements, and no per-visit charges. A Direct Primary Care physician manages a patient panel of approximately 600 individuals rather than 2,500, enabling appointment availability, longer visit duration, and genuine continuity of care. When paired with a high-deductible catastrophic insurance plan and an expanded HSA, Direct Primary Care provides working families in GA-13 with a primary care relationship and financial protection at a combined cost potentially lower than current insurance premium expenditure.
1. Definitive IRS clarification establishing Direct Primary Care membership fees as qualifying HSA expenditures, removing the regulatory uncertainty that has limited adoption among the populations that would benefit most
1. Exemption of Direct Primary Care practices from state insurance regulatory frameworks that currently classify monthly membership fees as insurance premiums, a classification that imposes inappropriate regulatory burdens on a non-insurance service arrangement
1. Establishment of a GA-13 Direct Primary Care pilot program through HHS community health grants, targeting Newton County and eastern Rockdale as the communities with the most acute primary care access deficits
1. Creation of a federal tax credit for Direct Primary Care membership fees paid by self-employed individuals, independent contractors, and gig economy workers, extending the financial accessibility of the model to the significant self-employed population in the district's logistics and transportation sector

	A household covering its primary care needs through a Direct Primary Care membership, combined with a catastrophic insurance plan and Health Savings Account contributions, may achieve total healthcare expenditure lower than current premium costs while obtaining substantially improved access to ongoing primary care.





	SECTION 2  THE FEDERAL COVERAGE FLOOR



Competitive market mechanisms produce beneficial outcomes for consumers only when competition operates above an adequately defined minimum standard. Without a uniform coverage floor, interstate market competition creates incentives to offer the least expensive product consistent with technical compliance, rather than the highest-quality product at the most competitive price. The federal coverage floor established by this platform defines the minimum below which no health plan sold in interstate commerce may operate. It replaces the current fragmented patchwork of fifty state regulatory regimes with a single national standard, reducing compliance complexity for insurers, lowering barriers to market entry, and making competition more genuine.

	WHAT THE FLOOR REQUIRES



1.  Essential Health Benefit Categories
All plans offered in interstate commerce must provide coverage for the following categories of essential health benefits. The floor specifies coverage categories rather than individual procedures, preserving competitive flexibility in product design while ensuring that critical categories of care are universally available:
1. Emergency services, with prior authorization prohibited for clinically urgent emergency presentations
1. Hospitalization and inpatient care
1. Outpatient and ambulatory care services
1. Maternity and newborn care
1. Mental health and substance use disorder treatment, at full parity with physical health benefits
1. Prescription drugs, with a minimum formulary covering generic equivalents of the 200 most commonly prescribed medications
1. Rehabilitative and habilitative services
1. Laboratory services and diagnostic imaging
1. Preventive and wellness care, provided at zero cost-sharing
1. Pediatric services, including dental and vision coverage for enrollees under the age of 18

2.  Pre-Existing Condition Protections
All plans must accept applicants on a guaranteed-issue basis during open enrollment periods, without regard to health status. No plan may impose higher premiums, waiting periods, coverage exclusions, or any other coverage limitation on the basis of a pre-existing or current health condition. This protection is absolute and non-negotiable as a component of the coverage floor. The Pre-Existing Condition Coverage Program described in Section 3 addresses the actuarial cost implications for insurers; the consumer protection itself is unconditional.

3.  Community Rating Requirements
Premium variation is permissible only on the basis of age, within a 3-to-1 ratio under which the premium for the oldest enrollees may not exceed three times the premium for the youngest; geographic rating area; and tobacco use, subject to a defined surcharge ceiling. Premium variation based on gender, health status, claims history, occupation, or any other personal characteristic is prohibited.

4.  Annual Out-of-Pocket Expenditure Limits
All plans must cap annual enrollee out-of-pocket expenditures for covered services at defined maximum levels. The current ACA limits, $9,450 for individuals and $18,900 for families in 2024, represent the initial baseline from which this platform would seek reductions as market competition improves plan efficiency. The absence of a meaningful expenditure cap renders insurance coverage inadequate as financial protection against catastrophic illness, undermining the fundamental purpose of coverage.

5.  Prohibition on Lifetime and Annual Benefit Limits
No plan may impose aggregate benefit limits on either a lifetime or an annual basis. The pre-ACA practice of capping lifetime benefits, commonly at $1 million, exposed enrollees facing cancer treatment, neonatal intensive care, or other high-cost conditions to the exhaustion of coverage mid-treatment. The floor prohibits this practice categorically.

6.  Guaranteed Issue and Guaranteed Renewability
All plans must accept applications from any eligible individual during the applicable open enrollment period, without regard to health status or claims history. All plans must renew coverage for existing enrollees upon request, without regard to the number or aggregate cost of claims incurred during the preceding coverage period. The pre-ACA practice of rescinding coverage upon the occurrence of significant claims is explicitly prohibited.

7.  Surprise Billing Prohibition with Enforcement
The No Surprises Act of 2020 established substantive protections against surprise billing but has been inconsistently enforced. The coverage floor codifies these prohibitions with civil monetary penalty structures calibrated to produce genuine deterrence rather than manageable compliance costs. Ground ambulance services, which remain the most significant remaining gap in surprise billing protections, are expressly included within the floor's prohibition.

	WHAT THE FLOOR DOES NOT GOVERN



The floor establishes a minimum standard; it does not impose a ceiling. Above the floor, insurers retain full competitive freedom in the following dimensions:
1. Premium pricing: competitive pressure on premiums is the primary consumer benefit of the interstate market structure
1. Provider network scope and composition: broader networks and preferred specialist access represent genuine competitive differentiation
1. Drug formulary depth: coverage of brand-name medications or specialized therapies above the minimum formulary represents a legitimate competitive product feature
1. Cost-sharing and deductible design: HSA-compatible, zero-deductible, and hybrid designs all remain viable above the floor
1. Value-added services including telehealth integration, care coordination programs, wellness incentive structures, and supplemental benefit offerings

The floor does not prescribe provider reimbursement rates, network adequacy methodologies, plan design architecture above the minimum, or product structure. HMOs, PPOs, EPOs, reference-based pricing arrangements, and Direct Primary Care-compatible products all remain viable plan types. Dental, vision, life, and disability insurance products remain subject exclusively to state regulatory jurisdiction and are entirely outside the scope of the federal coverage floor.


	SECTION 3  PRE-EXISTING CONDITIONS: THE FEDERAL CARVE-OUT PROGRAM



Market pricing is an effective mechanism for allocating most insurance products; it is not appropriate for all of them. In the case of coverage for serious pre-existing medical conditions, actuarially fair pricing produces premiums that are financially inaccessible for the affected population. A person diagnosed with cancer, Type 1 diabetes, or multiple sclerosis cannot prospectively negotiate their coverage needs; they cannot self-insure against a risk that has already materialized; and they cannot benefit from the cost-reducing effect of maintaining good health. Standard market pricing mechanisms, absent structural intervention, consistently produce coverage outcomes for this population that range from prohibitively expensive to functionally inadequate.

The proposal in this section is the most structurally novel component of this platform. It is not derived from existing partisan policy frameworks. It proceeds from a precise identification of the point at which market mechanisms fail, the pricing of insurance against conditions that have already been diagnosed, and proposes a targeted federal intervention calibrated to address that specific failure without displacing market mechanisms in any other context.

	The federal government has operated a functionally analogous program since 1972. The Medicare End-Stage Renal Disease Program provides comprehensive coverage for kidney failure treatment to individuals of any age, regardless of existing private insurance status. The program has operated continuously for over five decades. This platform proposes to extend the same structural logic to the full range of serious pre-existing conditions.



The Model: The Pre-Existing Condition Coverage Program (PCCP)
Program Structure
The Pre-Existing Condition Coverage Program operates as a condition-specific federal carve-out with a reinsurance backstop, utilizing Medicare's existing payment infrastructure. The operational sequence is as follows:
1. An individual applies for private health insurance coverage through the open market and discloses qualifying pre-existing conditions in accordance with HHS clinical standards.
1. Rather than incorporating the cost of those conditions into the plan premium or imposing coverage exclusions, the insurer enrolls the qualifying conditions in the federal PCCP.
1. The private plan provides comprehensive coverage for all services not associated with the carve-out conditions, including emergency services, hospitalization, maternity care, mental health treatment, prescription drugs, and all other essential benefits.
1. The PCCP, operating through Medicare's existing provider networks, payment systems, and administrative infrastructure, covers treatment directly associated with the enrolled carve-out conditions.
1. The private insurer prices the plan on the actuarial basis of a risk pool from which carve-out condition costs have been removed. Premiums reflect the actual risk profile of covered services, producing materially lower rates for affected individuals.

Qualifying Conditions
The qualifying condition registry is established by Congress through legislation and maintained by the Department of Health and Human Services through regulatory processes. The initial registry reflects the conditions that rendered individuals uninsurable in the pre-ACA individual market:

	1. Cancer (history of or active treatment)
1. Type 1 and Type 2 diabetes
1. Heart disease and prior cardiac events
1. HIV/AIDS
1. Multiple sclerosis
1. Lupus and autoimmune disorders
	1. Severe asthma and chronic obstructive pulmonary disease
1. Mental health conditions requiring ongoing pharmacological or clinical treatment
1. Epilepsy and seizure disorders
1. Organ transplant recipients
1. Chronic kidney disease
1. Hemophilia and related blood disorders



Enrollment eligibility is determined by documented physician diagnosis meeting HHS-specified clinical criteria. The registry is defined by objective clinical standards, not by insurer discretion or claims administrator judgment.

Lifetime Enrollment
Upon qualifying for PCCP enrollment for a specific condition, an individual is enrolled for life with respect to that condition. No periodic re-evaluation, annual renewal process, or re-qualification requirement applies to PCCP enrollment. This design reflects the recognition that coverage certainty is a material component of the value provided by the program. Individuals managing serious chronic or episodic conditions require stable coverage assurance in order to make informed employment, residential, and family planning decisions. An enrollment structure subject to periodic re-evaluation would reintroduce the coverage uncertainty that the program is designed to eliminate.

Program Funding
The PCCP is funded through a dedicated revenue mechanism, maintained separately from general appropriations, to ensure fiscal transparency and program accountability:
1. A dedicated payroll tax assessed on both employers and employees, structured analogously to the Medicare Part A hospital insurance tax, with revenue dedicated exclusively to PCCP operations and isolated from general revenue fluctuations
1. A risk-adjustment assessment levied on private insurers whose risk pool composition benefits from the carve-out structure, reflecting a partial offset of federal cost by the private market participants whose premium structures are improved by the program
1. Documented federal offsets from reduced emergency department expenditure, reduced late-stage treatment costs, and reduced Medicaid dependency among individuals whose conditions were previously uninsured or underinsured

The fiscal case for the PCCP rests on a recognition that the relevant comparison is not between program cost and zero expenditure, but between program cost and the cost of the status quo. High-cost enrollees with unmanaged pre-existing conditions generate substantial expenditure through emergency services, late-stage disease treatment, and public program utilization. The PCCP converts this crisis-driven, high-unit-cost expenditure into planned, preventive, lower-unit-cost treatment. The actuarial improvement in private market risk pools, producing broader enrollment, better risk distribution, and lower premiums, generates system-wide savings that partially offset federal program costs.

	ESTABLISHED PRECEDENTS FOR THE PCCP MODEL



	Program
	Mechanism
	Relevance to PCCP

	Medicare ESRD Program (1972 to present)
	Federal coverage of kidney failure treatment for all ages, irrespective of private insurance status
	Validates the operational feasibility of condition-specific federal carve-outs at national scale across more than five decades of continuous operation

	State High-Risk Pools (pre-ACA)
	State-administered subsidized insurance pools for individuals denied coverage in the private market
	Validates the structural concept; documented failures attributable to chronic underfunding and premium design errors, not to the carve-out model itself

	Alaska Reinsurance Program (2018)
	State reimbursement of private insurers for claims above a defined cost threshold
	Documents a 22% average premium reduction in the initial program year, demonstrating reinsurance efficacy at the state level

	ACA Section 1341 Federal Reinsurance
	Federal reinsurance contributions reduced premium growth during the ACA transition period
	Demonstrates that federal backstop mechanisms can stabilize private market premiums without displacing the private insurance market structure





	SECTION 4  POLICY OBJECTIONS AND ANALYTICAL RESPONSES



A rigorous policy platform engages directly with its strongest critics. The following section addresses the five most substantive analytical objections to this platform's proposals, providing responses grounded in available evidence and legislative precedent.

Objection 1: Minimum Compliance Without Functional Access
The Objection
Insurers operating under a coverage floor may achieve technical compliance while rendering coverage functionally inaccessible through narrow provider networks, maximum permissible deductibles, and systematic prior authorization requirements producing plans that satisfy the letter of the floor while defeating its purpose.
The Response
This objection identifies a genuine implementation risk that the legislative design of the floor must directly address. The coverage floor must specify operational access standards, not merely benefit categories. Mandatory elements must include maximum appointment scheduling intervals for in-network specialist care, defined restrictions on prior authorization requirements for clinically urgent services, a federal coverage dispute appeals process with binding resolution timelines, and network adequacy standards calibrated to the geographic and demographic characteristics of the relevant service area. A coverage floor defined exclusively by service categories is insufficient; a floor that also specifies access standards substantially narrows the space available for technical compliance without functional performance.

Objection 2: PCCP Fiscal Sustainability
The Objection
Transferring the cost of insuring pre-existing conditions from the private market to a federal program represents a significant new government expenditure commitment, potentially of a magnitude that cannot be sustained without adding to the federal deficit.
The Response
The fiscal framing of this objection misidentifies the relevant comparison. The costs associated with insuring individuals with serious pre-existing conditions are not presently absent from the system; they are presently distributed across the most expensive, least efficient cost-generating mechanisms available emergency department treatment of unmanaged chronic conditions, late-stage disease intervention, medical bankruptcy and associated system costs, and Medicaid enrollment of individuals who have exhausted private resources. The PCCP converts reactive, high-unit-cost expenditure into proactive, planned, lower-unit-cost care. The dedicated payroll tax and insurer risk-adjustment assessment provide a revenue base that does not draw on general appropriations. The actuarial improvement in private market risk pools, combined with the reduction in high-cost crisis care utilization, produces offsetting savings that improve the net fiscal position relative to the status quo baseline.

Objection 3: Clinical Attribution Complexity
The Objection
Adjudicating whether a given claim, such as an acute cardiac event in a patient with pre-existing diabetes, falls within the PCCP carve-out or the private plan's coverage obligation will generate administrative disputes of sufficient volume and complexity to materially impair program functionality.
The Response
Clinical attribution determinations are not a novel administrative challenge. Workers' compensation programs routinely adjudicate whether specific conditions are occupationally caused or pre-existing. Medicare secondary payer rules require determinations about coverage responsibility across multiple payers. Disability adjudication programs apply clinical attribution standards daily. The medical community has well-developed methodologies for these determinations. The PCCP requires HHS to formalize these existing clinical practices into published attribution standards, developed in consultation with the relevant medical specialty societies, and to establish a fast-track independent clinical review process for disputed attributions with defined resolution timelines. The administrative cost of maintaining these standards is a predictable program expense, not an intractable problem.

Objection 4: Program Stigmatization
The Objection
Enrollment in a federally administered program for pre-existing conditions creates a separate classification for affected individuals that may carry stigma and produce differential treatment in clinical or administrative contexts.
The Response
The current system produces the most consequential form of differential treatment available: individuals with pre-existing conditions are either priced out of coverage or enrolled in plans with structurally inadequate coverage for their conditions. The PCCP eliminates this differential without creating patient-facing classification distinctions. Enrolled individuals carry standard private insurance cards, access care through the same provider networks as non-enrolled individuals, and receive treatment under equivalent clinical protocols. The only operational distinction is in the payment routing for treatment of specific conditions, a back-office administrative function invisible to the patient and to the treating clinician. The individual is not classified differently in any clinical, administrative, or insurance context visible to the patient.

Objection 5: Characterization as Government Expansion
The Objection
Establishing a federal program to cover pre-existing conditions, regardless of its scope, constitutes an expansion of government's role in healthcare that is inconsistent with a market-oriented reform agenda.
The Response
The PCCP is a narrowly scoped federal intervention at precisely the point where market mechanisms cannot produce equitable outcomes. Free markets allocate goods and services efficiently in contexts where consumers can make prospective decisions, prices are observable, and the relevant risks are manageable through diversification. None of these conditions applies to insurance for conditions that have already been diagnosed. The PCCP does not displace market mechanisms in any context where they function adequately. It addresses a defined market failure the actuarial pricing of uninsurable risk with a precisely calibrated public instrument. Every other element of this platform, including premiums, plan design, provider network construction, and consumer choice, remains within the private market. A principled commitment to market mechanisms requires recognizing the boundaries of their appropriate application, not deploying them in contexts where they structurally cannot deliver equitable outcomes.


	SECTION 5  LEGISLATIVE AGENDA



The credibility of a policy platform depends on its conversion into specific, accountable legislative commitments. The following agenda specifies the legislation to be introduced, the committees through which each bill will be advanced, and the coalition-building strategy appropriate to each proposal's political dynamics. The timeline is organized by realistic legislative feasibility given the coalition requirements and committee jurisdictions involved.

	YEAR ONE LEGISLATIVE PRIORITIES



The American Health Market Competition Act
Interstate insurance market competition legislation incorporating the federal coverage floor described in Section 2 of this platform. This legislation will be introduced within the first 60 days of the congressional term. The bill will be developed with bipartisan co-sponsors, as the combination of market expansion and consumer protection provisions has demonstrated cross-party appeal when framed on the merits rather than as a partisan instrument. Primary committee jurisdiction is anticipated in the House Committee on Energy and Commerce, with potential concurrent referral to the Committee on Ways and Means for the tax-related coverage floor provisions.

The HSA Modernization and Expansion Act
Legislation codifying the Health Savings Account reforms described in Section 1: elimination of the high-deductible plan enrollment prerequisite, expansion of annual contribution limits to $12,000 (individual) and $24,000 (family) with inflation indexing, conversion to permanent rollover treatment, HSA authorization for premium expenditures, and definitive classification of Direct Primary Care membership fees as qualifying HSA expenses. This legislation will be developed through the Committee on Ways and Means, with outreach to members with established records on tax-advantaged savings vehicle policy.

The No Surprises Act Enforcement Strengthening Act
Legislation amending the No Surprises Act to impose civil monetary penalties of sufficient magnitude to create genuine deterrence, establishing an independent federal enforcement mechanism not contingent on state insurance commissioner action, and explicitly extending the surprise billing prohibition to ground ambulance services. This bill is narrowly scoped with broad constituent support across party lines and will be pursued with bipartisan co-sponsorship from the outset.

	YEAR TWO LEGISLATIVE PRIORITIES



The Pre-Existing Condition Coverage Program Act
The comprehensive PCCP legislation, encompassing the qualifying condition registry, the enrollment mechanism, the payment infrastructure utilizing Medicare's existing administrative systems, the dedicated payroll tax and insurer risk-adjustment funding structure, the HHS-administered clinical attribution standards, and the lifetime enrollment guarantee. This legislation requires the most extensive pre-introduction preparation of any bill in this platform. Year one will be devoted to committee relationship development, independent research record construction, CBO scoring preparation, and coalition development among co-sponsors in both chambers. Target introduction in the second quarter of the second congressional year, with committee hearing as the year-two objective.

The GA-13 Direct Primary Care Access Act
Legislation establishing HHS community health grant funding designated for Direct Primary Care practice development in Newton County and eastern Rockdale, paired with a federal tax credit for Direct Primary Care membership fees paid by self-employed individuals and independent contractors. This bill is of narrow scope and may be viable as an amendment to a broader healthcare or appropriations vehicle in the second session.

The Association Health Plan Modernization Act
Legislation expanding federal authorization for association health plans with explicit coverage floor compliance requirements, permitting small businesses, trade associations, independent contractors, and self-employed individuals across GA-13 to obtain group purchasing terms while ensuring that association structures do not function as vehicles for offering coverage below the minimum standard.

	LEGISLATIVE POSITIONS THIS PLATFORM WILL NOT SUPPORT



The following positions are stated explicitly for purposes of constituent accountability:
1. Any legislation that eliminates, weakens, or creates exceptions to pre-existing condition coverage protections in any form
1. Any legislation permitting the reinstatement of annual or lifetime benefit limits in health insurance plans
1. Any legislation that reduces Medicaid funding or disrupts program structure without a fully funded, operationally equivalent replacement covering the affected enrollee population
1. Any legislation that reduces competitive market participation through regulatory consolidation favoring incumbent insurers
1. Any legislation that increases enrollee out-of-pocket maximums without documented and corresponding reductions in plan premiums


Conclusion
The healthcare challenges confronting residents of Georgia's 13th Congressional District are not abstract policy questions; they manifest daily in clinical settings, in household budgets, and in the medical decisions that families are compelled to defer or forgo due to financial constraint. As a healthcare administrator with direct operational responsibility for a significant portion of the diagnostic imaging services delivered to this community, this author has observed these consequences in concrete and specific terms.

The platform presented in this document represents a considered analytical response to those conditions. It does not propose the wholesale expansion of government insurance programs. It does not propose the elimination of the consumer protections that currently prevent the worst market abuses. It proposes a structurally coherent framework in which genuine market competition, a uniform minimum standard, and a precisely targeted federal backstop operate in combination to produce outcomes better than any single element could achieve alone.

The work required to advance this agenda in Congress is substantial. It demands rigorous legislative drafting, sustained coalition development, the capacity to engage complex policy objections in technical detail, and the discipline to defend a nuanced position against simplification pressure from both ends of the political spectrum. These are the demands of serious legislative work, and this platform is offered in that spirit.

The families of GA-13 are entitled to a representative who approaches healthcare policy with the same rigor and accountability that they bring to managing their own healthcare circumstances. This platform is this candidate's commitment to that standard.

Jonathan Chavez, 
Candidate, Georgia's 13th Congressional District
Director of Imaging, Piedmont Rockdale Hospital, Conyers, Georgia
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