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Appendix D from GMCB 2015 Annual Report 

 

Appendix D: Full listing of GMCB Powers & Authorities 
 

The Vermont Legislature established the Green Mountain Care Board and delegated powers and duties 
to it in Act 48 of 2011. Most of the statutes defining the Board and its roles appear at sections 9371- 
9381 of Title 18 of Vermont Statutes Annotated. The specific sections containing the Board’s powers 
and duties are reproduced in full below. Section 1822 of Title 33, which sets out the determinations the 
Board must make before Green Mountain Care can be implemented, is also reproduced in full below. 

 
As set forth in 18 V.S.A. § 9375(b) (6)-(8) (see below), the Board has jurisdiction over health insurance 
rate review, hospital budget review, and certificate of need review.  The specific statutes governing 
those review processes are not reproduced in this Appendix, and can be found in Vermont Statutes 
Annotated as follows: 
Health insurance rate review: 8 V.S.A. § 4062 
Hospital budget review:  18 V.S.A. §§ 9453-9457 
Certificate of need review:  18 V.S.A. §§ 9431-9446 

 
18 V.S.A. § 9372. Purpose 

It is the intent of the general assembly to create an independent board to promote the general good 
of the state by: 

(1) improving the health of the population; 
(2) reducing the per-capita rate of growth in expenditures for health services in Vermont across all 

payers while ensuring that access to care and quality of care are not compromised; 
(3) enhancing the patient and health care professional experience of care; 
(4) recruiting and retaining high-quality health care professionals; and 
(5) achieving administrative simplification in health care financing and delivery. 

 
18 V.S.A. § 9374. Board membership; authority 

(a)(1) On July 1, 2011, the Green Mountain Care board is created and shall consist of a chair and four 
members. The chair and all of the members shall be state employees and shall be exempt from the state 
classified system. The chair shall receive compensation equal to that of a superior judge, and the 
compensation for the remaining members shall be two-thirds of the amount received by the chair. 

(2) The chair and the members of the board shall be nominated by the Green Mountain Care 
board nominating committee established in subchapter 2 of this chapter using the qualifications 
described in section 9392 of this chapter and shall be otherwise appointed and confirmed in the manner 
of a superior judge. The governor shall not appoint a nominee who was denied confirmation by the 
senate within the past six years. 

(b)(1) The initial term of the chair shall be seven years, and the term of the chair shall be six years 
thereafter. 

(2) The term of each member other than the chair shall be six years, except that of the members 
first appointed, one each shall serve a term of three years, four years, five years, and six years. 

(3) Subject to the nomination and appointment process, a member may serve more than one 
term.  

(4) Members of the board may be removed only for cause. The board shall adopt rules pursuant 
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to 3 V.S.A. chapter 25 to define the basis and process for removal. 
(c)(1) No board member shall, during his or her term or terms on the board, be an officer of, director 

of, organizer of, employee of, consultant to, or attorney for any person subject to supervision or 
regulation by the board; provided that for a health care practitioner, the employment restriction in this 
subdivision shall apply only to administrative or managerial employment or affiliation with a hospital or 
other health care facility, as defined in section 9432 of this title, and shall not be construed to limit 
generally the ability of the health care practitioner to practice his or her profession. 

(2) No board member shall participate in creating or applying any law, rule, or policy or in making 
any other determination if the board member, individually or as a fiduciary, or the board member's 
spouse, parent, or child wherever residing or any other member of the board member's family residing 
in his or her household has an economic interest in the matter before the board or has any more than a 
de minimus interest that could be substantially affected by the proceeding. 

(3) The prohibitions contained in subdivisions (1) and (2) of this subsection shall not be construed 
to prohibit a board member from, or require a board member to recuse himself or herself from board 
activities as a result of, any of the following: 

(A) being an insurance policyholder or from receiving health services on the same terms as are 
available to the public generally; 

(B) owning a stock, bond, or other security in an entity subject to supervision or regulation by 
the board that is purchased by or through a mutual fund, blind trust, or other mechanism where a 
person other than the board member chooses the stock, bond, or security; or 

(C) receiving retirement benefits through a defined benefit plan from an entity subject to 
supervision or regulation by the board. 

(4) No board member shall, during his or her term or terms on the board, solicit, engage in 
negotiations for, or otherwise discuss future employment or a future business relationship of any kind 
with any person subject to supervision or regulation by the board. 

(5) No board member may appear before the board or any other state agency on behalf of a 
person subject to supervision or regulation by the board for a period of one year following his or her last 
day as a member of the Green Mountain Care board. 

(d) The chair shall have general charge of the offices and employees of the board but may hire a 
director to oversee the administration and operation. 

(e)(1) The board shall establish a consumer, patient, business, and health care professional advisory 
group to provide input and recommendations to the board. Members of such advisory group who are 
not state employees or whose participation is not supported through their employment or association 
shall receive per diem compensation and reimbursement of expenses pursuant to 32 V.S.A. § 1010, 
provided that the total amount expended for such compensation shall not exceed $5,000.00 per year. 

(2) The board may establish additional advisory groups and subcommittees as needed to carry out 
its duties. The board shall appoint diverse health care professionals to the additional advisory groups 
and subcommittees as appropriate. 

(f) In carrying out its duties pursuant to this chapter, the board shall seek the advice of the state 
health care ombudsman established in 8 V.S.A. § 4089w. The state health care ombudsman shall advise 
the board regarding the policies, procedures, and rules established pursuant to this chapter. The 
ombudsman shall represent the interests of Vermont patients and Vermont consumers of health 
insurance and may suggest policies, procedures, or rules to the board in order to protect patients' and 
consumers' interests. 

(g) The chair of the board or designee may apply for grant funding, if available, to advance or support 
any responsibility within the board's jurisdiction. 

(h)(1) Expenses incurred to obtain information, analyze expenditures, review hospital budgets, and 
for any other contracts authorized by the board shall be borne as follows: 

(A) 40 percent by the state from state monies; 
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(B) 15 percent by the hospitals; 
(C) 15 percent by nonprofit hospital and medical service corporations licensed under 8 V.S.A. 

chapter 123 or 125; 

(D) 15 percent by health insurance companies licensed under 8 V.S.A. chapter 101; and 
(E) 15 percent by health maintenance organizations licensed under 8 V.S.A. chapter 139. 

(2) Expenses under subdivision (1) of this subsection shall be billed to persons licensed under Title 
8 based on premiums paid for health care coverage, which for the purposes of this section shall include 
major medical, comprehensive medical, hospital or surgical coverage, and comprehensive health care 
services plans, but shall not include long-term care or limited benefits, disability, credit or stop loss, or 
excess loss insurance coverage. 

(i) In addition to any other penalties and in order to enforce the provisions of this chapter and 
empower the board to perform its duties, the chair of the board may issue subpoenas, examine persons, 
administer oaths, and require production of papers and records. Any subpoena or notice to produce 
may be served by registered or certified mail or in person by an agent of the chair. Service by registered 
or certified mail shall be effective three business days after mailing. Any subpoena or notice to produce 
shall provide at least six business days' time from service within which to comply, except that the chair 
may shorten the time for compliance for good cause shown. Any subpoena or notice to produce sent by 
registered or certified mail, postage prepaid, shall constitute service on the person to whom it is 
addressed. Each witness who appears before the chair under subpoena shall receive a fee and mileage 
as provided for witnesses in civil cases in superior courts; provided, however, 
any person subject to the board's authority shall not be eligible to receive fees or mileage under this 
section. 

(j) A person who fails or refuses to appear, to testify, or to produce papers or records for examination 
before the chair upon properly being ordered to do so may be assessed an administrative penalty by the 
chair of not more than $2,000.00 for each day of noncompliance and proceeded against as provided in 
the Administrative Procedure Act, and the chair may recommend to the appropriate licensing entity that 
the person's authority to do business be suspended for up to six months. 

 
18 V.S.A. § 9375. Duties 

(a) The board shall execute its duties consistent with the principles expressed in 18 V.S.A. § 9371. 
(b) The board shall have the following duties: 

(1) Oversee the development and implementation, and evaluate the effectiveness, of health 
care payment and delivery system reforms designed to control the rate of growth in health care costs 
and maintain health care quality in Vermont, including ensuring that the payment reform pilot projects 
set forth in this chapter are consistent with such reforms. 

(A) Implement by rule, pursuant to 3 V.S.A. chapter 25, methodologies for achieving 
payment reform and containing costs, which may include the creation of health care professional cost- 
containment targets, global payments, bundled payments, global budgets, risk-adjusted capitated 
payments, or other uniform payment methods and amounts for integrated delivery systems, health care 
professionals, or other provider arrangements. 

(B) Prior to the initial adoption of the rules described in subdivision (A) of this subdivision 
(1), report the board's proposed methodologies to the house committee on health care and the senate 
committee on health and welfare. 

(C) In developing methodologies pursuant to subdivision (A) of this subdivision (1), engage 
Vermonters in seeking ways to equitably distribute health services while acknowledging the connection 
between fair and sustainable payment and access to health care. 

(D) Nothing in this subdivision (1) shall be construed to limit the authority of other agencies 
or departments of state government to engage in additional cost-containment activities to the extent 
permitted by state and federal law. 
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(2) Review and approve Vermont's statewide health information technology plan pursuant to 
section 9351 of this title to ensure that the necessary infrastructure is in place to enable the state to 
achieve the principles expressed in section 9371 of this title. 

(3) Review and approve the health care workforce development strategic plan created in 
chapter 222 of this title. 

(4) Review the health resource allocation plan created in chapter 221 of this title. 
(5) Set rates for health care professionals pursuant to section 9376 of this title, to be 

implemented over time, and make adjustments to the rules on reimbursement methodologies as 
needed. 

(6) Approve, modify, or disapprove requests for health insurance rates pursuant to 8 V.S.A. § 
4062 within 30 days of receipt of a request for approval from the commissioner of financial regulation, 
taking into consideration the requirements in the underlying statutes, changes in health care delivery, 
changes in payment methods and amounts, and other issues at the discretion of the board; 

(7) Review and establish hospital budgets pursuant to chapter 221, subchapter 7 of this title, 
beginning July 1, 2012. 

(8) Review and approve, approve with conditions, or deny applications for certificates of need 
pursuant to chapter 221, subchapter 5 of this title, beginning January 1, 2013. 

(9) Prior to the adoption of rules, review and approve, with recommendations from the 
commissioner of Vermont health access, the benefit package or packages for qualified health benefit 
plans pursuant to 33 V.S.A. chapter 18, subchapter 1 no later than January 1, 2013. The board shall 
report to the house committee on health care and the senate committee on health and welfare within 
15 days following its approval of the initial benefit package and any subsequent substantive changes to 
the benefit package. 

(10) Develop and maintain a method for evaluating system-wide performance and quality, 
including identification of the appropriate process and outcome measures: 

(A) for determining public and health care professional satisfaction with the health system; 
(B) for utilization of health services; 
(C) in consultation with the department of health and the director of the Blueprint for 

Health, for quality of health services and the effectiveness of prevention and health promotion 
programs; 

 

 
 

this state; 

(D) for cost-containment and limiting the growth in health care expenditures; 
(E) for determining the adequacy of the supply and distribution of health care resources in 

 
(F) to address access to and quality of mental health and substance abuse services; and 
(G) for other measures as determined by the board. 



44 

 
Michael Donofrio  Testimony to Senate Finance Committee 
General counsel, GMCB  February 19, 2015 
 

 

(11) Develop the unified health care budget pursuant to section 9375a of this title. 
(12) Review data regarding mental health and substance abuse treatment reported to the 

department of financial regulation pursuant to 8 V.S.A. § 4089b(g)(1)(G) and discuss such information, 
as appropriate, with the mental health technical advisory group established pursuant to subdivision 
9374(e)(2) of this title. 

(c) The board shall have the following duties related to Green Mountain Care: 
(1) Prior to implementing Green Mountain Care, consider recommendations from the agency of 

human services, and define the Green Mountain Care benefit package within the parameters 
established in 33 V.S.A. chapter 18, subchapter 2, to be adopted by the agency by rule. 

(2) When providing its recommendations for the benefit package pursuant to subdivision (1) of 
this subsection, the agency of human services shall present a report on the benefit package proposal to 
the house committee on health care and the senate committee on health and welfare. The report shall 
describe the covered services to be included in the Green Mountain Care benefit package and any cost- 
sharing requirements. If the general assembly is not in session at the time that the agency makes its 
recommendations, the agency shall send its report electronically or by first class mail to each member of 
the house committee on health care and the senate committee on health and welfare. 
(3) Prior to implementing Green Mountain Care and annually after implementation, recommend to the 
general assembly and the governor a three-year Green Mountain Care budget pursuant to 32 V.S.A. 
chapter 5, to be adjusted annually in response to realized revenues and expenditures, that reflects any 
modifications to the benefit package and includes recommended appropriations, revenue estimates, 
and necessary modifications to tax rates and other assessments. 

 
18 V.S.A. § 9375a. Expenditure analysis; unified health care budget 

(a) Annually, the board shall develop a unified health care budget and develop an expenditure 
analysis to promote the policies set forth in sections 9371 and 9372 of this title. 

(1) The budget shall: 
(A) Serve as a guideline within which health care costs are controlled, resources directed, and 

quality and access assured. 
(B) Identify the total amount of money that has been and is projected to be expended annually 

for all health care services provided by health care facilities and providers in Vermont and for all health 
care services provided to residents of this state. 

(C) Identify any inconsistencies with the state health plan and the health resource allocation 
plan. 
(D) Analyze health care costs and the impact of the budget on those who receive, provide, and 
pay for health care services. 

(2) The board shall enter into discussions with health care facilities and with health care provider 
bargaining groups created under section 9409 of this title concerning matters related to the unified 
health care budget. 

(b)(1) Annually the board shall prepare a three-year projection of health care expenditures made on 
behalf of Vermont residents, based on the format of the health care budget and expenditure analysis 
adopted by the board under this section, projecting expenditures in broad sectors such as hospital, 
physician, home health, or pharmacy. The projection shall include estimates for: 

(A) expenditures for the health plans of any hospital and medical service corporation, health 
maintenance organization, Medicaid program, or other health plan regulated by this state which covers 
more than five percent of the state population; and 

(B) expenditures for Medicare, all self-insured employers, and all other health insurance. 
(2) Each health plan payer identified under subdivision (1)(A) of this subsection may comment on 

the board’s proposed projections, including comments concerning whether the plan agrees with the 
proposed projection, alternative projections developed by the plan, and a description of what 
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mechanisms, if any, the plan has identified to reduce its health care expenditures. Comments may also 
include a comparison of the plan's actual expenditures with the applicable projections for the prior year 
and an evaluation of the efficacy of any cost containment efforts the plan has made. 

(3) The board’s projections prepared under this subsection shall be used as a tool in the 
evaluation of health insurance rate and trend filings with the department of financial regulation, and 
shall be made available in connection with the hospital budget review process under subchapter 7 of 
this chapter, the certificate of need process under subchapter 5 of this chapter, and the development of 
the health resource allocation plan. 

(4) The board shall prepare a report of the final projections made under this subsection and file 
the report with the general assembly on or before January 15 of each year. 

 
18 V.S.A. § 9376. Payment amounts; methods 

(a) It is the intent of the general assembly to ensure payments to health care professionals that are 
consistent with efficiency, economy, and quality of care and will permit them to provide, on a solvent 
basis, effective and efficient health services that are in the public interest. It is also the intent of the 
general assembly to eliminate the shift of costs between the payers of health services to ensure that 
the amount paid to health care professionals is sufficient to enlist enough providers to ensure that 
health services are available to all Vermonters and are distributed equitably. 

(b)(1) The board shall set reasonable rates for health care professionals, health care provider 
bargaining groups created pursuant to section 9409 of this title, manufacturers of prescribed products, 
medical supply companies, and other companies providing health services or health supplies based on 
methodologies pursuant to section 9375 of this title, in order to have a consistent reimbursement 
amount accepted by these persons. In its discretion, the board may implement rate-setting for different 
groups of health care professionals over time and need not set rates for all types of health care 
professionals. In establishing rates, the board may consider legitimate differences in costs among health 
care professionals, such as the cost of providing a specific necessary service or services that may not be 
available elsewhere in the state, and the need for health care professionals in particular areas of the 
state, particularly in underserved geographic or practice shortage areas. 

(2) Nothing in this subsection shall be construed to limit the ability of a health care professional to 
accept less than the rate established in subdivision (1) of this subsection from a patient without health 
insurance or other coverage for the service or services received. 

(c) The board shall approve payment methodologies that encourage cost-containment; provision of 
high-quality, evidence-based health services in an integrated setting; patient self-management; access 
to primary care health services for underserved individuals, populations, and areas; and healthy 
lifestyles. Such methodologies shall be consistent with payment reform and with evidence-based 
practices, and may include fee-for-service payments if the board determines such payments to be 
appropriate. 

(d) To the extent required to avoid federal antitrust violations and in furtherance of the policy 
identified in subsection (a) of this section, the board shall facilitate and supervise the participation of 
health care professionals and health care provider bargaining groups in the process described in 
subsection (b) of this section. 

 
  



46 

 
Michael Donofrio  Testimony to Senate Finance Committee 
General counsel, GMCB  February 19, 2015 
 

 

18 V.S.A. § 9377. Payment reform; pilots 
(a) It is the intent of the general assembly to achieve the principles stated in section 9371 of this title. 

In order to achieve this goal and to ensure the success of health care reform, it is the intent of the 
general assembly that payment reform be implemented and that payment reform be carried out as 
described in this section. It is also the intent of the general assembly to ensure sufficient state 
involvement and action in the design and implementation of the payment reform pilot projects 
described in this section to comply with federal and state antitrust provisions by replacing competition 
between payers and others with state-supervised cooperation and regulation. 

(b)(1) The board shall be responsible for payment and delivery system reform, including the pilot 
projects established in this section. 

(2) Payment reform pilot projects shall be developed and implemented to manage the costs of 
the health care delivery system, improve health outcomes for Vermonters, provide a positive health 
care experience for patients and health care professionals, and further the following objectives: 

(A) payment reform pilot projects should align with the Blueprint for Health strategic plan and 
the statewide health information technology plan; 

(B) health care professionals should coordinate patient care through a local entity or 
organization facilitating this coordination or another structure which results in the coordination of 
patient care and a sustained focus on disease prevention and promotion of wellness that includes 
individuals, employers, and communities; 

(C) health insurers, Medicaid, Medicare, and all other payers should reimburse health 
care professionals for coordinating patient care through consistent payment methodologies, which 
may include a global budget; a system of cost containment limits, health outcome measures, and 
patient consumer satisfaction targets which may include risk-sharing or other incentives designed 
to reduce costs while maintaining or improving health outcomes and patient consumer 
satisfaction; or another payment method providing an incentive to coordinate care and control 
cost growth; 

(D) the scope of services in any capitated payment should be broad and comprehensive, 
including prescription drugs, diagnostic services, acute and sub-acute home health services, services 
received in a hospital, mental health and substance abuse services, and services from a licensed health 
care practitioner; and 

(E) health insurers, Medicaid, Medicare, and all other payers should reimburse health care 
professionals for providing the full spectrum of evidence-based health services. 

(3) In addition to the objectives identified in subdivision (a)(2) of this section, the design and 
implementation of payment reform pilot projects may consider: 

(A) alignment with the requirements of federal law to ensure the full participation of Medicare 
in multipayer payment reform; and 

(B) with input from long-term care providers, the inclusion of home health services and long- 
term care services as part of capitated payments. 

(c) To the extent required to avoid federal antitrust violations, the board shall facilitate and supervise 
the participation of health care professionals, health care facilities, and insurers in the planning and 
implementation of the payment reform pilot projects, including by creating a shared incentive pool if 
appropriate. The board shall ensure that the process and implementation include sufficient state 
supervision over these entities to comply with federal antitrust provisions and shall refer to the attorney 
general for appropriate action the activities of any individual or entity that the board determines, after 
notice and an opportunity to be heard, violate state or federal antitrust laws without a countervailing 
benefit of improving patient care, improving access to health care, increasing efficiency, or reducing 
costs by modifying payment methods. 

(d) The board or designee shall apply for grant funding, if available, for the evaluation of the pilot 
projects described in this section. 
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(e) The board or designee shall convene a broad-based group of stakeholders, including health care 
professionals who provide health services, health insurers, professional organizations, community and 
nonprofit groups, consumers, businesses, school districts, the state health care ombudsman, and state 
and local governments, to advise the board in developing and implementing the pilot projects and to 
advise the Green Mountain Care board in setting overall policy goals. 

(f) The first pilot project shall become operational no later than July 1, 2012, and two or more 
additional pilot projects shall become operational no later than October 1, 2012. 

(g)(1) Health insurers shall participate in the development of the payment reform strategic plan for 
the pilot projects and in the implementation of the pilot projects, including providing incentives, fees, or 
payment methods, as required in this section. This requirement may be enforced by the department of 
financial regulation to the same extent as the requirement to participate in the Blueprint for Health 
pursuant to 8 V.S.A. § 4088h. 

(2) The board may establish procedures to exempt or limit the participation of health insurers 
offering a stand-alone dental plan or specific disease or other limited-benefit coverage or participation 
by insurers with a minimal number of covered lives as defined by the board, in consultation with the 
commissioner of financial regulation. Health insurers shall be exempt from participation if the insurer 
offers only benefit plans which are paid directly to the individual insured or the insured's assigned 
beneficiaries and for which the amount of the benefit is not based upon potential medical costs or 
actual costs incurred. 

(3) In the event that the secretary of human services is denied permission from the Centers for 
Medicare and Medicaid Services to include financial participation by Medicare in the pilot projects, 
health insurers shall not be required to cover the costs associated with individuals covered by Medicare. 

(4) After implementation of the pilot projects described in this subchapter, health insurers shall 
have appeal rights pursuant to section 9381 of this title. 

 
18 V.S.A. § 9377a. Prior authorization pilot program 

(a) The Green Mountain Care Board shall develop and implement a pilot program or programs for the 
purpose of measuring the change in system costs within primary care associated with eliminating prior 
authorization requirements for imaging, medical procedures, prescription drugs, and home care. The 
program shall be designed to measure the effects of eliminating prior authorizations on provider 
satisfaction and on the number of requests for and expenditures on imaging, medical procedures, 
prescription drugs, and home care. In developing the pilot program proposal, the board shall collaborate 
with health care professionals and health insurers throughout the State or regionally. 

(b) The board shall submit an update regarding implementation of prior authorization pilot programs 
as part of its annual report under subsection 9375(d) of this title. 
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33 V.S.A. § 1822. Implementation; waiver 
(a) Green Mountain Care shall be implemented 90 days following the last to occur of: 

(1) Receipt of a waiver under Section 1332 of the Affordable Care Act pursuant to subsection (b) 
of this section. 

(2) Enactment of a law establishing the financing for Green Mountain Care. 
(3) Approval by the Green Mountain Care Board of the initial Green Mountain Care benefit 

package pursuant to 18 V.S.A. § 9375. 
(4) Enactment of the appropriations for the initial Green Mountain Care benefit package proposed 

by the Green Mountain Care Board pursuant to 18 V.S.A. § 9375. 
(5) A determination by the Green Mountain Care Board, as the result of a detailed and 

transparent analysis, that each of the following conditions will be met: 
(A) Each Vermont resident covered by Green Mountain Care will receive benefits with an 

actuarial value of 80 percent or greater. 
(B) When implemented, Green Mountain Care will not have a negative aggregate impact on 

Vermont’s economy. This determination shall include an analysis of the impact of implementation on 
economic growth. 

(C) The financing for Green Mountain Care is sustainable. In this analysis, the Board shall 
consider at least a five-year revenue forecast using the consensus process established in 32 V.S.A. § 
305a, projections of federal and other funds available to support Green Mountain Care, and estimated 
expenses for Green Mountain Care for an equivalent time period. 

(D) Administrative expenses in Vermont’s health care system for which data are available will 
be reduced below 2011 levels, adjusted for inflation and other factors as necessary to reflect the 
present value of 2011 dollars at the time of the analysis. 

(E) Cost-containment efforts will result in a reduction in the rate of growth in Vermont’s per- 
capita health care spending without reducing access to necessary care or resulting in excessive wait 
times for services. 

(F) Health care professionals will be reimbursed at levels sufficient to allow Vermont to recruit 
and retain high-quality health care professionals. 

(b) As soon as allowed under federal law, the Secretary of Administration shall seek a waiver to allow 
the State to suspend operation of the Vermont Health Benefit Exchange and to enable Vermont to 
receive the appropriate federal fund contribution in lieu of the federal premium tax credits, cost-sharing 

subsidies, and small business tax credits provided in the Affordable Care Act. The Secretary may seek a 
waiver from other provisions of the Affordable Care Act as necessary to ensure the operation of Green 
Mountain Care. 

(c) The Green Mountain Care Board’s analysis prepared pursuant to subdivision (a)(5) of this section 
shall be made available to the General Assembly and the public and shall include: 

(1) a complete fiscal projection of revenues and expenses, as described in subdivision (a)(5) of this 
section, including reserves, if recommended, and other costs in addition to the cost of services, over at 
least a five-year period for a public-private universal health care system providing benefits with an 
actuarial value of 80 percent or greater; 

(2) the financing plans provided to the General Assembly in January 2013 pursuant to Sec. 9 of 
No. 48 of the Acts of 2011; 

(3) an analysis of how implementing Green Mountain Care will further the principles of health 
care reform expressed in 18 V.S.A. § 9371 beyond the reforms established through the Blueprint for 
Health; and 
(4) a comparison of best practices for reducing health care costs in self-funded plans, if available. 


