
T H E  A D U L T I N G  V A U L T

Navigating Health 
Insurance
How the Money Actually Works, and What Changed in 2026

Everything They Forgot to Tell You

Health insurance is deliberately hard to compare. The number on the front — the 

premium — is the one thing that does not tell you what a plan will cost you, and 

the numbers that do are buried in a document nobody reads. This guide is the 

arithmetic: what each term means, how to work out your real annual cost, where 

coverage comes from, and how to use a plan without getting caught by a network 

gap or a denied claim. It also covers the changes that landed in January 2026, 

because several of them are expensive and most people have not heard about 

them.



N A V I G A T I N G  H E A L T H  I N S U R A N C E

Please Read This First

This guide is general educational information, not financial, tax, or investment advice. 

It does not account for your individual circumstances. Nothing here is a 

recommendation to buy, sell, or hold anything. For decisions with real consequences, 

consult a qualified professional.

C U R R E N C Y  O F  T H I S  G U I D E

Figures and rules in this guide reflect the 2026 plan year as published by the Centers 

for Medicare and Medicaid Services and analyzed by independent health policy 

researchers, current as of mid-2026. Health insurance rules change annually and by 

state, and legislation can alter them mid-year. Verify current figures at healthcare.gov 

or your state marketplace before making any decision.
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Part One: What Changed in 2026

If your understanding of marketplace coverage predates January, it is out of  

date.

Several changes took effect at the start of the 2026 plan year, and they moved costs 

substantially. Anyone advising you from an older guide is describing a system that no 

longer operates the way they think.

Enhanced premium tax credits expired

The enhanced subsidies that had been in place for several years lapsed at the end of 

2025. Two consequences follow.

● Subsidies now cover less of the premium than they did, so out-of-pocket premium 

payments rose for nearly everyone receiving assistance.

● The subsidy cliff returned. Households with income above four times the federal 

poverty level — roughly $62,600 for an individual and $128,600 for a family of four 

— became ineligible for any premium tax credit at all, rather than receiving a 

reduced one.

Across all marketplace consumers, average monthly premium payments rose by 

around 58 percent for 2026. For subsidized enrollees who stayed in the same plan, the 

increase was closer to 114 percent. Marketplace enrollment fell by over a million 

people.

Deductibles rose sharply

Average marketplace deductibles increased roughly 37 percent to a record level near 

$3,786, largely because people moved from silver plans to cheaper bronze plans with 

much higher deductibles in order to keep premiums affordable. Buying down is a 

rational response to a higher premium — but it moves cost rather than removing it.

The out-of-pocket maximum went up

The maximum allowable in-network out-of-pocket limit rose to $10,600 for an 

individual and $21,200 for a family, up from $9,200 and $18,400. This ceiling applies 

broadly to ACA-compliant coverage, including many employer plans. Many plans sit 

well below the cap, but the cap moving means some plans moved with it.

T H E  C H A N G E  M O S T  L I K E L Y  T O  H U R T  S O M E O N E :  R E P A Y M E N T  L I M I T S  A R E  G O N E

Most marketplace enrollees receive their subsidy in advance, paid directly to the 

insurer, based on the income they estimated. At tax time, that estimate is reconciled 
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against what you actually earned.

Previously, if you underestimated your income and received too much, the amount 

you had to repay was capped. From the 2026 plan year, those caps are eliminated. 

You repay the full excess.

Combined with the return of the subsidy cliff, this is genuinely dangerous. Someone 

who estimates income below four times poverty, receives subsidies all year, and ends 

up above that line can owe back the entire year of credits — potentially thousands or 

tens of thousands of dollars.

If your income is variable, or anywhere near that threshold, estimate carefully and 

update the marketplace when it changes. You can report income changes during the 

year.

T h e  A d u l t i n g  V a u l t  ·  E v e r y t h i n g  T h e y  F o r g o t  t o  T e l l  Y o u

4



N A V I G A T I N G  H E A L T H  I N S U R A N C E

Part Two: The Vocabulary

Six terms. Everything else is built from them.

Term What it means

Premium What you pay every month to have the plan, whether or not you use it. The most visible 

number and the least informative on its own.

Deductible What you pay yourself before the plan starts sharing costs. Some services, often 

preventive care and sometimes primary care visits, are covered before you meet it.

Copay A fixed amount for a specific service — say $30 for an office visit.

Coinsurance A percentage of the cost after the deductible. Twenty percent coinsurance on a $4,000 

procedure is $800 from you.

Out-of-pocket maximum The most you pay in a plan year for covered in-network care. After this, the plan pays 

everything covered. This is your worst-case number and it is the one to look at.

Network The providers who have agreed rates with your insurer. Out-of-network care costs 

dramatically more and frequently does not count toward your out-of-pocket maximum 

at all.

P R E M I U M  A N D  D E D U C T I B L E  M O V E  I N  O P P O S I T E  D I R E C T I O N S

Low premium generally means high deductible. High premium generally means low 

deductible. Neither is better in the abstract.

A low-premium plan is a bet that you will not need much care. A high-premium plan is 

insurance against needing a lot. Which is right depends entirely on your situation and 

your ability to absorb a bad year.
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Part Three: Comparing Plans Properly

Never compare on premium. Compare on total annual cost across 

scenarios.

The calculation

For each plan, work out the total you would pay across a whole year under three 

different assumptions.

1. Annual premium: monthly premium multiplied by twelve. This you pay regardless.

2. Good year: annual premium, plus whatever preventive and routine care costs you. 

Often close to just the premium.

3. Typical year: annual premium, plus your expected care up to the deductible, plus 

coinsurance on anything beyond it.

4. Bad year: annual premium plus the out-of-pocket maximum. This is the worst the 

plan can cost you in-network, and it is the number that matters if something 

serious happens.

Worksheet: Total Annual Cost

Plan A Plan B Plan C

Line What to enter

Monthly premium From the plan summary

Annual premium Monthly × 12

Deductible Individual and family, separately

Out-of-pocket maximum The worst-case ceiling

Good year total Annual premium + routine costs

Typical year total Annual premium + expected care

Bad year total Annual premium + out-of-pocket maximum
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Before you decide, check three things

   ❑ Are your current doctors in network? Search each by name on the insurer's 

directory, and phone the practice to confirm — directories are frequently out of date.

   ❑ Are your prescriptions on the formulary, and at what tier? A plan that does not 

cover a drug you take daily is the wrong plan whatever it costs.

   ❑ If you have a planned procedure or ongoing treatment, is the specific facility in 

network?

T H E  T R A P  T H A T  C A T C H E S  P E O P L E  I N  H O S P I T A L S

A facility being in network does not mean everyone treating you there is. 

Anaesthetists, radiologists, and pathologists frequently bill separately.

Federal protections against surprise billing now cover many of these situations, but 

not all of them, and ground ambulances are a well-known gap.

For any planned procedure, ask in advance: "Will every provider involved be in 

network, including anaesthesia?"
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Part Four: Where Coverage Comes From

Five routes. Most people qualify for more than one.

Route Worth knowing

Employer plan Usually the cheapest option when available, because the employer pays a share. Compare 

the options offered rather than defaulting to last year's choice.

A parent's plan Available up to age 26 in most cases, regardless of whether you live with them, are married, 

or are employed.

The marketplace healthcare.gov or your state exchange. Where premium tax credits are available if you 

qualify.

Medicaid Income-based, and eligibility differs substantially by state. Open year-round — there is no 

enrollment window. Always worth checking, because people frequently assume they earn 

too much.

COBRA Continues an employer plan after leaving, but you pay the full cost including the employer's 

former share. Frequently far more expensive than a marketplace plan, so compare before 

accepting it.

Enrollment timing

Marketplace open enrollment typically runs from the start of November into mid-

January for coverage the following year. Outside that window you generally need a 

qualifying life event to enroll.

● Losing other coverage, including a job

● Marriage or divorce

● Birth or adoption

● Moving to a new coverage area

● Certain income changes affecting eligibility

These special enrollment periods are time-limited — commonly sixty days. Missing the 

window means waiting for the next open enrollment. Medicaid is the exception and 

accepts applications at any time.
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Part Five: Plans to Be Careful With

Cheap coverage that turns out not to be coverage.

With premiums up sharply, alternatives sold outside the marketplace are being 

advertised heavily. Some are legitimate for narrow purposes. Several are not insurance 

at all.

Type The catch

Short-term limited-duration 

plans

May exclude prescriptions, mental health, maternity, and pre-existing conditions. 

Not required to meet ACA standards.

Health care sharing ministries Not insurance. No legal obligation to pay any claim. Frequently exclude conditions 

on religious or lifestyle grounds.

Fixed indemnity plans Pay a set amount per event regardless of actual cost. Useful as a supplement, 

dangerous as your only coverage.

Association and Farm Bureau 

plans

Vary widely. Some are comprehensive; some are not subject to ACA requirements 

at all.

Three questions that expose a junk plan

   ❑ "Does this plan cover pre-existing conditions with no waiting period?"

   ❑ "Does it cover prescription drugs, mental health, and maternity care?"

   ❑ "Is there an annual or lifetime cap on what it will pay?"

An ACA-compliant plan answers yes, yes, and no. If the answers differ, understand 

exactly what you are buying before you buy it.
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Part Six: Using It Without Getting Caught

The administrative habits that prevent most surprise bills.

Before care

● Confirm network status for the facility and every provider, separately

● Ask whether prior authorization is required. If it is and it was not obtained, the 

claim can be denied entirely

● Ask what it will cost. You can request a good faith estimate, particularly if you are 

uninsured or self-paying

● Check whether the service is preventive — preventive care is frequently covered in 

full without meeting the deductible

After

● Read the explanation of benefits. It is not a bill; it shows what was billed, what the 

plan paid, and what you owe

● Compare it against the actual bill. Discrepancies are common

● Request an itemized bill for anything significant. Billing errors and duplicate 

charges are routine

If a claim is denied

5. Find out precisely why. Denials are frequently coding errors or missing 

authorization rather than coverage decisions.

6. Call the provider's billing office. A resubmission with corrected coding resolves a 

large share of denials.

7. If it is a genuine coverage decision, file an internal appeal with the insurer. There 

are deadlines — note them.

8. If the internal appeal fails, you generally have a right to external review by an 

independent body.

9. Ask your doctor for a letter of medical necessity. It carries real weight.

A P P E A L S  S U C C E E D  M O R E  O F T E N  T H A N  P E O P L E  E X P E C T

A large proportion of people never appeal a denial, and a meaningful share of appeals 

succeed. Denial is the beginning of a process, not the end of one.

Keep notes of every call: date, name, and reference number. That record is what 

makes an escalation work.
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Part Seven: If You Cannot Afford Coverage

Options that exist regardless.

● Check Medicaid eligibility even if you assume you do not qualify. Rules differ by 

state and applications are accepted year-round

● Federally qualified health centers charge on a sliding fee scale regardless of 

insurance or ability to pay

● Local health departments provide many services free or at low cost

● Non-profit hospitals generally operate financial assistance or charity care 

programs, and rarely advertise them. Ask, including after a bill has arrived

● Prescription discount programs are free to use and sometimes beat insurance 

pricing — compare both

● Emergency departments must evaluate you regardless of ability to pay. Never delay 

emergency care over cost

Which of these applies to my situation, and what is the one call I should make this week?
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Closing

Health insurance is confusing partly because it is complicated and partly because the 

complexity is not accidental — a plan that is hard to compare is a plan that competes 

on the premium alone.

The defense is arithmetic. Work out the total annual cost in a good year and a bad 

year, confirm your doctors and your prescriptions before you enroll rather than after, 

and treat a denial as the start of a process. Those three habits prevent most of what 

goes wrong.

And if your income is variable, take the reconciliation rules seriously this year. That is 

the change most likely to produce an unpleasant surprise at tax time.

V E R I F Y  B E F O R E  Y O U  D E C I D E

Figures here reflect the 2026 plan year. Premiums, subsidy rules, and out-of-pocket 

limits are reset annually and can be changed by legislation mid-year.

Check healthcare.gov or your state marketplace for current numbers, and your own 

plan documents for what applies to you.

Free enrollment help is available — marketplace navigators and certified assisters are 

trained, unbiased, and cost nothing.
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