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THE WHITE HOUSE
WASHINGTON

November 5, 1999

Francia Smith

Vice President, Consumer Advocate
United States Postal Service

475 L’Enfant Plaza SW
Washington, DC 20260-2200

Dear Ms. Smith:

I am writing to ask for your help in the President’s initiative to provide health insurance to
children. There have been reports that local post offices in Michigan and Florida have fined
school districts for using the non-profit rate in mailing information to families on Medicaid and
the Children’s Health Insurance Programs (CHIP). In part, this is understandable since each state
calls the program something different (see attached list of program names) and CHIP was just
created in 1997. However, this is creating fear among schools and others participating in our
outreach efforts.

CHIP provides a new, affordable health insurance option for families with too much income to
qualify for Medicaid but too little to afford private health insurance for their children. Because
few families know about this option, the President has asked a large number of organizations,
including schools, to participate in a national campaign to educate families. Only with a
sustained, public-private effort can we ensure that families learn about these critical programs
and sign their children up.

We are hoping that you can be of assistance in informing post offices that Medicaid and CHIP
are indeed public programs and asking that they check with state officials before issuing fines.
My staff has spoken with your staff about this issue, and concluded that the best way to do this is
may be in the Postal Bulletin. As you requested, we have attached draft language to that end.

Your help would be greatly appreciated. Please feel free to call if you need additional
information.

Sincerel

hristopher C. Jennings
Deputy Assistant to the President
For Health Policy

/(i\a/\((f SO /?/\UCJ’\ ‘.51

cc. Odette Horne



SUGGESTED DESCRIPTION OF CHILDREN’S HEALTH PROGRAMS

The Administration and virtually all states have launched a nationwide campaign to enroll
uninsured children in Medicaid and the Children’s Health Insurance Program (CHIP),
government-sponsored health insurarice programs. These programs may have different names in
your state (see attached list). They provide free or low-cost health insurance to poor and working
class children with premium assistan:e from the Federal and state governments. To increase
enrollment of uninsured children, the President has asked a large number of organizations,
including schools, to help educate families about these programs. Many are conducting mailings
of educational information and applications on these public health insurance program.

Since Medicaid and CHIP are public programs, school district mailings of educational material
are eligible for the non-profit postal rate. If you have questions, please call your state health
office to confirm the program name before issuing a fine. Thank you.

NAMES OF STATE CHILDREN’S HEALTH INSURANCE PROGRAMS

Each state has a Children’s Health Insurance Program (CHIP) that provides health insurance to
children whose families make too much to qualify for the Medicaid program but are unable to
afford private insurance. The CHIP program is a public program which is financed through a
combination of state and Federal dollars. However, in order to avoid the stigma which is
sometimes associated with the receipt of public assistance, states have given their programs
different names which may not makz them easily identifiable as public programs. The names of
the 50 state CHIP programs are listed below.

AL  AL-Kids
AK  Kids Care
AR ARKids First
ConnectCare
AZ  KidsCare
CA  Healthy Families/Medi-Cal
CO  Child Health Plan
CT  HUSKY
HUSKY Plus (special needs kids)
DC  Healthy DC Kids
DE  Delaware Healthy Children
FL Healthy Kids
GA  PeachCare
IN Hoosier Healthwise
IL Child Health Initiative

IA HAWK-I

KS Health Wave
KY K-CHIP

LA LA CHIP

MA  MassHealth



ME  CubCare
MD  Kids Count

MI MIChild

MO  Managed Care Plus (MC+)
MS  CHIP

MT  CHIP

NE  Kids Connection
NH  Healthy Kids Silver
Healthy Kids Gold
NJ NJKidCare
NV  Nevada Check-Up
NY  CHPlus
NC  Health Choice for Children
OK  SoonerCare
OR  Oregon Health Plan
PA  PA CHIP
RI RlteCare
SC  Partners for Healthy Children
TN  TennCare
VA  Children's Medical Security Insurance Plan
VT  Dr. Dynasaur
WA  Healthy Options
WI  BadgerCare
WY  KidCare

In Hawaii, Idaho, Minnesota, Ohio, South Dakota, Texas, New Mexico, North Dakota, West
Virginia and Utah, the CHIP prograin is either part of the Medicaid program or does not have a
special name assigned to it.
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February 23, 1999 Contact: HCFA Press Office

(202) 690-6145

THE CHILDREN'’S HEALTH INSURANCE PROGRAM (CHIP)

Overview: Proposed by President Clinton and passed as part of the historic, bipartisan
Balanced Budget Act of 1997, the Children's Health Insurance Program (CHIP) is the larges:
single expansion of health insurance coverage for children in more than 30 vears. Today, nearly
11 million American children -- one in seven -- are uninsured. To reach these children, many of
whom come from working families with incomes too high to qualify for Medicaid but too low 1o
afford private health insurance, this new initiative set aside $24 billion over five vears for states
10 provide new health coverage for approximately 3 million children. To improve the health of
our nation’s children, the President has challenged the public and private sectors to work
together 1o educate families and help them enroll their children in CHIP or in Medicaid.

CHIP is a partnership between the federal and state governments that will help provide
children with the health coverage they need to grow up healthy and strong. Each state has an
allotment of funds based on the number of uninsured children in the state, and the states can
draw on a single year's allotment for up to three years. To help states find the parents of eligible
children, states are able to use a percentage of their federal funds to expand outreach and ensure
that all children eligible for CHIP, as well as Medicaid, are enrolled. The program also includes
important cost-sharing protections so that families will not be burdened with heavy out-of-pocket
expenses. At President Clinton's insistence, the CHIP program requires that siates use this new
monev to cover uninsured children -- and not replace existing health coverage.

Funds for the program became available to the states on October 1, 1997, and HHS is
working closely with states to approve plans in accordance with the new law. States can receive
federal matching funds only for actual expenditures to insure children.

Most state CHIP plans have been approved. Since CHIP implementation began on
October 1, 1997, 53 states and U.S. territories have submitted CHIP plans for approval by the
Department of Health and Human Services. CHIP plans have been approved for 50 states and
U.S. territories. In order of approval they are: Alabama, Colorado, South Carolina, Florida,
Ohio, California, New York, Illinois, Michigan, Connecticut, New Jersey, Missouri, Rhode
Island, Oklahoma, Massachusetts, Pennsyvlvania, Wisconsin, Oregon, Texas, Idaho, Puerto Rico,
Indiana, Utah, North Carolina, Minnesota, Maryland, Arkansas, Nebraska, Maine, Nevada,
South Dakora, Iowa, Kansas, Delaware, Georgia, Montana, New Hampshire, West Virginia, the
Virgin Islands, the District of Columbia, Arizona, North Dakota, Louisiana, Virginia,
Mississippi, Kentucky, Alaska, Vermont, New Mexico, and Hawaii. The following state plans
have been submitted and are under review: Tennessee, Guam, and American Samoa. In
addition, 11 states have submitted and had amendments approved to expand their CHIP plans.
According to states’ estimates, 2.5 million children will be covered by October 2000.

do1s
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EXPANDING CHILDREN’S ACCESS TO HEALTH COVERAGE

The federal-state Children’s Health Insurance Program (CHIP), created under the new Title XXI of the
Social Security Act, expands health coverage to uninsured children whose families eam too much for
Medicaid but too little to afford private coverage. It builds on Medicaid, the federal-state health
insurance program that covers approximately 36 million low-income individuals, including 18 million
children. Under Medicaid, states currently cover children whose family incomes range generally from
below the FPL to as high as 300 percent of poverty. The majority of states cover children in famnilies
between 100 and 150 percent of the FPL. In the CHIP program, states may either cover children in
families whose incomes are above the Medicaid eligibility threshold but less than 200 percent of
poverty, or within 50 percentage points over the state's current Medicaid income limit for children.

Ensuring Meaningful Health Benefits. CHIP gives states flexibility in targeting eligible uninsured
children. States may choose to design new child health insurance programs, expand their Medicaid
programs, or create a combination of both. States choosing a new children's health insurance program
may offer one of the following benchmark plans: the standard Blue Cross/Blue Shield Preferred
Provider Option offered by the Federal Employees Health Benefit Program; a health benefit plan
offered by the state to its employees; or the HMO benefit plan with the largest commercial enrollment
in the state. A state may also choose to offer the “equivalent” of one of the benchmark plans. Ifa
state chooses this option, its plan's total actuarial value must be at least equal to the benchmark plan's
and it must include: inpatient and outpatient hospital services; physicians' surgical and medical
services, laboratory and X-ray services; and, well baby/child care services, including immunizations.
In addition, if the plan a state chooses as its benchmark includes coverage for prescription drugs,
mental health services, vision care, and hearing-related expenses, the state's “equivalent” plan must
include similar benefits. Under the law, New York, Pennsylvania and Florida can continue to offer
their current benefit packages (with some modifications to comply with the law's cost-sharing
protections). States choosing the Medicaid option must offer the full Medicaid benefit package for
children. : ‘

Limiting Patient Costs. Patient out-of-pocket costs for this program are allowed but are limited. If a
state expands its Medicaid program, then existing Medicaid limits apply to the newly enrolled
children. If a new health plan is developed, premiums for families whose income is under 150 percent
of the poverty level cannot exceed $19 per family per month and copayments must be nominal. Cost
sharing is not permitted for well-child, well-baby visits. For families with incomes above 150 percent
of poverty, cost-sharing must be based on an income-related sliding scale with an annual toral for all
children not to exceed five percent of the family’s income.

Preventing Cost Shifting. To prevent states from shifting children from the traditional Medicaid
program to CHIP, states may not restrict the Medicaid eligibility standards for children that were in
place on March 31, 1997. In addition, states must enroll all children who meet Medicaid eligibility
rules in the Medicaid program rather than in the new CHIP plan. All states must design their
programs to prevent private cost shifting as well. In their child health plans, states must describe
methods they will use to prevent “crowd out” or the shifting of children from private insurance to
CHIP.
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ACCESSING FEDERAL FUNDING

States are eligible to receive an enhanced federal matching rate for CHIP. The funds are drawn from
an “allotment” for state programs that expand access to targeted, low-income children under the CHIP
program. To access the allotment, plans must be approved by the Secretary of Health and Humnan
Services. Funds will be allocated to each participating state according to their number of uninsured
low-income children, accounting for regional cost differences. Available final state allotments for
fiscal year 1998 and reserved allotments for fiscal year 1999, which were published in the Federal
Register, range from $3.5 million to $855 million. States may draw on a single year's allotment for up
to three years, and they may use up to 10 percent of the CHIP benefit expenditures for outreach and
certain administrative costs. To access the fiscal year 1998 allotment, states must have their CHIP
plans approved by the Secretary of Health and Human Services by Sept. 30, 1999. The fiscal year
1999 budget includes $4.275 billion for fiscal year 1999 state allotments.

The Department of Health and Human Services (HHS) is working closely with states as they design
CHIP plans that meet the requirements of the new law. HHS has written to each state outlining the
program, and has published a preliminary check-list of information states must submit to HHS when
applywng for their allotments; and answers to the most commonly asked questions from states about
how to develop their children's health insurance programs. The department works with states to
expedite the development and implementation of state CHIP plans.

EXPANDING OUTREACH

The Clinton Administration has made significant efforts to reach out to families whose children qualify
for CHIP. These efforts include:

The Announcement of an Historic Public and Private Commitment to Provide Outreach. On
February 23, 1999, the President announced unprecedented new contributions from the private and
public sector to help ensure that all children who are eligible for health insurance receive it, including:

¢ A new toll-free number, 877-KIDS-NOW, that directs families around the nation to their
state enrollment centers. The President announced that the National Govemors’ Association,
with a grant from Bell Atlantic, has established a national toll-free number to help states reach
working parents of uninsured children. The number, 877-KIDS-NOW, will automatically direct
callers to their state's enrollment agency.

¢ A national radio advertising campaign to promote the Insure Kids Now Campaign. HHS is
sponsoring a $1 million national radio advertising campaign to promote the 877-KIDS-NOW toll-
free number and to complement states' outreach efforts. The campaign includes a four-week paid
radio campaign and public service announcements to be distributed throughout each state.

A pilot program of the radio advertising campaign was implemented last fall. The nanonwide
campaign began February 23, 1999, and will run through mid-March in 11 states. The radio
campaign will air in other states in April and May.

e The www.insurckidsnow.gov Web site links parents to eligibility and enrollment information.
HCFA launched a Web site, www.insurekidspow.gov, which offers parents a phone number to call
for information on children's health insurance coverage in their state, information on how to apply
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for coverage, and guidelines for whether they might qualify for their state's plan. In addition,
visitors can see and hear messages from First Lady Hillary Rodham Clinton, the nation's
governors and other messages about the importance of health insurance for children.

¢ Mobilizing Federal Agencies and Federal Employees. The Federal Interagency Task Force
on Children's Health Insurance Outreach released an outreach training kit for use by workers
from all federal departments that will participate in the Insure Kids Now campaign. The task
force was charged by President Clinton in February 1998, to support CHIP and Medicaid
outreach and enrollment, The kit contains a presentation outline, posters, and materals that can
be used as handouts. In addition, federal departments have promised to distribute more than
140,000 outreach posters to their grantees, field offices, and human services agencies.

Ongoing Outreach Activities

Presidential Directive to Launch a Government-Wide Effort to Enroll Uninsured Children. As
the first step in his public-private children's health outreach campaign, the President directed relevant
federal departments in February 1998, to commit to outreach activities aimed at enrolling uninsured
children in state health insurance programs. In June of 1998, this Federal Interagency Task Force on
Children's Health Insurance Qutreach prepared a report to the President, outlining activities that
federal agencies would undertake to identify and help to enroll in children in Medicaid or other health
insurance programs prior to June 1999. The President charged the HHS Secretary with oversight of
the implementation of this outreach initiative.

Since then, each of the 10 departments has been actively engaged in outreach activities focused in
three areas: educating their workforce; educating families about state health insurance programs; and
coordinating cross-agency and public-private efforts to identify and enroll children in these programs.
For example, the Department of Agriculture has distnibuted CHIP information to WIC programs in
states. HUD- sponsored Neighborhood Networks centers, which provide computer training at no cost
1o residents of more than 400 HUD-assisted multifamily housing developments, have started serving
as an access point to download Federal and State information about Medicaid and CHIP.

$45 million in commitments from private foundations across the country. The Robert Wood Johnson
Foundation will spend $45 million over the next 3 years to fund innovative state-local coalitions to design
and conduct outreach initiatives, simplify enrollment processes, and coordinate existing coverage
programs. The Kaiser Family Foundation will spend up to $10 million over the next 5 years on studies to
help understand why eligible children do not enroll in existing programs and how best to provide
insurance coverage for these children. America's Promise, with support from the Robert Wood Johnson
Foundation and in collaboration with the American Academy of Pediatrics, will mobilize corporations
such as SmithKline Beecham and Schening Plough, as.well as local communities nationwide, in children's
health outreach efforts.

Corporate and advocacy organizations reach out to uninsured children. Procter and Gamble, the
manufacturer of Pampers diapers, has volunteered to include a letter in its child birth education packages,
given to 90 percent of first-time mothers, providing information about available health insurance options.
Grocery stores and chain drug stores across the country will provide information about the new toll-free
number to their customers. The National Education Association will launch an unprecedented effort to
educate teachers on how they can inform children and their families about health insurance, through
national newsletters, conferences, and special training sessions. The American Hospital Association’s
Campaign for Coverage will increase its nationwide 1initiative to engage hospitals in “elping uninsured
Americans, including children.
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BUILDING ON PREVIOUS CLINTON ADMINISTRATION ACTIONS

CHIP builds on the Clinton Administration's long standing commitment to improving health care for
children. The President has issued guidelines to eliminate easy access to tobacco products and to
prohibit companies from advertising tobacco to kids. In addition, the President recently announced
that in 1996, over 90 percent of America's toddlers received the most critical doses of each of the
routinely recommended vaccines -~ surpassing the goal the Administration set in 1993. And the FDA
recently released a rule that requires manufacturers to do studies on pediatric populations for new
prescription drugs as well as those currently on the market.

Since 1993, HHS has approved Medicaid waivers for 18 states for comprehensive health care reform
projects that have allowed states to control costs and expand coverage. In addition, HHS has approved
requests from 19 states for Medicaid waivers as part of larger welfare reform projects, as well as 25
local Medicaid demonstration projects. When fully implemented, these demonstration projects will
extend health coverage to 2.2 million parents and children who otherwise would be uninsured.

Combined, this administration’s efforts will help assure that children get the healthy start they need to
live long and productive lives.

STATE CHIP PROGRAMS
Descriptions of approved state CHIP programs follow:

Alabama

Alabama could receive as much as $86 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan. The state is implementing its CHIP plan in two phases. The first phase expanded Medicaid
eligibility to uninsured children under 19 years of age whose family incomes do not exceed 100 percent of
the FPL. The AL-Kids program, the second phase, is a separate state children’s health insurance program
that expands coverage to children up to age 19 whose family income is between 100 and 200 percent of
the FPL. AL-KIDS offers coverage comparable to the HMO with the largest insured commercial, non-
Medicaid enrollment in the state. With both phases, Alabamna expects to insure 36,000 children by
September 1999. Alabama is hiring extra outreach workers to increase the number of children located and
enroiled in Medicaid. Information on the new program is being advertised through newspapers, public
service announcements and through the school system. Alabama was the first state approved on January
30, 1998 and its amendment was approved August 18, 1998.

Alaska

Alaska could receive as much as 37 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan. Alaska is expanding its Medicaid program for its CHIP plan. Previously, the state covered children
up to age 1 in families with incomes up to 185 percent of the FPL, children 1-6 in families with incomes
up to 133 percent of poverty, and children ages 6-19 in families with incomes up to 100 percent of
poverty. The state is using its Title XXI funds to expand Medicaid coverage to children in families with
incomes up to 200 percent of the FPL. Eligible children receive the full Medicaid benefit package and
there are no cost sharing requirements. To reach eligible children, the state is working with local
governments, schools, health care providers, tribal entities, and non-profit corporations serving children.
The state plans to implement expanded eligibility on March 1, 1999 and it expects to enroll 4,900 children
by October 2000. Alaska’s plan was approved December 11, 1998.
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Arizona

Arizona could receive as much as $117 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan. Arizona is using its CHIP allotment to create, KidsCare, a new health insurance program that covers
children from birth through age 15. Income eligibility will increase over time, beginning at 150 percent
of the FPL and rising to 175 percent on July 1, 1999, then to 200 percent from 2000 through 2007. The
state expects to insure nearly 50,000 children by September 2000. Enrollees receive coverage through
established Arizona Health Care Cost Containment Systern plans and state employee health maintenance
organizations that elect to participate in the program. American Indians may choose to receive services
through the Indian Health Service as well. Participants pay a $5 copayment for non-emergency use of the
emergency room. To assist with outreach, the state has created an Outreach Coordinator position and has
sent applications to organizations that serve low-income children. Arizona's CHIP plan was approved on
September 18, 1998.

Arkansas

Arkansas could receive as much as $48 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan. The state is using its CHIP allotment to expand Medicaid coverage to nearly 3,600 children who
would otherwise not have health insurance. It covers children bomn after September 30, 1982 and prior to
October 1, 1983, whose family income is at or below 100 percent of the FPL. Arkansas is currently
considering how to structure the second phase of its Title XXI program to cover even more children. The
state currently has a Medicaid section 1115 waiver, ARKids First, that serves children through age 18
with family incomes up to 200 percent of the FPL. Outreach activities include radio and TV ads, a direct
mail campaign, a toll-free number and print advertising. Arkansas was approved on August 6, 1998.

" Californja

California could receive as much as $855 million for both fiscal year 1998 and fiscal year 1999 for its
CHIP plan. The state 1s expanding its Medicaid program, known as Medi-Cal, by implementing an
income disregard and by making children under age 19 eligible if they have family incomes at or below
10 percent of the FPL. The state is also expanding its current state program, known as Access for Infants
and Mothers (AIM), which covers infants up to age 1 from 200 percent to 250 percent of poverty.
Through CHIP, California is also expanding its Healthy Families program, which provides coverage for
children age 1-19 with family incomes from 100 percent to 200 percent of the FPL. California estimated
it will msure 500,000 children by the end of fiscal year 1998. As part of its outreach efforts, California 1s
subcontracting for 2 media campaign with private and community-based organizations, health brokers and
insurance agents to directly identify and assist potential enrollees in filling out the joint application form
for the Medi-Cal and Healthy Families program. In addition, California is conducting a provider
education campaign to support its outreach effort. California's plan was approved on March 24, 1998.

Colorado

Colorado could receive up to $42 million for both fiscal year 1998 and fiscal year 1999 for its CHIP plan.
The state is expanding children’s access to health coverage by building on its own Colorado Child Health
Plan. The state expects to cover atotal of 23,000 children under this non-Medicaid managed carc plan by
the third year. The benefit package includes services such as hospital and emergency room transport,
inpatient services, medical office visits and prescription drugs. Coverage is provided to children from
birth through age 17 for families whose income is at or below 185 percent of the FPL. The state is
publicizing tie program through press releases, public service announcements, schools, employers, county
agencies and regional and social agencies. Colorado's plan was approved on February 18, 1998.
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Connecticut

Connecticut could receive approximately $35 million for both fiscal year 1998 and fiscal year 1999 for its
CHIP plan, which state officials will use to insure as many as 15,000 new children by June of 2000. The
state is using its allotment to both expand its Medicaid population and create a new program based on the
state employee's health plan. Under the state's HUSKY program, Medicaid eligibility has been expanded
to include children ages 14 through 18 with household incomes of up to 185 percent of the FPL.
Previously, the Medicaid program only covered children up to age 13 in families with incomes up to 185
percent of poverty. The state estimates that an additional 14,400 children will be added to the Medicaid
progran. The new health insurance program, Part B of HUSKY, is targeted toward children up to age 18
in families with incomes up to 235 percent of poverty. The state is applying an income disregard - setting
aside certain types of income the family may have - effectively bringing coverage to 300 percent of
poverty. Before income disregards are applied, HUSKY Part B charges families with incomes above 235
percent of poverty premiums of $30 per child, with an upper limit of $50 per family. Children with
special physical and behavioral health needs receive those services under a special third part of the
program, HUSKY Plus. Outreach for the state includes radio and TV ads, a direct mail campaign,
brochures/flyers, video, a toll-free number, Web sites and state presentations and mail-in applications.
Connecticut's plan was approved on April 27, 1998,

Delaware

Delaware could receive as much as $8 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan. Delaware is using its CHIP allotment to create a separate state children’s health insurance plan
which targets children under age 19 whose family incomes are less than 200 percent of the FPL. Coverage
is provided through the state employee health plan and includes pharmacy services, mental health and
substance abuse care. Monthly premiums are charged on a sliding scale based on income. Delaware
officials estimate they will insure about 10,500 children by October 1999. Delaware’s plan was approved
on September 1, 1998.

District of Columbia

The Distnict of Columbia could receive as much as $12 million for both fiscal year 1998 and fiscal year
1999 for its CHIP plan. The District is expanding its Medicaid program to children from birth to age 19
whose family income is less than 200 percent of the FPL. Enrollees receive the regular Medicaid benefit
package and there is no cost sharing for families. The District anticipates enrolling nearly 8,400 children
in its program, which is called Healthy DC Kids. As part of its outreach efforts, the District is setting up a
telephone hotline to handle inquiries and has created a single, two-page, mail-in application for both
Medicaid and CHIP. The Dastrict of Columbia’s CHIP plan was approved September 17, 1998.

Florida

Florida could receive about $269 million for both fiscal year 1998 and fiscal year 1999 for its CHIP plan.
Phase One of Florida’s CHIP plan expanded Medicaid eligibility to children in families earning up to 100
percent of the FPL and expanded Flonida’s Healthy Kids program, a comprehensive program that was
piloted in 20 counties, to additional counties. Phase Two created the Florida KidCare Program which
consists of: expanding the Healthy Kids program on a state-wide basis and expanding eligibility for the
program to children through age 18 in families with incomes up to 200 percent of FPL; creating the
MediKids program to provide coverage for children up to age 5; creating the Children’s Medical Services
Network for children up to 18 with s ecial needs; and expanding Medicaid to cover ch’ldren ages 15 - 19
to 100 percent of FPL. The state is simplifying its enrollment form and enrollment process and is
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developing an outreach strategy. State officials hope to enroll 175,000 children in the combined Florida
Kidcare program by July 1, 1999. Florida received its plan approval on March 5, 1998, and its
amendment approval for phase two on September 8, 1998.

Georgia

Georgia could receive as much as $125 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan. Georgia created a separate insurance program for children from age 0-18 whose families have
incomes of less than 200 percent of poverty and who are not eligible for Medicaid. Enrollees receive
benefits comparable to the current Medicaid package. There is no cost sharing for children under age 6;
for children over age 6 there is a monthly premium of $7.50 for one child and $15 for two or more
children. The state expects to insure 58,000 children by fiscal year 2000. Georgia’s plan was approved
September 3, 1998.

Hawaii

Hawaii could receive as much as $9 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan. The state will use its CHIP allotment to expand Medicaid to cover children between ages 1 and 6
with incomes up to 185 percent of the FPL. Enrollees will receive the state's Medicaid benefit package
and there will be no out-of-pocket costs to families participating in the program. Hawaii's CHIP plan
builds on its Medicaid demonstration program -- QUEST -~ which is attempting to provide universal
coverage for residents who are not covered under the state’s mandatory employer-sponsored insurance
program. Hawaii will launch its CHIP plan in January 2000 and plans to submit amendments to expand
the program to more children. For outreach activities, the state will collaborate with schools to provide
Medicaid and CHIP information. Hawaii will also distribute Medicaid and CHIP information through
health care providers, the unemployment office, the Office of Youth Services, places of worship, and
activity-based organizations such as sports, scouts, and schools of Hula. In addition, the State will
establish a toll-free information line, a Web site and a media campaign on the Medicaid/CHIP program.
Hawaii expects to insure nearly 500 children by September 30, 2000. Its plan was approved January 19,
1999,

Idaho could receive as much as $16 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan, which state officials will use to insure nearly 5,000 children. Idaho is using its new CHIP allotment
to expand Medicaid eligibility to children up to age 19 in families with incomes up to 160 percent of the
FPL. Due to state legislation, the income threshold is 150 percent of the FPL, effective July 1, 1998. The
state has formed a task force to study ways of further expanding Idaho's CHIP program. Children in the
Medicaid expansion receive the state's standard Medicaid benefit package, which includes inpatient and
outpatient hospital services, inpatient psychiatric care, physician services, dental services, home health
services, lab services, and prescription drugs. Outreach activities include mailing postcards to potential
enroliees describing Title XXI. The mailing list is comprised of families who have lost cash assistance
between April and December 1997. Idaho's plan was approved on June 15, 1998.

Illinois

Illinois could receive as much as $123 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan, which state officials will use to insure 40,000 additional children over the next three years. With its
CHIP allotment, Illinois is expanding Medicaid eligibility fo: children up to age 19 whose families have

incomes at or below 133 percent of the FPL. Prior to the CHIP expansion, the income level for Medicaid
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eligibility vanied based on the age of the child. Under the new program, income thresholds have been
equalized. State outreach efforts include reviewing automated records to identify eligible participants
followed by the notification of those individuals. In addition, the Illinois Department of Public Aid is
sending a notice to all non-assistance Child Support families informing them of the program and of

locations where families can go to enroll their children. Ilinois' plan was approved on April 1, 1998.

Indiana

Under the CHIP program, Indiana could receive as much as $71 million for both fiscal year 1998 and
fiscal year 1999 for its CHIP plan. Indiana 1s using its allotment to expand its Medicaid program. The
state estimates that it will insure as many as 58,000 more children by the year 2000. The program
expands eligibility to children up to age 19 in families with incomes up to 150 percent of the FPL, and the
state has formed a task force to study ways to further expand its CHIP program. Children in the Medicaid
expansion population receive the state's standard Medicaid benefit package, which includes inpatient and
outpatient hospital services, inpatient psychiatric care, physician services, dental services, home health
care, lab services and prescription drugs. To raise awareness about the program, the state is launching a
media campaign and conducting outreach through state and local government agencies and community
organizations. Indiana's CHIP plan was approved on June 26, 1998.

Iowa

Iowa could receive as much as $32 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan. lowa is using its new CHIP allotment to expand Medicaid by raising income eligibility in several
different age categories. The Medicaid expansion allows children from age 6 - 18 in families whose
incomes are up to 133 percent of FPL to enroll. The state’s current Medicaid program covers infants up to
one year of age whose families have incomes of up to 185 percent of FPL. The benefit package for CHIP
is the same as the current Medicaid package, and the state will contract with an organization to run an
outreach program. This outreach program works with community and statewide organizations including
provider associations, advocacy groups, Native American Tribal Councils and refugee resettlement
programs. Officials expect to insure 16,000 children by June 30, 1999. Iowa’s plan was approved
September 1, 1998.

Kansas

Kansas could receive as much as $31 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan. With its CHIP allotment, Kansas is creating a separate insurance program called HealthWave for
children through age 18 whose families have incomes of less than 200 percent of the FPL. The benefit
package for children enrolled in CHIP is the same as that offered to state employees. Families with
incomes above 150 percent of FPL must pay a monthly premium. Families with income between 151 and
175 percent of poverty pay $10 per month per family, and families between 176 and 200 percent of
poverty pay $15 per month per family. The state targets low-income children for outreach through the
public schools and is offering a toll-free number to access enrollment information. Kansas hopes to enroll
30,000 children by December 31, 1999. Kansas’ plan was approved on September 1, 1998.

Kentucky

Kentucky could receive as much as $50 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan. Kentucky is using its allotment to both expand its Medicaid program and launch a separate
insurance program called K-CHIP. Children ages 14-18 who are in families with incomes up to 100
percent of the FPL are enrolled in CHIP as a Medicaid expansion. Children through age 18 in families
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with incomes up to 200 percent of the FPL, and who are not eligible for Medicaid, are enrolled in K-
CHIP. The K-CHIP benefit plan is a benchmark equivalent to the Standard High Option HMO plan for
state employees. Benefits also include all basic services such as inpatient and outpatient hospital services,
physicians’ surgical and medical services; laboratory and x-ray services, and well-baby and well-child
care. There is some cost sharing, but costs cannot exceed 5 percent of family income. Families with
incomes between 100 and 133 percent of the FPL pay a $10 premium for a six-month period. Families
with incomes between 134 and 149 percent of the FPL pay a maxtmum premium of $20 for a six-month
period. Families with incomes berween 150 and 200 percent of the FPL pay a maximum of $120 for a
six-maonth period, and payments can be made at $20 each month or $60 per quarter. To reach eligible
children, the state is conducting a media campaign and outreach activities at schools, clinics, community
centers, health fairs, health departments, and housing projects. Kentucky expects to enroll nearly 50,000
children by June 2000. Kentucky’s plan was approved November 25, 1998.

Louisiana

Louisiana could receive as much as $102 million for both fiscal year 1998 and fiscal year 1999 for its
CHIP plan. The state is using its allotment to expand Medicaid to children ages 6 through 18 whose
family income is at or below 100 percent of the FPL. The benefit package is the regular state Medicaid
program, and there is no cost sharing for families. The state has launched a large outreach campaign to
educate potential CHIP enrollees. The campaign includes media advertising and mailing to specific target
audience groups, including low-income working parents, current and former recipients of Families
Independence-Temporary Assistance Program, children with special needs, Native Americans, and
migrant children. Louisiana estimates it will enroll more than 28,000 children by the end of September
2000. Louisiana’s plan was approved October 20, 1998,

Maine

Maine could receive as much as $12 million in federal funds for both fisca) year 1998 and fiscal year 1999
for its CHIP plan. The state is using its new funds to expand coverage to 10,400 children by July 2000 by
combining both a Medicaid expansion and a statewide children's health insurance program, Cub Care.
Through CHIP, Maine 1s expanding coverage to children through age 18 with family incomes up to 185
percent of the FPL. The Medicaid expansion covers children age one through 18 in families with incomes
up to 150 percent of poverty. The Cub Care program covers children in families with incomes from 151-
185 percent of poverty. State outreach efforts include targeted media and direct mail campaigns. Maine's
plan was approved on August 7, 1998.

Marviand

Maryland could receive as much as $62 million in federal CHIP funds for both fiscal year 1998 and fiscal
year 1999 for its CHIP plan. Maryland is expanding its Medicaid program to an estimated 15,500
uninsured children. Under the CHIP plan, children up to age 19 whose family incomes are below 200
percent of poverty can receive coverage. Children covered by CHIP receive the Medicaid benefit package.
To reach families who might be eligible for CHIP, the state is launching a grassroots information
dissemination campaign involving state agencies, advocacy and community groups and provider
organizations. In addition, the state is launching a public media and advertising campaign to include
television, radio, mass transit and newspaper advertising. Maryland's plan was approved on July 31,
1998.
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Massachusetts

Massachusetts could receive as much as $43 million for both fiscal year 1998 and fiscal year 1999 for its
CHIP plan, which state officials are using 1o expand the state Medicaid program and to create a separate
Family Assistance Plan. With its federal allotment, the state hopes to bring enrollment in the program to
37,000 children. Massachusetts provides the state's regular Medicaid benefit package to newly-enrolled
children. The eligibility level for Medicaid was increased from the current 133 percent of FPL to children
in families with incomes of up to 150 percent of poverty. The state is also using its CHIP funds to create
the Family Assistance Plan for children with family incomes between 150 and 200 percent of poverty.
Uninsured children with family incomes over 150 percent of poverty are eligible for either a "direct
coverage option" or for financial assistance for families to purchase dependent coverage through their
employers, the so-called "premium assistance option." The Family Assistance Program provides coverage
equivalent to the insurance plan offered to federal employees in the state. These families pay a monthly
premium of $10 per child with a family maximum of $30 per month. Outreach activities include school-
based campaigns, distribution of promotional materials, and giving mini-grants to community
organizations to help locate hard-to-find potentially eligible children. Massachusetts's was approved on
May 29, 1998,

Michigan

Michigan could receive as much as $92 million in federal funds for both fiscal year 1998 and fiscal year
1999 for its CHIP plan, which state officials are using to insure as many as 133,000 new children by
September 2000. The state is using its allotment to implement MIChild. The program provides
comprehensive health care coverage to all children under age 19 whose families have incomes at or below
200 percent of the FPL. The benefit package mirrors the state employees' plan and is administered by
multiple managed care providers. MIChild imposes co-payments on families with incomes at or below
150 percent of poverty. Some co-payments apply for families between 151-200 percent of poverty. The
state's outreach efforts include demographically targeted media campaigns and coordination with relevant
community programs and agencies. Michigan’s plan was approved on April 7, 1998.

Minnesota

Minnesota has been among the most progressive states in the nation in providing health insurance
coverage for children and families. The approval of Minnesota's plan enables the state to lay the
groundwork for its CHIP program, which makes available as much as $28 million for both fiscal year
1998 and fiscal year 1999. Minnesota currently covers approximately 50,000 children who would
otherwise be uninsured. The state has accornplished this through a Section 1115 Medicaid waiver
amendment, granted in 1995. The MinnesotaCare program provides health coverage to pregnant women
and children with family incomes up to 275 percent of the FPL. Minnesota’s plan was approved July 17,

1998.
Mississippi

Mississippi could receive as much as $56 million for both fiscal year 1998 and fiscal year 1999 for its
CHIP plan. Mississippi is expanding Medicaid to cover children ages 15 through 18 in families with
incomes up to 100 percent of the FPL. The state estimates it will enroll 12,000 children by the end of
fiscal year 2000. Children receive the regular Medicaid benefit package and there arc no cost sharing
requirements. Mississippi also expanded its CHIP plan with an amendment that creates a new state health
insurance program to cover children up to age 19 in families with incomes between 100 and 133 percent
of the FPL. The benefit package for the new separate program s equivalent to that offered to state
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employees, with the addition of vision, hearing and dental services. There is no famnily cost-sharing
requirement. As part of an outreach plan, Mississippi is developing a broad-based media campaign that
includes television, radio and print advertisements. In addition, it is providing information to community
health care providers, hospitals, health clinics, Indian reservations and schools. Mississippi’s plan was
approved October 26, 1998, and its amendment was approved February 10, 1998.

Missouri

Missouri could receive as much as $52 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan, which state officials will use to insure as many as 90,000 new children by June 30, 1999. Missouri
is using its allotment to expand insurance coverage to children within the state's existing Medicaid
managed care program, known as MC+. The program expands eligibility to children in families with
incomes up to 300 percent of the FPL. Missouri's statewide health care reform demonstration plan was
approved through a Section 1115 Medicaid waiver. It allows the state to slightly alter the Medicaid
benefit package and also to enroll the CHIP children in Medicaid after the state's CHIP funds are
exhausted. This Medicaid waiver also provides coverage for certain adults, including working parents
leaving welfare and mothers who otherwise would have lost their Medicaid following childbirth. Outreach
efforts are being coordinated at state offices in every county. Free materials are also available and are
being distnbuted to other entities such as social welfare organizations, schools and health care providers.
Missouri’s plan was approved on April 28, 1998.

Montana

Montana could receive as much as $12 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan. Montana expects to insure 9,000 children by June 2000 by creating a statewide children’s health
insurance program. Children under age 19 with family income at or below 150 percent of the poverty
level qualify for the Montana CHIP plan. The benefit package murrors the state employee health plan,
including prescription drugs, emergency room services, and mental health and substance abuse treatment
services. For families with incomes at or above 100 percent of poverty, the state charges an annual
enrollment fee of $12 for one child and $15 for families with two or more children enrolled. Copayments
for some services are charged for families whose income is above 100 percent of FPL. Copayments are
capped at $200 per family per year. Montana’s plan was approved September 11, 1998.

Nebraska

Nebraska could receive approximately $15 million for both fiscal year 1998 and fiscal year 1999 for its
CHIP plan. The first phase, Kids Connection Phase I, expanded Medicaid coverage to children age 15
through 18 whose family income is at or below 100 percent of the FPL. Enrollees in Phase 1 received the
state's regular Medicaid benefit package. Kids Connection Phase I was expected to enroll about 1,000
children. The amendment, Kids Connection Phase II, expanded Medicaid eligibility to children under age
19 whose family incomes are up to 185 percent of the.FPL. Kids Connection II is expected to reach
17,000 children by October 2000. To encourage enrollment, the state is working with advocacy agencies
in disseminating pamphlets, brochures, and other types of information. Neither phase has cost-sharing for
enrollees. The state’s oniginal plan was approved August 7, 1998, and an amendment was approved
October 13, 1998.

Nevada

Nevada could receive as much as $30 million for both fiscal year 1998 and fiscal year 1999 for its CHIP
plan. The state created Nevada Check Up, a statewide health insurance program that provides coverage to
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children up to age 18 in families with incomes at or below 200 percent of poverty. The state has
estimated that the Nevada Check Up program will cover 43,500 children in its first year. To encourage
enroliment, the state has simplified the CHIP application, which is being made available statewide
through schools, child care facilities, family resource centers, social service agencies, and other locations
where eligible children and/or their parents frequent. The state has also established a toll-free information
number, which is listed on posters, marketing brochures, and the application form. Public service
announcements are also being planned. Nevada's plan was approved on Angust 13, 1998.

New Hampshire

New Hampshire could receive as much as $11 million for both fiscal year 1998 and fiscal year 1999 for
its CHIP plan. The state is using its CHIP allotment to expand its Medicaid program and launch a separate
statewide children’s health insurance program. Healthy Kids-Gold, or Phase I, expands Medicaid
eligibility for newborns and infants up to age one in families with incomes up to 300 percent of the FPL.
Healthy Kids-Silver, or Phase II, is a separate statewide health insurance plan that mirrors the benefit
package offered to federal employees in the state. Healthy Kids-Silver is aimed at children ages 1 to 19 in
families with incomes up to 300 percent of poverty. To expand its coverage to this level of family
income, the state is applying an income disregard—setting aside certain types of income the family may
have. The state expects to insure 4,000 children by September 2000. New Hampshire’s plan was
approved September 16, 1998.

New Jersey

New Jersey could receive approximately $88 million for both fiscal year 1998 and fiscal year 1999 for its
CHIP plan. State officials hope to insure as many as 102,000 children upon full implementation. The
state is using its allotment to create NJKidCare which includes a Medicaid expansion and a new state
CHIP plan. The Medicaid expansion provides comprehensive health care coverage to all children under
age 19 whose families have incomes at or below 133 percent of the FPL. The new CHIP insurance
program is targeted to children in families with incomes above 133 percent to 200 percent of poverty.
The new program charges families a $15 per month premium. The state has a fourfold outreach effort
which includes; public awareness, targeted outreach, community education, and consumer education.
The state is also committed to targeting outreach to special populations such as HIV and the homeless.
New Jersey’s plan was approved on April 27, 1998.

New Mexico

New Mexico could receive as much as $63 million for both fiscal year 1998 and fiscal year 1999 for its
CHIP plan. The state is using its allotment to expand its Medicaid program for children from birth to age
18 in families with incomes up to 235 percent of the FPL. Enrollees receive the Medicaid benefit
package. Families with incomes between 186 and 235 percent of the FPL pay copayments of $5 for most
services, but cost sharing cannot exceed five percent of a family's income. In accordance with the CHIP
law, preventive services and prenatal care are exempt from cost sharing. Working with a private
contractor, the state is conducting a public awareness campaign to inform potential enrollees. In addition,
New Mexico is working with the Indian Health Service to assure CHIP access to American Indians. New
Mexico expects to insure 5,000 children by September 30, 2000. Its CHIP plan was approved January 11,
1996.
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New York

The state could receive as much as $255 million in new funds for both fiscal year 1998 and fiscal year
1999 for its CHIP plan, which state officials are using to insure as many as 360,000 additional children
within the next three years. New York is expanding its existing CHPlus program, which currently
provides insurance to children up to age 19 whose families have incomes at or below 185 percent of the
FPL. The state was one of three states for which existing children's health coverage benefit packages
were “grandfathered"” into the CHIP legislation. CHPlus is a partnership between the state and private
insurers with the state subsidizing private coverage for enrollees. The benefit package includes a full
range of inpatient and outpatient services. The state's outreach activities include a statewide media
campaign that will be conducted by the New York State Department of Health. New York’s plan was
approved on April 1, 1998.

North Carolina

North Carolina could receive as much as $80 million in new funds for both fiscal year 1998 and fiscal
year 1999 for its CHIP plan. North Carolina is using its CHIP allotment to create a separate state health
insurance program to provide coverage to uninsured children whose family income does not exceed 200
percent of the FPL. The state expects to insure 35,000 children once the program is implemented.
Families whose incomes are above 200 percent of poverty up to a maximum of 225 percent are able to
buy into the program for one year. The benefit package is equivalent to that offered to state employees,
plus Medicaid-equivalent benefits for children with special health care needs. North Carolina is improving
outreach efforts by simplifying the application forms for both Medicaid and CHIP and by using existing
public/private partnerships between local departments of health and social services. North Carolina’s plan
was approved on July 14, 1998.

North Dakota

North Dakota could receive as much as $5 million in new CHIP funds for both fiscal year 1998 and fiscal
year 1999. The approval of North Dakota’s plan enables the state to lay the groundwork for its CHIP
program and to secure its CHIP allotment. The first phase of the state’s program is estimated to enroll 500
children by October 1999 by expanding its Medicaid program to include 18 year old children whose
family income 1s at or below 100 percent of the FPL. Currently, North Daketa’s Medicaid program
covers children age seven through 17 with family incomes at or below 100 percent of poverty. Children
up to age 6 are eligible if their families have incomes at or below 133 percent of poverty. The benefit
package is the same as the Medicaid program in the state. North Dakota’s plan was approved October 8,
1998.

Ohio

Ohio could receive as much as $116 million in federal funds for both fiscal year 1998 and fiscal year 1999
for its CHIP plan. Ohio is expanding eligibility within its existing Medicaid program. The state is
expanding Medicaid eligibility to cover children up to age 19 whose families have incomes at or below
150 percent of the FPL and is hoping to expand coverage to as many as 133,000 uninsured children by
1999. To encourage enrollment, the state is surveying community agencies on how they conduct
Medicaid eligibility outreach, and develop media strategies for statewide education provided to Medicaid
consumers and providers. Ohio’s plan received approval on March 23, 1998.
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Oklahoma

Oklahoma could receive as much as $86 million in new funds for both fiscal year 1998 and fiscal year
1999, which state officials are using to expand its Medicaid program. With its federal allotment, the state
hopes to expand coverage to 71,000 children by the end of the program’s first year. Oklahoma is
providing the state's regular Medicaid benefit package to the newly-enrolled children. Oklahoma is
providing Medicaid coverage to children bom on or after October 1, 1983, with family incomes up to 185
percent of the FPL. The Oklahoma Health Care Authority is collaborating with other interested agencies
in the state to develop a marketing and outreach plan. The plan consists of posters, public service
announcements, fact sheets, press releases and outdoor advertising. Oklahoma’s plan was approved on
May 26, 1998.

Oregon

Oregon could receive as much as $39 million in new funds for both fiscal year 1998 and fiscal year 1999,
which state officials estimate they will use to enroll approximately 17,000 children in their CHIP program
by July 1, 1999. Oregon is expanding coverage to children from birth to age 6 with incomes between 133
percent and 170 percent of the FPL. Coverage is also being extended to children from age 6 to age 19
with family incomes between 100-170 percent of poverty. Children in the new CHIP program receive the
same benefit package as children currently enrolled in the state's Medicaid section 1115 waiver
demonstration. The benefit package includes inpatient and outpatient hospital services, inpatient
psychiatric services, physician services, dental services, home health services, lab services, prescription
drugs and other medically necessary services. Oregon is convening a task force of public and private
partners to develop a consolidated Medicaid and CHIP outreach plan. Oregon’s plan was approved on
June 12, 1998.

Pennsvlvania

Pennsylvania could receive as much as $117 million in new funds for both fiscal year 1998 and fiscal year
1999, which state officials are using to fund its existing Pennsylvania CHIP program. Pennsylvania is one
of three states that had the benefit package of their existing state children's health program
"grandfathered" under CHIP. State officials estimate that with the state's initial plan -- approved May 28 -
- and amendment approved October 28, Pennsylvania will be able to insure 80-100,000 children by
September 1999. The first phase provided coverage to children age one through 16 with family incomes at
or below 185 percent of poverty. The amendment to Pennsylvania’s CHIP plan expands eligibility for
children from birth to age 18 in families with incomes up to 200 percent of the FPL. The benefit package
includes a full range of inpatient services. Outreach activities in the state include canvassing local
businesses, day care centers, school districts, hospitals, religious organizations, social service agencies
and civic groups.

Puerto Rico

Puerto Rico could receive as much as $10 million in new funds for fiscal year 1998 and $39 million for
fiscal year 1999 under the CHIP program. Puerto Rico is using its allotment to expand Medicaid
coverage to children through age 18 in families with incomes below 200 percent of the commonwealth
povery level ($8,220 for a family of four). Federal CHIP-related funding allows Puerto Rico to cover
approximately 20,000 children. Puerto Rico's program also includes children currently under its public
health system, which receives no federal funding. Puerto Rico is also unique in that it has elected to
contribute more money than the standard federal-state matching funds. Officials in Puerto Rico estimate
CHP will cover 165,000 children. Pueito Rico is developing a number of outreach efforts, including
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disseminating brochures, leaflets, and posters with information on the CHIP program; launching a broad-
based media campaign; and appealing directly to eligible children and families. Puerto Rico’s plan was
approved June 26, 1998,

Rhode Island

Rhode Island could receive as much as $11 million for both fiscal year 1998 and fiscal year 1999, which .
state officials are using to insure as many as 3,000 children by the end of fiscal year 2000. Under the first
phase of Rhode Island's plan, the state is using its allotinent to expand its Medicaid program to provide
comprehensive health care coverage to children between the ages of 8 and 15 whose family income is
between 100 and 250 percent of the FPL. The program also covers children 15 to 18 whose families have
incomes up to 250 percent of poverty. Rhode Island has expand benefits for uninsured children up to age
19 to 300 percent of the FPL. Beginmng at 185 percent of the FPL, or about $30,432 for a family of four,
families begin paying modest premiums or co-payments. In order to reach the target population, various
outreach methods are taking place. The first phase of Rhode Island's outreach efforts, a public
information campaign, will last four months. The second phase of outreach will include follow-up and
evaluation activities which will last approximately six months. Rhode Island’s plan was approved on
May 8, 1998 and its amendment was approved February 4, 1999.

South Carolina

South Carolina had already begun to expand its Medicaid program when the new CHIP law was enacted,
and could receive over $64 million in additional funds for both fiscal year 1998 and fiscal year 1999. The
state is using its share of CHIP funds to expand its Medicaid program, and hopes to enroll an additional
estimated 75,000 children. Regular cost-sharing rules apply and eligibility is being extended to children
under age 19 whose family incomes are at or under 150 percent of the FPL. The state has placed
eligibility workers in public schools, hospitals, clinics, pharmacies and other places frequented by families
with potentially eligible children. South Carolina’s plan was approved on February 18, 1998.

South Dakota

South Dakota could receive as much as $§9 million for both fiscal year 1998 and fiscal year 1999. The state
is using its CHIP allotment to expand its Medicaid program to insure 7,400 children in its first year. The
stale is increasing eligibility limits for children ages 6 to 18 from the current limit of 100 percent of FPL
1o 133 percent of FPL. The benefit package for children enrolled in CHIP is the same as that offered to
other children in the state’s Medicaid program. Families are charged for medical care under this CHIP
program. The state is identifying eligible children and mailing their families applications. South
Dakota’s plan was approved on August 25, 1998.

Texas

Texas could receive as much as $561 million in new funds for both fiscal year 1998 and fiscal year 1999,
which state officials estimate that they will use to enroll nearly 58,000 children in their CHIP program by
October 1, 1999. Texas is using its allotment to expand Medicaid eligibility to children up to age 19 in
families with incomes below 100 percent of the FPL. Texas currently covers children from birth to one in
families with incomes up to 185 percent of poverty, ages 1-5 up to 133 percent of poverty, ages 6-14 up to
100 percent of poverty, and ages 15-19 up to 47 percent of poverty. Outreach activities include working
with the entire network of public health providers to disseminate outreach materials to providers so that
they may supply information to families with potentially eligible children. Texas® plan was approved on
June 15, 1998.
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Utah

Utah could receive as much as $§24 million in new funds for both fiscal year 1998 and fiscal year 1999,
which state officials estimate will insure 21,000 children in their CHIP program by 2000. Utah is using its
CHIP allotment to create a separate state health insurance program to provide coverage to uninsured
children up to age 19 whose family incomes do not exceed 200 percent of the FPL. The plan does have
some cost sharing for services, but no premiums or enrollment fees are being charged. Copayments and
out-of-pocket maximums are determined by income level. The state will use Medicaid eligibility workers
already placed in 98 hospitals, community health centers, local health departments, and other allied
agencies to determine CHIP eligibility. The state is doing outreach through community presentations, toll-
free telephone lines, brochures, flyers and postcards. Utah’s plan was approved July 10, 1998.

Vermont

Vermont could receive as much as $4 million in funds for both fiscal year 1998 and fiscal year 1999 for
its CHIP plan. The state is creating a separate health insurance program to cover children up to age 18 in
families with incomes between 225 and 300 percent of the FPL. Health services to children are delivered
by the managed care organizations that currently provide services under the Vermont Health Access Plan,
a Medicaid section 1115 waiver. An amendment to the Medicaid waiver was approved November 6, 1998,
allowing the state to expand coverage to underinsured children up to 300 percent of the FPL. The benefits
package for the Vermont CHIP program is the same as provided through the state's Medicaid program.
The state charges beneficiaries a premium of $10 per month per household. Beginning July 1, 1999,
providers will be allowed to charge a $10 copayment for office visits. No copayments will be charged for
well-baby and well-child visits. Maximum cost sharing is not allowed to exceed 5 percent of a family's
income. The state is integrating its outreach activities with the current outreach campaign for Medicaid,
which includes adverti'sing, brochures, flyers, and outreach through community health and social service
providers. Vermont also offers a toll-free telephone line with information on Medicaid and CHIP.
Vermont expects to insure 1,088 children by October 2000. Its CHIP plan was approved December 15,
1998.

Virginia

Virgima could receive as much as $68 million in federal funds for both fiscal year 1998 and fiscal year
1999 1o create a separate children’s health insurance plan, the Virginia Children’s Medical Security
Insurance Plan. The plan has two components, the first of which provides coverage for children under age
19 in families with incomes up to 150 percent of the FPL. The second phase, which will begin at a later
date, will cover children under age 19 in families with incomes up to 185 percent of the FPL. The
difference between the two components is that families with incomes between 150 and 185 percent of the
FPL will have out-of-pocket costs imposed through an amendment to this plan. The benefit package is
comprehensive and includes inpatient and outpatient care, laboratory services, and substance abuse
treatment. To reach eligible children, the state is creating 2 single mail-in application for both programs.
The state is also placing eligibility workers in different locations throughout the state, offening a toll-free
hotline number, and coordinating with school districts and local agencies to distribute applications.
Virginia estimates it will insure 54,000 children by October 2000. Virginia’s plan was approved October
22, 1998.
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Virgin Islands

The Virgin Islands could receive nearly $279,000 in new funds for fiscal year 1998 and about $1.1 million
in fiscal year 1999. The territory is using its CHIP allotment to expand its Medicaid program to children
receiving services through a territory-funded program. CHIP funds are helping to strengthen federal
support for children’s health in the Virgin Islands. The local government is not expanding eligibility, but
the current incomne level for a family of four is $8,500 — or about half the level of states. The Virgin
Islands’ plan was approved September 17, 1998.

West Virginia

West Virginia could receive as much as $24 million in new funds for both fiscal year 1998 and fiscal vear
1999. The state is using its CHIP allotment to expand Medicaid eligibility to children between the ages of
one and five in families with incomes up to 150 percent of FPL. The state currently covers children up to
133 percent of the FPL. The newly covered children receive the regular Medicaid benefit package at no
cost to their families. As part of the outreach efforts, the state is including Medicaid information in all
free or reduced lunch and textbook applications and the state’s toll-free 24-hour hotline includes
information on the CHIP program. The state is currently planning an expansion. West Virginia’s plan
was approved on September 15, 1998.

Wisconsin

Wisconsin could receive as much as $41 million in new funds for both fiscal year 1998 and fiscal year
1999, which state officials will use to expand its Medicaid program. Phase One of the state's BadgerCare
plan was estimated to cover an additional 2,000 children with expanded Medicaid eligibility to children
ages 15-18 in families with incomes below 100 percent of the FPL. In addition, while the CHIP
expansion provides health coverage to children, a waiver for the state's Medicaid program is allowing
Wisconsin to enroll the parents of CHIP-eligible children in that program. State officials expect the
second phase of the CHIP program to enroll an estimated 23,000 children by October 2000 and the
Medicaid waiver to enroll 27,000 adults in BadgerCare. All eligible children receive the full Medicaid
benefit package with no out-of-pocket costs for families. Wisconsin’s outreach efforts include: public
health agencies coordinated efforts with schools; the expansion of school-based clinics in 12 Milwaukee
public schools; and inclusion of schools as potential outstation sites for Medicaid eligibility workers.
Wisconsin’s plan was approved May 29, 1998 and the amendment was approved January 22, 1999.
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October 13, 1999

Nancy-Ann DeParle, Administrator

Health Care Financing Administration

U.S. Department of Health and Human Services
200 Independence Avenue, S.W.

Washington, D.C. 20201

Dear Administrator DeParle:

As you work towards developing regulations for the Children’s Health Insurunce Program (CHIP), the
Governors would like 1o express our interest in ensuring that any regularions will maximize the potential
success of this priority program. We hope that the CHIP reguladons will be crafted in the spiril of President
Clinton’s new Bxecutive Order on Federalism, seeking to preserve state flexibility, foster innovation, and

strengthen the srate-federal partnership to reach our common goal of ensuring that our nation’s children have
access 1o quality health care.

Since enactment as part of the Balanced Budget Act of 1997, states have quickly moved to implement CHIP,
without formal regulations, offering health coverage 1o children as soon as possible. The Health Care Financing
Administration (HCFA) provided guidance 10 the states in the form of *“Questions and Answers” and formal
letters to state officials. It was on the basis of such documents that states developed their plans and on which

the Department issued its approval. The Governors trust that forthcoming regulations will not prohibit state
efforts based on previous HCFA guidance.

The Governors also expect that the guidelines will reinforce and expand state flexibility to develop the
programs that will work best for each state. Congress gave states the option and flexibility to expand Medicaid
or to develop new insurance programs based on private market models. While the nation’s Govemors remain
committed to the Medicaid program and the people it serves, many Govemors are interested in cxploring other
models of providing health insurance through CHIP. President Clinton’s executive order reminds us “one-size-
fits-all approaches to public policy problems can inhibir the creation of effactive solurions.” With this in mind,
we trust that fonhcoming regulatioas will not narrow available state options or impose additioral hurdensome
requirements, but will seek to preserve the “healthy diversity™ in public palicy that the President has advocated,

In addirion 1o these general themes, we would like 10 outline several specific priorities that we hope will be
addressed in HCFA regulations and uctions:
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Waivers. States must have the flexibility to design and implement progrars that reduce the number of
uninsured children. To this end, the CHIP stamte offers several oprions, including 1115 waiver authoriy,
President Clinton, in his executive order, directs our attention to waiver authority as a means to increase
opporwunities for utilizing flexible policy approaches at the state level. For CHIP to be a successful and
innovative program, states must have the gbility to utilize full staturory authority, without artificial restrictions.

Cost Sharing. Congress explicitly stated certain specific paramerers for CHIP, such as allowing cost sharing

up to 5 percent. The Governors expect that the department will not move beyond its statutory autharity in order
to make these limitations rmore resmrictive.

Employer-based Coverage. As more than 60 percent of Americans oblain health insurance at work, employer-
based CHIP coverage is a natural opportunity to assist hard working families thar cannot afford to accept
insurance offered by employers for their children, Several barriers must be eliminated before states can
cffectively utilize this unigue opportunity. (1) HCEA has required states to prove that employer-based coverage
is actuarially equivalent to the state’s CHIP package. Requiring actuarial equivalence determinations for every
employer’s health plan is an overly burdensome requirement. Developing a more efficient and effective
comparative method or allowing for a waiver of the requirement, would ensure that more children receive
access 1o health insurance. (2) HCFA has also cequired that an employer must conmibure at least 60 percent of
the cost of coverage. As a state’s plan must meet HCFA's cost-effectiveness test, 2 hard and fast rule about
perceniages of employer ¢ontributions is not necessary. If a state can demonstrate cost-effectiveness while
having employers contribute less than 60 percent, there is no reason for the arrangement to not be permitted.

Family Coverage. Significant evidence ¢onfirms that children are more likely to receive much-needed health
care when the entire family has access to coverage, Many states would like to expand their CHIP programs to
cover parents of CHIP kids with state dollars when covering parents does not meet the cost-effectiveness test
for budget neutrality. ‘Thus far, the department has nort utilized its waiver authority to permit states to expand
health insurance to parents of CHIP kids and reduce the rate of uninsured Americans.

Crowd-ont. The pressure is on in the states to enroll eligible children in CHIP. But many states are frustrated
that children must endure a prescribed period without insurance. States are developing innovative approaches
to reducing crowd-out. A "one-size-fies-all” mandatory waiting period prior to enrollment for children that have
recently lost access 1o health insurance may not aiways be necessary or appropriaie. States should have the
flexibility to enroll children without artificial time resrrainis that could stall program development and prevent
children from receiving necessary health care as soon as possible,

The nation’s Governors share with Congress and the Administration the goal of providing children with high
quality and affordable health coverage, We hape that the regulations will reflect the letter and the spirit of the
President’s executive order on federalism, recognizing that “the states possess unique authorities, qualities, and

abilitics 1o meer the needs of the people.” We look forward to continuing to work with you on providing for the
health of our nations’ children.

Sincerely,

7

Governor Don Sundquist Ggfemor John Ki T
State of Tennesses e of Oregon
Co-Lead Govermnor on Health Co-Lead Governor on Health



Outreach Efforts

Outreach has been an important aspect of CHIP from
the very beginning. In fact, the authorizing statute
requires state plans to include an outrcach component.
Outreach, however, is not a traditional activity for
Medicaid and public welfare programs, which generally
have viewed their role as being to limit services to those
who meet rigorous eligibility eriteria, rather than to
reach out proactively so as to serve as many individuals
as possible. “Outreach is a whole new concept for us.
hut one that is working and one that is helping Medicaid
and CHIP” savs Sally Richardson, the HCFA official
who oversces hoth Medicaid and CHIP,

[n addition, CHIP must overcome the stigma associated
with its connection to Medicaid—eligibility for which
until 1996 was linked to eligibility for welfare. The
Medicaid-weltare connection also was a problem in the
late 19805, when Medicaid was expanded to cover preg-
nant women and intants in families with incomes above
traditional Medicaid-income ceilings. This was the first
time Medicaid aggressively moved to enroll o population
that had no connection to weltare, and states found a
widespread hesitaney on the part of individuals to enroll,
hecanse doing so often necessitated application in person
ata welfare office. Some states responded with a range of
innovative stratedies designed to separate their Medicaid
expansion programs from welfare—ineluding the actual
enrollment process—as much as possible.

Now facing similar issues with CHIP, stares are taking
steps to streamline the process to allow individuals to
enroll in the program without having to apply at a wel-
fare office. These include “presumptive eligibiliey,”
through which health care providers can grant provi-
sional eligibility while a formal application is being
processed, and “outstationing,” through which cligibility
workers who can make formal cligibilitcy determinations
are placed directly in health care sites. Many states also
distributre applications widely and allow applicants to
submit them by mail rather than in person.

States are moving o differentiate CHIP programs from
Mcdicaid in other wavs as well. For example, several
states are using different names for their GHIP program,
such as MIChild in Michigan or Healthy Kids in Florida.
In addition. several states arc using identification cards
that more closcly resemble privace insurance cards than
Medicaid cards.

Notably, however, the CHIP statute includes @ cap on
expenditures for outreach by states choosing, to establish
astate-designed program, rather than a Medicaid expan-
sion. The statute limits the outreich funds that may be
spent by these states to 10% of the total amount spent by
the state on services. Unfortunately, this resericts out-

'iTh(? Guitmacher Leport on /’l/;/[l’u//'b

reach expenditures in the start-up phases of the program,
just when these activities should be at their zenith. Such
acapis particularly ironic, in the view of many
observers, since separate state-designed programs may bhe
more attractive o potential cnrollees beeause of the
stigma associated with Medicaid-based cfforts,

Next Steps

So far, at least. outreach efforts appear to have fallen
short of their goals. During a press conference in late
Julv, President Bill Clinton said he was “disappointed”
that enrollment in CHIP is “a little slow.” Commenting
on recent data showing that program enrollment has
recently reached the one million mark, Clinton said, 1
would have thought by now we'd have almost three mil-
lion..and we're well hehind that”

A few davs Later, Clinton unveiled a multitaceted cffort
to boost CHIP cnrollment. According to Clinton, the
Department of Education is sending letters o school
administrators nationwide asking that thev take part in
the cffort. Educators are being asked to make CHIP
enrollment part of the school registration process, dis-
tribute information at school functions and use applica-
tions for reduced-price school lunches to sereen for
CHIP enrollment. Other federal agencies are expected
to become involved as well. The Department of Health
and [Tuman Services is developing a nationwide radio
campaign to promote awarcness of the program. And
federal investigators will be sent to states o determine
whether applicants have been unfairly denied coverage
under CHIP—or Medicaid. enrollment in which has
been falling since the enactment of welfare reform in
1990,

Bevond that, as the federal and state governments move
to develop more extensive. and aggressive. outreach
efforts around CHIP, icis vital that some oucrcach cfforts
he aimed at reaching the millions of uninsured adoles-
cents who might be eligible. This could mean targeting
printed materials to adolescents, making information
available at places frequented by adolescents, conduct-
ing media campaigns aimed at adolescents and permit-
ting eligibility determinations at service sites—such as
family planning clinies—that sec large numbers of voung
people. In addition, it means that materials developed
for parents need to make clear that all their children—
adoleseents as well as vounger children—finally mayv
have a source of affordable insurance coverage. €8

The rescaoch on wwhich this ardcle is bused was supporeed in
peore by the LS. Department of Health cond Hunor Serviees
wnder grane FPROOOOST. The conclusions cond opinions
capressed in dis wreicle, howeeer, are those of the author
cand The Al Gueemacher Instituee.,
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Special Analysis

State CHIP Programs
Up and Running,

‘But Enrollment Lagging

States have moved swiftly to begin
implementing the State Children’s Health
Insurance Program, which was enacted in
1997 in hopes of providing coverage to mil-
lions of uninsured children in the United
States. All 50 states and the District of
Columbia have secured federal approval for
their plans. Most of the plans appear to
cover family planning scrvices and sup-
plics for enrolled adolescents, giving the
program enormous potential to help 2.7
million uninsured teenagers meet their
reproductive health care needs. Howceoer,
with the number of individuals actucadly
enrolled in the program running wwell
belowe expectations, actention has switched
to the importance of ouercach.

By Rachel Benson Gold

When hopes tor large-scale health care reform were
dashed in the carly 1990s, Congress embarked on a
scries of more ineremental—and., therefore. more politi-
cally feasible—moves to bring insurance coverage to at
least some of the millions of Americans who lack it and
to make existing coverage more comprehensive. Passage
in 1997 of the State Children’s Tealth Insurance
Program (CHIP) was one of the boldest of these incre-
mental moves. CHIP has atits disposal up to 840 billion
in federal funds over 10 vears to provide health cover-
age to many of the nation'’s estimated 12 million unin-
sured children and adolescents.

Although it was coverage of voung children that provided
the political momentum, CHIP is targeted at children up
to age 19 in families with incomes below 200% of the fed-
eral poverty level. Included in that group are 1.3 million
females and 1.4 million males—12% of all adolescents
aged 13-18 Aceording to the Guidelines for Adolescent
Preventive Services issued by the American Medical
Association (AMA). all of thesc adolescents need routine
preventive care, including health guidanee about sexual
development and responsible sexual decisionmaking. At
age 19, over threc-fourths of females and 83% of males

| The Guitmacher Report an Dublic Policy |

are sexually experienced; according to the AMA guide-
lines, sexually active teens also need sereening for cervi-
cal cancer and sexually transmitted diseasces, as well as
access to family planning services and supplies.

Since the CHIP statute lavs out broad outlines within
which states may design and operate their own pro-
srams, states ldrgely will determine the extent to which
CHIP meets the reproductive health needs of enrolled
adoleseents. States determine age and income cligibility
levels and often the bencfits that will be provided.

According to a recent analvsis by The Man Guttmacher
Institute (AGI) of the plans from all 30 states and the
District of Columbia that have been approved by the
lealth Care Financing Administration (HCFA). 46
states plus the District of Columbia provide coverage to
children up to age 19, Two states have lower age lintits
(16 vears in Arkansas and 17 vears in Oklahoma). but
thesc states could still cover a significant number of
adolescents. Two other states (Hawaii and Minnesota)
cover only voung children.

Twentyv-eight states and the District of Colambia set an
income ceiling hetween 131% and 200% of poverty {sec
table, page 8). Only 14 states cut off eligibilicy at 130%
of poverty or helow, while eight allow enrollees with

incomes above 200% of poverty to qualify for coverage.

In addition, the federal statute allows states 1o deter-
mine overall program structure. Twentv-one states and
the District of Columbia chose to expand eligibility for
their Medicaid programs to cover children and adoles-
cents eligible for GHIP. Sixteen states developed their
own, separate programs. The 13 remaining states took a
combination approach, typically providing Medicaid
coverage to enrollees helow i certain income level and
state-designed (and often less-comprehensive) coverage
to higher income enrollees (see map).

Coverage of Family Planning

The states” decisions on whether to expand Mcdicaid or
create separate programs have important implications
for the extent to which CHIP programs will offer cov-
ered adoleseents aceess 1o family planning services and
supplies. In the 22 jurisdictions with a Medicaid expan-
sion, as well as in the Medieaid component of the 13
combination plans, enrollees are entitled to the full
range of Medicaid-covered services, including maternity
care and family planning services and supplies. (The
federal Medicaid statute specitically mandates coverage
of family planning services to “individuals of childbesr-
ing age.” including “minors who can be considered to
be sexually active.™)

Medicaid offers other important protections to enrollees.
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Children enrolled in Medicaid—including those enrolled
through CHIP—may not be made subjeet to any cost-
sharing requirements, suclt as copavments or deductibles.
(The statute also specitically prohibits cost-sharing for
familv planning services or supplics.) In addition, Medicaid
recipients enrolled in managed care plans may obtain fam-
ilv planning services and supplies from the provider of
their choice, even if that provider does not participate in
their managed care network.

In contrast to the detailed requirements of Medictid,
states choosing to implement CHIP chrough a separate
program have wide latitude to design cheir own benefir
packages. The statute permits—but does not require—
the package to inelude coverage of family planning ser-
vices and supplies. Significantly, howcever, most of the
stites that have chosen to ercate an entirely state-
designed CHIP program or o combination program with
a state-designed component appear to be including cov-
erage of family planning services.

Of the 29 states that have some state-designed compo-
nent of their program, 16 specifically indieate in their
plans that family planning services will be covered for
enrolled adolescents, according to the AGH analvsis (sce
table). Most of the remaining state-designed programs
simply declare that the general category “prenatal care
and prepregnaney family planning services”™ will be cov-
ered but do not provide any additional information on
the coverage of either of these two services. The extent
to which these state programs actually include o range

of family planning services under that broad rubric is
not known at this point. Only one state indicates thar it
does not intend to cover the general category,

All of the state-designed programs cover preseription
drugs in general, and 16 states specity in their plans
that presceription contraceptive drugs will be covered.
Georgia prohibits coverage of all contraceptive devices,
however, and Utah specifically excludes the contracep-
tive implant, Norplant.

The state plans do not provide information on whether
enrollees will be required to pav a portion of the cost
when obtaining funily planning services. However, a
reeent study by the federal General Accounting Office
(GAQY) indicates that state-designed programs generally
require cost-sharing in an attempte, according to the
GAOL botl to control utilization and to promaote “per-
sonal responsibility™ for cnrollees and their familics,

That so many of the state-designed programs appear to
cover tamily planning services and supplies has impor-
tant implications for CHIPS future. Many observers
belicve that state-designed programs are likely to domi-
nate the GHIP Tandscape in the future because they
accord states greater latitude to control both bencfits
and cost. GAO estimates that as many as 14 of the orig-
inal Medicaid CHIP programs were reallv “placchiold-
ers,” designed to allow states to get a program up and
running quickly while developing a state-designed pro-
gram for implementation later.

How StAaTE CHIP PROGRAMS ARE STRUCTURED
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(ii) iu wubpaxagraph (B), by striking

“subparagraph (A) (114) (11) " and inserting
u} "pubparagraph (A)(iii)(l)f.

1 SEC. 109. AULILIONAL MEDICAID REBATES FOR GENERIC DRUGS POR

PRICE INCREASES IN EXCESS OF CPI.

'

(a) REQUIREMINT.—SecLion 1927 (e) (42 U.8.C. 1336r-8(c)) is

6
7 amended—
8 - {1) by redeesignating paragraphs (2) and (3) as
9 paragraphs (3) und (2), respectively, and relocat ing
10 parugraph {3), as redesignated, after naragraph (2), an
11 redaéignated: and
12 I!23 in paragraph (1), ae redascignatod
i3 (A} in the caption, by ecriking "FOR UINGLE SCURCE
14 EAND TNNOVATOR MULW'IPLE £OURCE DRUGS";
15 (B} in gubparagraph (A), in tle walier precedlng
1¢ elauge (i), by striking "a =inyle source drug or an
17 ?imwva:c':: muiliple source drug" and insercing "a
18 ' Covered vulputient drug”; .
19 (¥) in pubparagraph (A) (i) (II)—
20 (i) by striking "July 1, 1990" and inserting
24 "the cdate spocified in subpavagraph (B){i)"; and
22 (11) by striking “September 1990" and
23 | inserting "thce month speecified in aubparagraph
24 (B) (ii) ",
&5 : (D) by redesignating subparagraph (R) as

|\ ‘subparagruph'(C) and inserting aftes subparayraph (A)
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b3 i the following new subparagraph:
2 ".(B) BRASE PERIOD; INLEFLATTON MEASURING PFRIQD.~For
3 ' purpodes of subparagrapi (A), dates Apecified in this
4 subparagraph are as Follows~
] ' "(i; July 1, 1990, in the casc of a single
8 : gource Or innovatar multiple source drug, and July
7 ﬁ 1, 1998, in tha case of any ocher coverod
8 outpatient drug.
) ' "(ii) Scptember 1590, in the case of a ninglé
10 ‘ source or lanovator multiple source drug, and
11 September 1998, in the case of any other covared
12 outpatient drug; und
'3 (R) in subparagraph_ (C), an rcdesajgnated—
14 (i) by striking "the calendar quartex
15 bheginning July 1, 1990" and inserting “"che
16 _ calendar quarter beginning with the dale specified
- R ' i in subparuagraph (8) (i)"; and
1€ (1i) by striking v"September 1590" and
15 insarting "the mdnLh snecified in subparagraph
20 : (B) (i4) ",
21 fb) EFFRCTIVE DATE.—The amendment.n made by subsection (a)
22 shall be effective wikk respeai. .o rehate pericds beginning on
23 and aftar bctober 7, 1499,
24 SEC. 110. :INC:RRASED FEDEPAL MWATCH POR ADMINIOTRATIVE COSTS
.25 | KELATED TO OUTREACH ANP ELIGIBILITY DETERMINATIONS
% '. FOR CHILDREN AND FAMILIES.
j
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September 28, 1999

Lynn Cutler

Assistant to the Vice President
The White ITouse

Washington D.C. 20500

Dcar Lynn:

As we discussed carlicr, Minnesola is currently unable to access its Federal funding for
the Children's Health Insurance Program (CHTP). Minnesota's allotment for federal fiscal
year (FFY) 1998 is $28.4 million, and for FFY 1999 is $28.2 million. Our inability to
receive funding is due to our existing MinnesotaCare health insurance program.

Since 1993, MinnesotaCare has reduced dependence on financial assistance and greatly
decreased the number of uninsured children in Minnesota without adverse effects on the
availability of insurance in the private sector. The largest number of MinnesotaCarc.
enrollees reside in Hennepin County. The program should, in our view, be treated as a
Children's Health Insurance Program and funded as such under Title XXI.

The Minnesota Department of Human Services submitted a waiver request to the Health
Care Financing Administration in May of 1998. The waiver proposal was denied in July
1998 on the grounds that it was not appropriatc to consider waivers of a new progran:.
Since that time we have tried to [ind other ways to access these funds and have been
unsuccessful. I have attached a document that provides a more comiplete overview of our
efforts to find ways 1o implement CHIP in Minnesota.

I believe that sulficient time has elapsed for HCFA to rcconsider its decision to deny
Minnesota the requested waiver. The Minnesota Department of Human Services has

developed a number of creative ways that these funds can be used to meet the objectives
of Title XXI.

@ FRKINTED ON RECYCLLD PAPER
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I think that it is only equitable that Minncsota be ablc to receive those funds that were
allocated by Congress over two years ago. We ought not be punished for our “good
deeds™ in providing health coverage for children. T would appreciate it you could ask
HCFA staff to reconsider the Minnesota waiver request. Mary Kennedy, Mcdicaid
Director for Minnesota (651-282-9921) has becn briefed regarding our preliminary
conversation and is cager to begin discussing implementation options.

Thank you for your help on this important issue.

Sincere

Peter McLaughlin
Henncpin County Commissioner

CC: Mary Kennedy

Enclosure
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Minnesota and the Children's Health Insurance Program
(CHIP) Overview

Key Issues

o Minnesota's past efforts and commitment to providing affordable health coverage puts the
statc at a disadvantage in accessing fedcral funding through Title XXI, the Children's Health
Insurance Program. Minnesota's allotment for federal fiscal year (FFY) 1998 is $28.4
million, and in FFY 1999 is $28.2 million. Title XXI matching funds canuot be used for
programs such as MinnesotaCare that existed prior to the Balanced Budget Act, with the

exception of New York, Florida or Pennsylvania, whosc programs were grandfathered into
Title XXI.

¢ MinnesotaCarc is an award-winning program which has reduced dependence on
financial assistance and greatly decreased the number of uninsured children in Minnesota
without adverse effects on the availability of insurance in the private sector. The program
should be treated as a Children's Health Insurance Program and funded as such under Thtle
XXI.

Action to date by Minnesota
CHIP plans

Initial state plan: On July 17, 1998 Minnesota received approval from HCI'A for a CHIP
plan, designed only to sccure Minnesota's Title XXI allotment for FFY 1998. The plan expands
coverage for infants under age 2 in the Minnesota Medical Assistance program, in families with
income from 275-280 percent of poverty, The cxpansion will most likely cover less than 15
children, and uscs only $50,000 of the $28.5-million allotment. The plan assures that
Minnesota's CHIP allotments during the first three years will not be redistributed to other states.

Waiver proposal: Minnesota submitted a waiver proposal under Title Y-XJ on May 22, 1998,
in an effort to gain access.to the state's full allotment, The proposal requested recoguition of
the MinnesotaCar¢ program as a Title XXI Children's Health Insurance Program, (o allow the
state to draw enhanced matching funds on certain children in the MinnesotaCarc program.
Minnesota also requested a waiver of the 10-pcrcent limit on administrative and other
expenditures, to allow Minnesota Lo utilize alternative and creative strategies in providing
health coverage for children who are cligible for MinnesotaCare, but for various reasons haven't

Minnesota CHIP !
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enrolled. The waiver proposal was denied in July 1998 on the grounds that it was not
appropriatc to consider waivers of a new program.

Third state plan effort: The 1998 Minnesota Legislature directed the Department of Human
Scrvices (DHS) to develop a proposal to subsidize insurance available from cmployers for low-

income children ineligible for MinncsotaCare because they have access to insurance subsidized
by an employer.

DHS staff met with insurance industry representatives, employers, consumers and other
interested parties in the community during the fall of 1998, and, on December I 1, 1998, met
with the Legislative Commission on Health Care Access to advise them of the program
rcquirements. Given the barriers in Title XXI to using CHIP funds to purchase private
insurance, the Commiission agreed not to submit a proposal to HCFA at that time.

Minnesota Legislature: During the 1999 session of the Minncsota Legislature, a bill was
introduced by Senator Linda Berglin and Representative Bill [Taas, proposing an cmployer-
subsidized hcalth coverage program for children, using Title XXI funding. The program would
require families to contribute to the cost by paying a premium established by the
MinnesotaCare programs sliding premium scale. The statc would subsidize the balance of the
employer's dependent health carc premium, as well as all cost-sharing items in the employer's
plan. Benelits in the employer's plan had to mcet a benchmark test.

This bill did not pass, in large part because the federal contingencies on usc of this money made
administrative costs of such a program prohibitively expensive.

Other approaches

Congressional action: There are a few other states - Hawaii, Vermont, and Washington which
had expanded their Medicaid programs up to or above 200 percent of poverty for all children,
prior to the enactment of Title XXI, and now have difficulty utilizing CHIP funding.
Washington has not submitted a CHIP plan, but the other two states have submitted modest
plans to access their allotments. This indicates that there are serjous design flaws in Title XX1,
including:

« Tailure Lo take into account state efforts made prior to Title XXI

e Restrictions on state flexibility as a result of the federal agency's misplaced concerns on
crowd-out in the private scctor

Minnesota CHIP 2
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o Failure to facilitatc use of subsidies for employers 1o offer dependent health coverage

(for example, the benchmark coverage requircments and the requirement to determine
Medicaid ineligibility)

e Adoption of cost-sharing limits highly complex to administer.

Current Options

Waivers: Minncsota can resubmit a request for waivers of Title XXI. This is the preferred
option as it is simple and direct. Unfortunately HCFA has not been receptive to a discussion of
- walvers. : -

Possible Congressional actions: Minnesota has suggested the following options for amending
Title XXT:

¢ Allow states to ulilize 10 percent of their allotment for special health initiatives and direct
provider payments, without regard to thec amount of program expenditures for child health
assistance.

e Allow states with Medicaid income levels above a certain threshold (for example, 200
percent of FPL) to use morc than 10% of the allotment on special health initiatives and
dircct provider payments.

= Add express authority for HCFA to grant waivers of Title XXI provisions, and direct
HCI'A to exercise that authority under cerlain circumstances.

e Include the MinnesotaCare program in the group of state programs grandfathered into
Title XXI.

Continuing state efforts: Minnesota will continue to evaluate all potential avenues to access
this funding, but we are not optimistic about our ability to access CHIP funds if the status quo
is maintained.

Minnesota CHIP 3
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STATE OF “Mme-:sorA

August 9, 1999

President William J. Clinton
. The White House

1600 Pamnsylvania Avenue

Washington, DC 20001

Dear Mr. President:

You expressad at the National Governor’s Association meeting that the Children’s Health
Insurance Plan (CHIP) has not effectively reduced the nurber of uninsured children naticawide.
As we discussed yesterday, the State of Minnesota has been particulerly frustrated, as we have
bocn unable to acress a large porton of our CHIP allotment because of unduly restictive ruies
goverming the usc of CHIP funding.

In 1992, Minncsote created a program, MinmresotaCare, to provide comprebensive health
coverage to uninswed families with incomes below 275 percent of the federal poverty level, In
1995, Mianesota received a2 Medicald waiver that allowed for federal matching fimds for children
in that program. Consequently, Minnesot is prevented by law from using the CHIP allotment o
provide health eare for uminsared children who are eligible but not enrolled in the Mcd:cmd and
MinnesotaCare programs.

Despite programs such as MinnesotaCare, our state still has roughly 57,000 uninsusred
children below 200 percent of poverty who are eligible for Medicaid, With more flexibility 1o
use CHIP funding for outreach and special brealth initiatives, our state could idertify and reduce
the barrjers 1o envolling umnsured children in the existing programs. Unfortunately, we have
been unable to obuain the hecessary waiver from HCFA to further capitalize on CHIP funds and
achieve the goals of this important initiagve,

We believe that allowing states like Minnesota to use some portion of the CHIP allounent
for outveach and special bealth initiztives is entirely consistent with the purpose of this program.
We would welcome your assistance in finding ways to bexter access CHIP dollars and ensure that
our shared goal of fewer uninsured children is jndeed realized.

Sincerely,

JZS

Jesse Venmrs
Govemor

Voice: (651) 2963391 or (800) 657-3717 o Fae (651) 296-2089 ¢ TDD: (651) 296-0075 or (800) 6573598
Web [tz trp/wewgovemot state.mn.us - An Bqual Oppontunity Employer
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BOARD OF HENNEFPIN COUNTY COMMISSIONERS

A-2400 GOVERNMENT CENTER
MINNEAPOLIS, MINNESOTA 55487-0240

September 28, 1999

Lynn Cutler

Assistant to the Vice President
The Whitec House
Washington D.C. 20500

Dear Lynn:

As we discussed earlier, Minnesota is currently unable to access its Federal funding for
the Children's Health Insurance Program (CHIP). Minnesota's allotment for federal fiscal
year (FFY) 1998 is $28.4 million, and for FFY 1999 is $28.2 million. Our inability to
receive funding is due to our existing MinnesotaCare health insurance program.

Since 1993, MinnesotaCare has reduced dependence on tinancial assistance and greatly
decreased the number of uninsurcd children in Minnesota without adverse effects on the
availability of insurance in the private sector. The largest number of MinnesotaCare
enrollees reside in Hennepin County. The program should, in our view, be treated as a
Children's Health Insurance Program and funded as such under Title XXI.

The Minnesota Department of Human Services submitted a waiver request to the Health
Care Financing Administration in May of 1998. The waiver proposal was denied in July
1998 on the grounds that it was not appropriatc to consider waivers of a new program.
Since that time we have tried to find other ways to access these funds and have been
unsuccessful. [ have attached a document that provides a more complete overview of our
eﬁ'ons to ﬁnd ways to implement CHIP in Minnesota.

1 bclieVe that sufﬂclent time has elapsed for [ICFA to reconsider its decision to deny
ancsota ihe requested waiver. The Minnesota Department of Human Services has

developed a number of creative ways that these funds can be used to meet the objectives
of Title XXI.

@ PRINTED OIN RECYCLED PAPER



I think that it is only cquitable that Minnesota be able to receive those funds that were
allocated by Congress over two years ago. We ought not be punished for our “good
deeds” in providing health coverage for children. I would appreciate it you could ask
HCFA staff to reconsider the Minnesota waiver request. Mary Kennedy, Medicaid
Director for Minnesota (651-282-9921) has been briefed regarding our preliminary
conversation and is eager to begin discussing implementation options.

Thank you for your help on this important issuc.

Sincere

Peter McLaughlin
Hennepin County Commissioner

CC: Mary Kennedy

Enclosure




Minnesota and the Children's Health Insurance Program
- (CHIP) Overview

Key Issues

e Minnesota's past efforts and commitment to providing affordable health coverage puts the
state at a disadvantage in accessing federal funding through Title XXI, the Children's Health
Insurance Program. Minnesota's allotment for federal fiscal year (FFY) 1998 is $28.4
million, and in FFY 1999 is $28.2 million. Title XXI matching funds cannot be used for
programs such as MinnesotaCare that existed prior to the Balanced Budget Act, with the
exception of New York, Florida or Pennsylvania, whose programs wete grandfathered into
Title XXI.

e MinnesotaCare is an award-winning program which has reduced dependence on
financial assistance and greatly decreased the number of uninsured children in Minnesota
without adverse effects on the availability of insurance in the private sector. The program
should be treated as a Children's Health Insurance Program and funded as such under Title
XXI.

Action to date by Minnesota

CHIP plans

Initial state plan: On July 17, 1998, Minnesota received appraoval from HCFA for a CHIP
plan, designed only to secure Minnesota's Title XXI allotment for FFY 1998. The plan expands
coverage for infants under age 2 in the Minnesota Medical Assistance program, in families with
income from 275-280 percent of poverty. The expansion will most likely cover less than 15
children, and uses only $50,000 of the $28.5-million allotment. The plan.assures that
Minnesota's CHIP allotments during the first three years will not be redistributed (o other states.
&
Waiver proposal: Minnesota submitted a waiver proposal under Title Y-XT on May 22, 1998,
in an effort to gain access to the state's full allotment. The proposal requested recognition of
the MinnesotaCare program as a Title XXI Children's Health Insurance Program, to allow the
State to draw cnhanced matching. funds on certain children in the MinnesotaCare program.
Minnesota also requested a waiver of the 10-percent limit on administrative and other
expenditures, to allow Minnesota to utilize alternative and creative strategies in providing
health coverage for children who are eligible for MinnesotaCare, but for various reasons haven't

Minnesotu CHIP ]




cnrolled. The waiver proposal was denied in July 1998 on the grounds that it was not
appropriate to consider waivers of a new program.

Third state plan effort: The 1998 Minnesota Legislature directed the Department of Human
Services (DHS) to devclop a proposal to subsidize insurance available from employers for low-
income children ineligible for MinnesotaCare because they have access to insurance subsidized
by an employer.

DHS staff met with insurance industry representatives, employers, consumers and other
interested parties in the community during the fall of 1998, and, on December I 1, 1998, mect
with the Legislative Commission on Health Carc Access to advise them of the program
requirements. Given the barriers in Title XXI to using CHIP funds to purchase private
insurance, the Commission agrecd not to submit a proposal to HCF A at that time.

Minncsota Legislature: During the 1999 session of the Minnesota Legislature, a bill was
introduced by Senator Linda Berglin and Reprcscatative Bill Haas, proposing an employer-
subsidized health coverage program for children, using Title XXI funding. The program would
require families to contribute to the cost by paying a premium established by the
MinnesotaCare programs sliding premium scale. The state would subsidize the balance of the
employer's dependent health care premium, as well as all cost-sharing items in the employct's
plan. Benetits in the employer's plan had to meet a benchmark test.

This bill did not pass, in large part because the federal contingencies on use of this money made
administrative costs of such a program prohibitively expensive.

Other approachcs

Congressional action: There are a few other states - Hawaii, Vermont, and Washington which
had expanded their Medicaid programs up to or above 200 percent of poverty for all children,
prior to the enactment of Title XXI, and now have difficulty utilizing CHIP funding,.
Washmgton has not submitted a CHIP plan, but the other two states have submitted madest
plans to access thcir allotments. This indicates that there are serious design flaws in Title XXI,
‘including:

A

e Failure to take into account state efforts made prior to Title XXI

e Restrictions on stale flexibility as a result of the federal agency's misplaced concerns on
crowd-out in the private sector

Minnesotu CHIP 2



e Failure to facilitate use of subsidies for employers to offer dependent health coverage
(for example, the benchmark coverage requirernents and the requirement to determine
Medicaid ineligibility)

e Adoption of cost-sharing limits highly complex to administer.

Current Options

Waivers: Minnesota can resubmit a request for waivers of Title XXI. 'Lhis is the preferred
option as it is simple and direct. Unfortunately HCFA has not been receptive to a discussion of
waivers.

Possiblec Congressional actions: Minnesota has suggested the following options for amending
Title XXI:

o Allow states to utilize 10 percent of their allotment for special health initiatives and dircct
provider payments, without regard Lo the amount of program expenditures for child health
assistance.

e Allow states with Medicaid income levels above a certain threshold (for example, 200
percent of FPL) to use more than 10% of the allotment on special health initiatives and
direct provider payments.

e Add express authority for HCFA to grant waivers of Title XXI provisions, and direct
HCFA to exercise that authority under certain circumstances.

e Include the MinnesotaCare program in the group of state programs grandfathered into
Title XXT.

Continuing state cfforts: Minnesota will continue to evaluate all potential avenues to access |
this funding, but we are not optimistic about our ab;hty to access CHIP funds if the status quo
is maintained.

Minnesota C'HIP 3
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STATE OF MINNESOTA

OFFICE OF GOVERNOR JESSE VENTURA
130 Statc Capital - 75 Consdtutian Avenue « Szint Paul, MN 5515S

August 9, 1999

President William J, Clivan
Thks White House

1600 Pennsylvanis Aveme
Washingwn, DC 20001

Dear Mr. President:

You axpressad ar the Natonal Governor’s Associstion meting that the Qixildren’s Health
Insurancs Plan (CHIP) has not effectively redixced the number of uninsured children nationwide.

As we discussed yesterday, the Saate of Minnesota has been particularly frugomed, as we bave
boen uaable o sceass a large portion of cur CHIP allotment because of urduly resgicdve rules

governing the usc aof CHIP funding.

In 1992, Minnesota crested a program, Mioo®Care, to provide comprehensive health
coverage to uninsured fmnilies with incomes below 275 percent of the foderal poverty level. In
1995 Mianesow reccived a Medicald waiver that allowed for federal matching finds for ehldren

in that prograsy Comsequenty. Minnesom is prevemsd by law from using the CHIP allotment
prowdchal!hm for uninsured children who are eligible but not enrolled in the Me:hc:sdm:l
MinpesotaCare provzams.

Despite programs such as MinnesotaCare, our stats still has roughly 57,000 uninsured
children below 200 percent of poverty who are eligible for Mediceaid. Witk more flaxihility to
use CHIP funding for outreach and special hrealdh initiatives, our stare could identify and reduce
the darriers to exxolling winswed children in the existing programs. Unfarrungtely, we have
been umable to obin the fecessary waiver fram HCFAtnfmbcupmlmon CHIP fands and
achicve the goals of this important initiative.

Wehﬁmmtaumml&GMwmmmmmof&emdlounent
foroun-chudspa:alhnlthmhﬂvalsmelyummmﬁﬁemoﬂhnmm
We would weltame your assisance in finding ways to m:::sc}ﬂ?donmsandmedm

our shared goal of fewer uninsured childcen i3 indead realized.
Sincerély,

Q;w,/

Jesas Venumra
Governor

Volow (651) 296.3391 or [800) 657-3717 = Fawe (651) 296-3089 o TDD: (651) 2960075 or (800) 6573598
Web lte: IxtpAwwmgoemorsuate mn.us - An Bausl Opporuunity Employer
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THE WHITE HOUSE C‘&p.\t_d
WASHINGTON _ D
: September 13, 1999 gjjsj\nin S
MEMORANDUM FOR THE QIDEHT | POC{_QQ-A—i
FROM: CHARLES M. .lestt\.IN(E'/l"‘ﬁ Cla fon
. Yi§ erthwn —
SUBJECT: ' CONGRESSIONAL CORRESPONDENCE ML‘J L'A: ;hkw‘,.?
o 4
Attached for your signature is a letter to Senator Edward M. ce Brie
Kennedy (D-MA), in response to his August 5 correspondence - B

regarding efforts to enroll more children in the Children’s
Health Insurance Program (CHIP). Additionally, attached for your
review is a copy of the Senator’s incoming letter.




THE WHITE HOUSE

WASHINGTON

”
Dear Senatg{!‘&qy,

Thank you for your recent letter regarding how to enhance
our current efforts on children’s health insurance outreach. As
always, I appreciate your steadfast leadership in ensuring that
all Americans have access to adequate health care coverage.

I certainly agree with you that the back-to-school time
period offers a great opportunity to launch new efforts to
identify and enroll eligible children in both Medicaid and CHIP.
To that end, I have planned several efforts to take advantage of
this opportunity to insure children. As you know, last month at
the National Governors Association’s (NGA) annual conference, I
announced that the Department of Education and the National
Association of Elementary School Principals sent letters to
nearly 16,000 school superintendents and 27,000 elementary school
principals asking them to commit to conducting on-site education
and enrollment of uninsured children. Additionally, beginning in
late September, the Departments of Health and Human Services and
Education will hold regional meetings to bring together state
officials, school systems, and groups to promote local school
based outreach efforts. These meetings will lay the foundation
for a national conference on school-based health insurance
outreach, currently scheduled for mid-November. I will ensure
that your ideas get incorporated into these efforts to
institutionalize enrolling children in health insurance.

Our work to insure children is not limited to schools. We
are continuing our public-private “Insure Kids Now” campaign to
engage a range of citizens and organizations in outreach. At the
NGA conference, I encouraged states to step up their outreach
efforts, and I announced that the United Way will join the
Departments of Justice and Health and Human Services to conduct
aggressive community-based outreach in over 20 vulnerable cities.
This joint action follows similar efforts by foundations,
corporations, health care providers, consumer advocates and
others in the private sector that include placing the toll-free
number -- 1-877-KIDS NOW (1-877-543-7669) -- on corporate
products and airing public service announcenents on TV and radio.
Also, my Federal Interagency Task Force on Children’s Health
Insurance Outreach implemented over ‘150 new activities to ecducate
Federal workers and families nationwide about the availability of



The Honorable Edward M. Kennedy
Page Two

Medicaid and CHIP. These activities include distributing
hundreds of thousands of posters to health centers, providers,
and Federal grantees nationwide; launching the new
“insurekidsnow.gov”’ website; and providing thousands of employees
with information, such as .the new toll-free number, on their wage
and earning statements. The second report by the Task Force is
due out shortly, with a new set of actions to promote outreach.

We are also continuing to focus on outreach to legal
‘immigrant children. Our public charge policy, which clarifies
that the receipt of Medicaid or CHIP will not affect immigration
status, has been well received not only by the immigrant
community, but by public health experts, providers, and state and
local governments. We have begun to publicize this clarification
to eliminate the fear that previously deterred so many members of
the immigrant community from applying for benefits for themselves
and their children. To this end, INS and HHS together with
members of your staff are currently designing an outreach
campaign to further educate providers, immigration officials, and
the immigrant community about our current policy on public
charge.

Finally, I think it is essential to ensure that there are no
barriers to enrollment. In the near future, my Administration
will be conducting comprehensive, on-site reviews of state
Medicaid enrollment and eligibility processes to assess
compliance with current law and to develop recommendations for
improvements. As part of these reviews, HHS officials will
stress the need for accurate and timely state data submissions.
We are committed to ensuring that any barriers to enrollment and
access to gquality care that may exist as part of the state TANF,
Medicaid, and CHIP are eliminated.

_ Once again, thank you for taking the time to share your
thoughts on this issue, which is so important to me. For your
review, I am enclosing a summary of our recent activities on
outreach.

Sincerely,

The Honorable Edward M. Kennedy
United States Senate
Washington, D.C. 20510



THE CLINTON ADMINISTRATION’S COMMITTMENT TO
PROVIDING HEALTH INSURANCE TO CHILDREN

THE IMPORTANCE OF CHILDREN’S HEALTH OUTREACH. Over 11 million children
in America are uninsured. Nearly 90 percent of these children have parents who work, but do not
have access to or cannot afford health insurance. Over 4 million of these uninsured children are
already eligible for Medicaid. However, many families are not aware that their children are
eligible for Medicaid, and others have difficulty filling out the application. Similar problems
could undermine the new Children’s Health Insurance Program’s goal to enroll millions of
uninsured children.

INTENSIVE PUBLIC-PRIVATE OUTREACH EFFORTS TO IDENTIFY AND ENROLL
ELIGIBLE CHILDREN. The President, Vice President, and First Lady have unveiled several
public-private initiatives to identify and enroll eligible uninsured children in either Medicaid or
CHIP, including;: ' :

Launching a new nationwide “Insure Kids Now” Outreach Campaign. This campaign will
engage a broad-based, bipartisan, public-private coalition to use a variety of means to educate
and assist families in insuring their children. Initial activities include: '

e Unveiling the “1-877-KIDS NOW” Hotline. Together with members of the National
Governors Association, the President unveiled 1-877 KIDS NOW, a toll free number
developed by the NGA in partnership with Bell Atlantic and the Administration, to provide
state-specific information about Medicaid and CHIP to families in all 50 states. Families
calling this number will receive information about eligibility criteria, benefits, and how to
apply for coverage.

o Running public service announcements on national television and radio about Insure Kids
Now. NBC, ABC, Univision, Turner Entertainment, the National Association of
Broadcasters, and Viacom/Paramount have begun to air public service announcements
providing information about the importance of health insurance and promoting the Insure
Kids Now number. Radio ads on Insure Kids Now will also be aired nationwide, starting with
California, Utah, Colorado, Alabama, Arkansas, Illinois, Ohio, and North Carolina.

e Printing the Insure Kids Now toll free number on commonly used products. Buildingona
series of commitments made in 1998, K-Mart, General Motors, the American Dental
Hygienists Association, and American Medical Response have pledged to put the new toll- .
free number on grocery bags, toothbrushes, diaper boxes, pharmaceutical products, child
safety seats, and schoolbuses.

* Reaching out to enlist every school in the country in a back-to-school children’s health
outreach campaign. The President announced that the Department of Education and the
National Association of Elementary School Principals will send letters to all 15,725 school
superintendents and 27,000 elementary school principals asking them to get involved in
children’s health outreach. The letters include information on how schools can target and
help enroll these children and a pledge form to document their commitments.




¢ Collaborating with the United Way of America, DOJ, and HHS in targeting 21 key cities in
conducting outreach campaigns. The President announced that in September 1999, the
United Way of America, HHS, DOJ, and Education will launch intensive outreach efforts
that include: providing information in orientation packets; including CHIP information with
school lunch applications; and hosting outreach events at school and community events. HHS
will invest $1 million in a radio campaign to promote the Insure Kids Now toll-free number.

Releasing an Executive Memorandum ordering Federal Agencies to conduct new outreach
activities. In an Executive Memorandum dated June 23, 1998, the President ordered the
Departments of Health and Human Services, Treasury, Agriculture, Education, Labor, Housing
and Urban Development, Interior, and the Social Security Administration to enact over 150
initiatives designed to help enroll millions of uninsured children in Medicaid or the new
Children’s Health Insurance Program (CHIP). The Task Force has begun new outreach efforts
include launching the new “insurekidsnow.gov’” website; distributing 145,000 posters to over
20,000 health centers, providers, and other grantees; and providing 92,000 USDA employees
with information about outreach, including the new toll-free number, on their wage and earning
statements.

New actions to assure families access to Medicaid, CHIP, and other benefits. On May 25,
1999, the Administration unveiled new regulations assuring families that enrollment in Medicaid
or the new Children’s Health Insurance Program (CHIP) and the receipt of other critical benefits,
such as school lunch and child care services, will not affect their immigration status. The new
regulation, effective immediately, clarifies a widespread misconception that has deterred eligible
populations from enrolling in these programs and undermined the public health. In addition,
Federal agencies will send guidance to their field offices, program grantees and to work with
community organizations to educate the public about this new policy.

Reviewing Medicaid eligibility and enrollment processes in every state and promoting best
practices. On August 9, 1999, the President instructed HCFA to launch comprehensive, on-site
reviews of state Medicaid enrollment and eligibility processes. These reviews, conducted by
HCFA regional office staff, will include interviews with state officials and case file checks to
assess compliance with current law and to develop recommendations for improvements. The
review teams will also highlight best practices for ensuring that eligible families get Medicaid.
These efforts build on recently released guidance encouraging states to reach out to children who
are no longer eligible for cash assistance but are still eligible for Medicaid or CHIP.

Investing in new children’s health insurance outreach. The President has included a $1
billion, 5-year initiative to fund outreach to enroll uninsured children in Medicaid and the new
Children’s Health Insurance Program (CHIP) in his FY 2000 budget. These new funds will
enable States to simplify enrollment systems, launch ad campaigns, educate community
volunteers, outstation eligibility workers, and conduct outreach campaigns to identify and enroll
uninsured children in both Medicaid and CHIP.
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- WASHINGTON, ol 20510-2101

[N :  Angust 5, 1999

The Hénorablmfferson Clinton. Z( WZ{é

President of the United States-
The White House -
Washington, DC 20500

Dear Mr. President:

_ - Thave spoken to'you several times about a cause thar is close to both of our
hearts—guarantecmg health insurance coverage for all children. - As you know, the v_a.s_t_g;a;.qugy
of uninsured children today are elxglble for either Medicaid or CHIP, but t00 manxazanot

p

A recent-rcport by-the Kaiser Family Foundation found that CHIP enrollment has
increased dramatically in the last six monmsw-but is still only a fraction of those

eligible. This school ig which th erational in
: \ all states. The back-to-school period offers a unique opportunity for a new initiative on

&arollment in both CHIP and Medicaid, and can be the launching pad for a major effort for the
entire upcoming yca.r _ :

Under your leadership, the Executive Departments and Agcncws have made significant
efforts. to enroll more children, and your staff have been workmg effectlvcly on this issue. Here
are some suggesuons for the next few months.

. oint a lcvel Whi soardipator, whose responsibility is to work with the
Executive Branch, the states, the Congress, and voluntary agencies and organizations to
enroll children in CHIP and Medicaid and to assure that enrolled children receive needed

- health services. This coordinator should havé the same stature as the Director of the
Wh1te House Ofﬁce of National AIDS pohcy or the Y2K coordmator _

. Use the occasion of your address to the National Governor’s Assocxanon on Sunday to
urge greater efforts by states to enroll uninsuged children. Many states are making

' but the gap between what has been d d what could be done is

still too wide. The practices that would have thc greatest potential impact to encourage

enrollment of children include presumpti and assigning

ligibilii ters, churches, da care centers, pre-schools, and

er organjzati ns.

«  Usea Saturday mdlo address to encourage parents to enroll their children in CHIP and
Medxcaxd as they prepare to go back to school.
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_ Page 2
o .. .' Encourage coordmatlon of enrollment for school Iunch programs and CHIP and
Medicaid. Participation in school lunch programs is high, and the eligibility Iargely '
' overlaps. _
«  Launcha campa1gn. workmg with the lNS and voluntary orgamzauons Wlth ties to the .-

immigrant community, to assure immigrant populations that enrolling their children in

- CHIP will not affect their immigration status. The INS agrees that this is the case, but a
greater effort must be made to publicize this point and reassure parents, since a
substantial proportion of umnsured children come from this community.

e _ Direct the Departments of HHS and Education and other appropriate agencms to hold
' joint regional conferences around the country this month, to bring together state officials,
school systems and groups, advocates and others to launch an enrollment effort tied to
back to'school events. Governors and other local leaders should be asked to address these
conferences as a way of strengthening their commitment to this goal. For school systems,
‘the objective should be a system in which determining children’s insurance status and
enrolling them if they are uninsured is as routine as verifying that they have required

) vaccmatxons

«  HHS needs to insist that states provide berter and more timely data on the progress of
enrollments. Only with better data wﬂl it be possible to identify the trouble spots that

need special attention.

Ihope these suggestxons are hélpful. Iwas delighted with the focus you put on uninsured
cmldren In your recent press conference. The coming weeks offer an unparalleled opportunity to

bnng the goal of universal health insurance for ch:ldren closer to reahty / _

Respectfully,
¢4

Edward M. Kennedy
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 Examples of Creative and Successfui School-based
_ Outreach Strategies That Governors Could Rephcate

D1stnct of Columbla A posterlpoetry contest helped to raise awareness about need for and

availability of health insurance. Application boxes are provided in pnnc1pa1s offices, and -
" training is provided for selected school staff. ‘Enrollment at events such as report cate

.. parent/teacher confercnces isan eﬂ'ecuve strategy -- one such event resultmg in 400 approved

apphcauons

Idaho The Hosp1ta1 Consortlum of North Idaho pattnets with 12 school districts in ﬁve counties
as part of a federally funded demonstration project. As part of the project, the shared school
nurse provides information about health coverage to families, and works with local Medmaxd

staff to ensure that families’ applications are processed appmpnately

'Illinois: Chicago Public Schools identified more ¢ than 200,000 children -withoﬁt health insurance,

of whom more than 100,000 should be eligible for KidCare. The KidCare Enrollment Campaign
has evolved into an innovative and aggressive school-based outreach campaign at over 600
public schools. Enrollment for health insurance at the time of report-card pick up was the focus
of the successful campaign, Chicago Public Schools® experience provides important lessons on

' the need for public-private pa:tnerships, and for céoperatio'n across state agencies.

Nevada: Experience in Nevada shows that 70% of CHIP applicants leam about the program
ugh the school system. Coordination with school lunch programs, athletic programs and
 parent-teacher conferences helps to spread the word about CHIP. . School principals became

effecnve leaders to coordinate school outreach effons

- Massachusetts: Teenagers and their families, working with Health Care for All, helped to
organize the Coaches’ Campaign to focus on enrolling children who want to participate in school
sports. Coaches learn about opportunities for health coverage for students dunng Red Cross
CPR trammg for coaches and other school athletic staff.

anesota. Assistance with completion of Medicaid applications is available to families of new

- students at the Welcome Center operated by the Minneapolis Public Schools. . During peak

registration months of August and September, a Medicaid eligibility worker is outstationed at the
Welcome Center. _ o

.Nebraska: In Nebraska, community health centers are permitted to enroll children who are
presumed to be Medicaid eligible. Staff of Panhandle Community Services health center
attended a parent information night at a Scotts Bluff elementary school and was gble to directly
enroll children by assisting parents to fill out Medicaid applications on site.

~ South Carolina: About two thirds of all CHIP applications originate in schools. School

employees involved in the outreach effort included school nurses, athletic directors and guidance
couns¢lors. An incentive program encouraged applications with five dollars paid ic ench child

- with & completed application, aud pizza parties for the.schools with the most applications.
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Utah: Fam111es can apply for Med1ca1d at deson Elementary School in Salt Lake City. After the
" Utah Department of Health discovered at an Edison school health fair that many students were
 suffering from untreated health conditions, a Medicaid eligibility worker was outstationed at the
-school five days a week, The worker also prov1des mformatxon in six other schools on parent
- tcacher nights and to school colmselors . .

ashmgton. Seatﬂe schools are orgammg muluple appmaches to increase enrollment of
eligible children in Medicaid. . School nurses and family support workers trained by the
Washington Health Foundations’s Child Health Access Program assist families with Medicaid
applications. Families learn about the program from school-based promotional materials
including letters, posters and activity at school events. Linkage with school-lunch program and
. other strategies for making insurance application a part of school routine are being explored.

- . 'West Virginia: Teaming up with community health centers provides additional resources for
- enrollment. New River Health Association operates four school-based health clinics and
provides assistance to other school-based clinics in West Virginia. Health center staff provides
 families with application forms and offers assistance with the application process.
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Qctober 15, 1999

Nancy-Ann DeParle, Administrator

Health Care Financing Administration

U.S. Department of Health and Human Services
200 Independence Avenue, S.W. '
Washington, D.C. 26201

Dear Administrator DeParle:

As you work towards developing regulations for the Children’s Health Insurunce Program (CHIP), the
Govemors would like to express our interest in ensuring that any regulations will maximize the potential
success of this priority program. We hope that the CHIP reguladons will be crafted in the spirit of President
Clinton's new Executive Order on Federalism, seeking to preserve state flexibility, foster inmovation, and

strengthen the srate-federal partrership to reach our common goal of ensuring that our nation’s children have
access o quality health care.

Since enactment as part of the Balanced Budget Act of 1997, states have quickly moved to implement CHIP,
without forma) regulations, offering health coverage 1o children as soon as possible. The Health Care Financing
Administration (HCFA) provided guidance (o the states in.the form of “Questons and Answers” and formal
letters to state officials. It was on the basis of such documents thart states developed their plans and on which

the Department issued its approval. The Governors trust that forthcoming regulations will not prohibit state
efforts based on previous HCFA guidance.

The Governors ulso expect that the guidelines will reinforce and expand staie flexibility to develop the
programs that will work best for each state. Congress gave states the option and flexibility to expand Medicaid
or to develop new insurance programs based on private market models. While the nation’s Govemors remain
commired to the Medicaid prograrn and the people it serves, many Governors are interested in cxploring other
models of providing health insurance through CHIP. President Clinton's executive order reminds us “one-size-
fits-all approaches to public policy problesnis can inhibir the creation of effactive solutions.” With this in mind,
we trust that fonthcoming regulatioas will not narrow available state options or impose additional burdensome
requirements, but will seek to preserve the “healthy diversity”™ in public policy thar the President has advocated.

In addition to these general themes, we would like 10 outline several specific prioritiea that we hope will be
addressed in HCFA regulations and uctions:
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Waivers. States must have the flexibility to design and implement programs that reduce the number of
uninsured children. To this end, the CHIP statute offers several opuons, including 1115 waiver authority,
President Clinton, in his executive order, directs our attention to waiver authority as a2 means to increase
opporunities for utilizing flexible policy approaches at the state level. For CHIP to be a successful and
innovative program, states must have the ability to utilize full statutory authority, without armificial restrictions.

Cost Sharing. Congress explicitly stated certain specific parameters for CHIP, such as allowing cost sharing

up to S percent. The Governors expect that the department will not move beyond its statutory authority in order
to make these Jimitations more resrricrive.

Employer-based Coverage. As more than 60 percent 0f Americans oblain health insurance at work, employer-
based CHIP coverage is a natural opportunity to assist hard working families that cannot afford to accept
insurance offered by employers for their children. Several batriers must be eliminated before states can
cffectively utilize this unique opportunity, (}) HCEA has required states 10 prove that employer-based coverage
is actnanally equivalent to the state’s CHIP package. Regquiring actuarial equivalence determinations for every
employer’s health plan is an overly burdensome requirement. Developing a more efficient and effective
comparative method or allowing for a waiver of the requiremnent, would ensure that more children receive
access to health insurance. (2) HCFA has also required that an employer must contribure at least 60 percent of
the coxt of coverage. As a smate’s plan must meet HCFA's cost-effectiveness test, 2 hard and fast rule about
percentages of ernployer contributions is not necessary. If a state can demonstrate cost-effectivencss while
having employers contribute less than 60 percent, there is no reason for the arrangement to not be permitted.

Family Coverage. Signilicant evidence contirms that children are more likely to receive much-needed health
care when the eatire family has access to coverage. Many states would like to expand their CHIP programs to
cover pareats of CHIP kids with state dollars when covering parents does not meet the cost-effectiveness test
for budget neutrality. Thus far, the department has not utilized its waiver authority 10 permit states to expand
health insurance to parents of CHIP kids and reduce the rate of uninsured Americans.

Crowd-out. The pressure is on in the states to enroll eligible children in CHIP. But many states are frustrated
that children must endure a prescribed period without insutrance. States are developing innovative approaches
to reducing crowd-out. A "one-size-fits-all" mandatory waiting period prior to enrollment for children that have
reccently Tost access 1o health insurance may not always be necessary or approprate. States shauld have the
flexibility to enroll children without artificial time restraints that could stall program development and prevent
children from recciving necessary health care as soon as possible,

The nation’s Governors share with Congress and the Administration the goal of providing children with high
quality and atfordable health coverage. We hape that the regulations will reflect the letter and the spint of the
President’s executive order on federalism, recognizing that “the states possess unique authorities, qualitics, anc

abiltties to meer the needs of the people.” We look forward to continuing to work with you on providing for the
health of our nations” children.

Sincerely,

SRS

Governor Don Sundquist Ggffernor John Ki T
State of Tennessee te of Oregon
Co-Lead Governor on Health Co-Lead Governor on Health
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Overview

In spite of a booming economy, the number of uninsured New Yorkers
continues to grow at a rapid pace. Over 3 million individuals in the
State—19% of the nonelderly population—are currently uninsured, and a
staggering 28% of New York City’s nonelderly residents have no coverage.
While the proportion of uninsured was well below the national average
less than a decade ago, New York is now worse off than the nation as a
whole by nearly any measure of health coverage. Absent significant policy
changes, these trends are expected to continue unabated into the new
millennium.

Growth has been particularly sharp in the number of uninsured who earn
too much to qualify for Medicaid but too little to afford private coverage.
New York began to tackle this problem last year when it expanded the
popular Child Health Plus (CHP) program, which subsidizes coverage for
uninsured children in low-income, working families. Unfortunately, there
is no comparable program for working adults, leaving this group with few
options if they cannot afford to purchase insurance on their own. Med-
icaid is the only statewide, subsidized insurance program for nonelderly
adults, but generally only the very poorest qualify for the program. It is
therefore not surprising that 75% of the uninsured in New York are be-
tween the ages of 18 and 65.

To address this problem, GNYHA and the 1199 National Health and Hu-
man Service Employees Unjon, SEIU developed the Family Health Plus
(FHP) proposal. Building on the successful CHP foundation, FHP would
use proceeds from New York State’s share of tobacco settlement funds to
extend subsidized coverage beyond children to uninsured families and
single working adults. A broad coalition of organizations has formed to
support the proposal, and in June 1999 the New York Assembly over-
whelmingly passed FHP legislation. While neither the Senate Majority
Leader nor the Governor has spelled out a specific strategy for expanding
insurance, they both favor devoting a portion of tobacco settlement funds
to health coverage.

For the first time in many years, a consensus appears to be forming
around the need to expand affordable health coverage to working families,
and supporters of FHP will continue to build on this momentum until this
goal is attained.

July 1999 Page 1 of 10
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Background
on the
uninsured in
New York

Figure 1

Percent of nonelderly
population without
health insurance

Characteristics of the
uninsured

Over the past decade, New York’s uninsured rate has grown rapidly. Cur-
rently, over 3.1 million New Yorkers—nearly one in five nonelderly resi-
dents—are uninsured, and 180,000 more individuals are added to the
ranks of the uninsured each year. Absent significant policy changes, this
trend is expected to continue into the new millennium. '

While the proportion of uninsured has grown across the country, New
York’s uninsured rate has increased over three times faster than the na-
tional average over the past decade. New York entered the 1990s with an
uninsured rate lower than the national average, but the proportion of
uninsured is now higher and growing faster than in the rest of the nation.

The problem is particularly severe in New York City, where 28% of the
nonelderly population is uninsured. As a result, the percentage of unin-
sured in New York is 50% higher than the national average.

30

&

Percent of noneldelry poputation
— - N
o wn o
]
33 °

w

Source: United Hospital Fund, 1998,

Contrary to common perceptions, the vast majority of the uninsured live
in working families; nearly three-fourths of uninsured adults are em-
ployed at some point during the year and 40% work full-time, full-year.
However, the uninsured also tend to be low-income, with two-thirds living
in families that have incomes below 200% of the Federal poverty level
(roughly $33,000 per year for a family of four).

Though much attention has been focused lately on uninsured children,
75% of the uninsured in New York are adults, and single childless adults
are the group most likely to lack coverage. This situation reflects the long-
standing direction of state and Federal policies, which call for much more
generous coverage of children through public programs.

Citizenship status is another predictor of health insurance status. Among
non-US citizens, 46% were uninsured in 1996 compared with only 15% of
US citizens. Roughly one-third of New York’s 3.1 million uninsured are
immigrants.

July 1999 Page 2 of 10
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Figure 2
Uninsured persons by
employment status
Non-worker
27%
FulHime,
S full-year workar
41%
Part-time,
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Past-tame,
full-year worker FulHtime,
8% part-year worker
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Source: United Hospital Fund, 1998,
Figure 3
Poverty status of

nonelderly uninsured 300%+ FRL

17%

0~100% FPL
41%

101-200% FPL
26%

Source: United Hospital Fund, 1998.

Factors contributing | Key to the rapid growth in New York’s uninsured population is the steady
to New York's decline over the past decade in private health insurance coverage, both
uninsured problem: | . ;) loyer-sponsored and individually purchased insurance. From 1991 to
Orop in private coverage | 1996, the percentage of nonelderly New Yorkers with private insurance
dropped eight percentage points—from 71% to 63%—compared to the na-
tional average, which dropped only three percentage points—from 72% to
69%—over the same period.

Research suggests two primary reasons for the decline in employer-
sponsored insurance. First, firms that do offer health benefits have been
steadily increasing employees’ share of premium contributions, making
coverage unaffordable for many workers. Second, employment growth in
New York has been concentrated in smaller firmas that are less likely to
offer coverage to their employees. Indeed, workers in the smallest firms
(under 25 employees) experienced the sharpest declines in coverage.

July 1999 Page 3 of 10
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Low participation in
existing programs

Low-income workers without employer-based insurance have few options
for obtaining coverage. Medicaid is the only statewide public insurance
program for nonelderly adults, but it is available only to the very poorest
individuals. To qualify for the program, a parent with two children must
earn less than $7,900 per year, and childless adults less than $4,300 per
year. New York’s private individual market, among the most expensive in
the country, is equally inaccessible, with premiums averaging $3,400 per
year for individuals and $10,000 for families.

Another factor contributing to the State’s high uninsured rate is the low
participation of eligible people in existing public insurance programs.
Over 800,000 individuals—one-fourth of the uninsured population—are
eligible for Medicaid or Child Health Plus but have not signed up for these
programs. Often, these individuals fail to enroll because they are not
aware they are eligible or they find the application process confusing and
difficult.

Another likely cause of this low participation is the 1996 welfare reform
law, which delinked Medicaid from cash assistance. Historically, welfare
has been the main avenue to Medicaid eligibility; anyone eligible for wel-
fare automatically received Medicaid. As a result of welfare reform, how-
ever, many former welfare recipients mistakenly think they are no longer
eligible for medical assistance or simply fail to apply for health benefits in
the first place. In only three years, from 1995 to 1998, Medicaid enroll-
ment dropped by 300,000 people, a trend that is likely due in large part to
the implementation of welfare reform.

“July 1999 Page 4 of 10



JUL—gb—1397 WI:idL GNYHR P.yc/12

ﬁw York's
subsidized
health
insurance
programs

Medicaid

Child Health Plus

Figure 4
Eligibility levels for New
York’s public insurance

programs

New York State has a long-standing tradition of support for the health
care of vulnerable populations. The State’s two largest public health in-
surance programs for nonelderly residents—Medicaid and Child Health
Plus (CHP)—provide comprehensive benefits, and recent eligibility expan-
sions in these prograras ensure relatively generous coverage for children.
However, there has still been a net increase in New York’s uninsured be-
cause these programs have failed to keep pace with both the decline in
private coverage in the State and the recent increase in the number of eli-
gible individuals losing Medicaid coverage. Following is a brief description
of the major programs providing subsidized health coverage in New York.

With over 2.5 million enrollees, New York’s Medicaid program is one of the
largest in the country. The program offers comprehensive health benefits
at no cost to individuals, with eligibility capped at roughly S4% of the
poverty level for adults without dependent children, 87% for parents with
dependent children, 185% for pregnant women, and 133% for children.
While the benefits are generous, the low eligibility threshold for most
adults makes the program accessible only to the poorest of the poor. In
addition, a complex and confusing application process serves to deter en-
rollment of those who are eligible for the program. The delinking of Medi-
caid and cash assistance, as described earlier, has exacerbated this
problem.

Child Health Plus is the largest non-Medicaid, publicly funded children’s
health insurance program in the country. CHP offers comprehensive, sub-
sidized, private coverage to uninsured children in families earning less
than 250% of the poverty level, with premium contributions determined
on a sliding scale basis. Over 300,000 children are currently enrolled in
the program and thousands more are signing up for CHP each month.
The Federal Title XXI program finances 65% of CHP’s budget and the
State pays the remaining 35% share.

Adsts (ages 19-64)

(ages 0-18)
Notxs Inaame levels shown sbove are gross income for GHP and net Inqaimg for Masqald.
" 89500 on 1998 Heath and Human Service poverty guidefings for trespern Dimifet
® Based on 2958 HaWE and HUMAN SETVGE Poverty IGETNES Tor BNgie 2SS,
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Health insurance
demonstration

programs:

New York State
Partnership Program

Regional Pilot Project

New York City
demonstration programs

New York State also operates a number of small-scale health insurance
subsidy programs for businesses and individuals. Overall, these initiatives
have had only a minimal effect on the number of uninsured. However, the
lessons learned from these programs can be useful in shaping future pro-
posals to expand coverage.

The New York State Health Insurance Partnership Program (NYSHIPP) of-
fers subsidies to small employers to cover 45% of a group health plan. The
program is funded at $6 million per year and has enrolled just over 1,000
businesses (as of August 1998), with an average of two to three employees
per firm. While NYSHIPP has a waiting list of firms interested in partici-
pating, this may be a function of the very limited available funds. The
program has not been thoroughly evaluated, but similar programs in
other states suggest that even generous subsidies fail to induce large
numbers of businesses to offer coverage.

Through the $6 million Regional Pilot Project (RPP), the State subsidizes
individuals and families for the purchase of private coverage from a lim-
ited selection of managed care plans. The program is similar to Child
Health Plus, where families contribute to the cost of their coverage on a
sliding scale, but unlike CHP, entire families and childless adults can
participate. The program appears to be relatively successful at enrolling
uninsured families, though it has not yet been thoroughly evaluated.

Over the past year, the New York City government has implemented two
demonstration programs designed to expand or improve the quality of
employer-provided health insurance: the New York Health Purchasing Al-

liance (NYHPA) and the Small Business Health Insurance Demonstration
(SBHI).

NYHPA was started with a $1 million grant from the City that provided
seed money to establish a small business health insurance purchasing
alliance for the more than 200,000 small businesses across the City. The
Alliance contracts with a variety of commercial managed care plans to
provide employees of participating firms with a choice of plans that offer
the same standard set of benefits. Employees benefit from a broad selec-
tion of insurers, while employers enjoy reduced administrative costs. En-
rollment in NYHPA is expected to begin this year.

Also targeted at small employers is SBHI, a collaborative effort of the New
York City Health and Hospitals Corporation (HHC) and the Group Health
Incorporated (GHI) insurance company. Under the program, GHI provides
very low-cost, comprehensive health insurance coverage to uninsured
businesses. GHI reduces its costs by restricting patients to only HHC pro-
viders and by negotiating deep discounts with these facilities. The pro-
gram has recently started enrolling businesses and currently covers 250
individuals.

July 1999 Page 6 of 10
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Far:iTy Health
Plus

Simplification of New
York's insurance

programs

To address the dearth of insurance options for working families without
access to affordable employer-based coverage, GNYHA and 1199/SEIU
jointly developed Family Health Plus (FHP), a proposal to make affordable
health insurance available to New York's working families and individuals.

FHP builds on the successful foundation that Child Health Plus (CHP)
now provides to children, extending subsidized, private insurance to the
uninsured parents of CHP children and other working adults who do not
qualify for Medicaid or Medicare. A separate provision of the proposal,
targeted to those who can afford to purchase reasonably priced coverage,
establishes a pool to lower premiurus in the individual insurance market.

(varies by county}

(3pe10-18) Adubx (ages 19-64)

Noe Incame levelt shown above are grods income for GHP and net came for MedQd.
*Baged on 1999 Heath and Human Service poverty guidelines for OyeR=n famites,
* B2ad on 1938 Heakth and Numan S¢riae poverty uiddines for Gingie adule.

Many aspects of FHP mirror the CHP program. For example, eligibility for
FHP, like CHP, would be set at 250% of the poverty level; FHP’s benefits
and premium subsidies are based on CHP's benefit package and premium
schedule; and, to the extent possible, health plans participating in FHP
would also offer CHP and Medicaid coverage.

FHP would be coordinated with CHP and Medicaid to keep families in the
same health plans and ensure seamless transitions between the pro-
grams. To advance this goal and to eliminate the barriers to enrollment in
existing public programs, the FHP proposal calls for a simplified, uniform
application process for all of New York’s health insurance programs, and
vigorous outreach and other measures to maximize family enrollment in
the programs for which they are eligible.

Together, these proposals would reduce the administrative complexity of
enrolling in public programs and guarantee access to affordable health
coverage for all working New Yorkers with an income under 250% of the
poverty level, regardless of age or family status.

July 1999 Page 7 of 10
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Funding for FHP would include a portion of the proceeds from New York’s
$1 billion share of the national tobacco settlement and Federal funds -
available through a provision of the Federal welfare reform law allowing
states to expand health coverage to working families.

FHP got a boost earlier this year when GNYHA and 1199/SEIU joined
with the New York State Health Care Campaign, a coalition of 75 health
care and consumer groups, to push for passage of the bill. With the en-
couragement of this broad-based coalition, the Assembly included a ver-
sion of the GNYHA /1199 FHP proposal in its “HCRA 2000” bill reauthor-
izing New York’s expiring Health Care Reform Act. The Assembly’s version
of FHP is very similar to the GNYHA proposal, though its eligibility is more
limited (200% of the poverty level for parents and 120% of poverty for
childless adults). This FHP plan passed the Assembly with overwhelming
support in. June 1999.

Neither Senate Majority Leader Joseph Bruno nor Governor George Pataki
has released a proposal to expand health insurance coverage in New York.
However, both have stated their support for using some portion of tobacco
proceeds for health care, and Senator Bruno is cumrently developing his
own health coverage expansion bill that will be funded by tobacco settle-
ment proceeds.

While obstacles to final enactment of a family health insurance program
remain, the outlook for a coverage expansion is more positive than it has
been in decades, and GNYHA /1199 will be mounting a vigorous campaign
in the coming months in support of FHP. Passage of this proposal would
once again make New York a model for the rest of the nation when it
comes to serving the health care needs of vulnerable populations.

Ho Mo SR MU
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Facts about
the uninsured
in New York,
1996

New York City

Poverty

Age

Employment

Private
coverage

Citizenship

19.1% of New York State’s nonelderly population is
uninsured, compared with 17.6% for the rest of the
country.

Nearly 28% of New York City residents are uninsured com-
pared with 13% of other New York State residents.

New York City has 41% of the State’s population and 60% of

the uninsured.

More than two-thirds of the nonelderly uninsured live in fami-
lies with incomes below 200% of the poverty level.

Nearly one-third of nonelderly single adults are uninsured.
Despite expansions in insurance programs for children, 15%
of all children are uninsured.

Full-time, full-year workers account for nearly 40% of the
uninsured.

Nearly three-fourths of the uninsured were employed during

the year.

Private coverage among workers declined by 6.3 percentage
points between 1990 and 1996.

Nearly one-third of the uninsured are not US citizens.

Source: United Hospital Fund, 1998.

July 1999 ' Page 9 of 10
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Statistics on | Uninsured by percentage (nonelderly)

the uninsured | United States.......... N T 17.6%
in New York, | New York State.............. i RTEEERSNONRAtsnnennaasnaenanannsnn 19.1%
1996 New YOrK City......ccoeeievirirens et e e erarare e 27.8%

Uninsured by number (nonelderly)

United StateS..ciiiiiii i eereneeeseerrorse e v aebearnenteennnretrireernrrroneE 41.3 million
New YOrk State....ccveveerenvrenceccinnnene PEE TN EN A e rarreneraaaaaeatarat e tantteberenn 3.1 million
NEW YOrK City cuviiinniririe e inececececverersnnessesieseecnreseneeesesnsnnes rererere- 1.8 million

Uninsured by employment status

Worked at some point during year............. teeersesraneetasaesaeaasanans e tee s 73%
Unemployed..............o.. et e eraeaene IR erearaeeaerennes . 27%
Worked full-time, FUll-YAI vviviviiiceeeceeereeeececrc e v retecenmee e e e seeeeeemeeeesesannes 41%

Percent distribution of the uninsured in various groups:

Uninsured by poverty status (by % FPL)

0-100. i cceecerericeenrens e eareay ORI 41%
101-200.....ccccmmeeeennn, ettt e RO 1 e s b e e e sr e e a e en sa ke b a et e b b ereararas 26%
201-300 1.c.ueiieeite e e et b e r e s ne s s ne e s nrere reee. 16%
301+ ....... e rE e e raans YLt irerraerrarasnanns A EEE NN teeantaeen e eny e enats 17%
Total........cccceern s raaaas U 100%
Uninsured by age group

0-18....... N 25%
19-64.0iiiiirerieeireenns et et ree e e r e b e nrar e se e nnnes e, 75%
Total....... Creeeersiecarraasany Lt a st et et s aa st s s B TIb A bnastmsmanesasamesarerssvenanernnarn 100%

Uninsured by citizenship status

S w10 7./<) (O f et e et ten e eaaenterereatrrans 68%
NON-US dtizen viieeeeeecernenaenes rtEresrererannennsarorrens N b imearaeenrm et hretteteaenanns 32%
Total.......cooviiiiereecicenes e te et b eranarannaras SR 100%

Source: United Hospital Fund, 1998.
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Q: Isn’t welfare reform responsible for the drop in the number of uninsured children?
What is the federal government doing about that?

A: This Administration has demonstrated an unprecedented commitment to reducing the
numbers of the uninsured and would not take any action that would reduce access to
health insurance for low income people. National welfare reform legislation was enacted
in August 1996 and phased in by the states during 1997, so the numbers currently
available say little about the effect of welfare reform on Medicaid coverage.

Beginning in 1993, President Clinton led the effort to reform welfare by granting waivers
to 43 states allowing them to move families from welfare to work. In each waiver, the
Administration insisted that states ensure continued Medicaid coverage for all eligible
people at the same time they were promoting work. This reflected our commitment to
expanding health coverage and our belief that health insurance is a crucial work support.

And as today’s New York Times points out, the President insisted that the welfare reform
law guarantee Medicaid coverage to all adults and children who would have been eligible
prior to the law’s passage (cxcept for those adults who refuse to meet their work
obligations). Recently, the Department revised its regulations to help families work their
way off welfare by permitting states to extend Medicaid to low income two-parent
families even if the principal wage carner worked more than 100 hours per month,

We are also working with states to ensure that people moving off cash assistance
programs, and working families who may not realize they are eligible for assistance, still
get Medicaid benefits. We are also working with states to identify model outreach
strategies, program operations, coverage expansions and Medicaid policies designed to
increase the number of people eligible for Medicaid who actually receive it. The major
new outreach effort announced today will also help states enroll eligible people in both
Medicaid and the new Children’s Health Insurance Program.
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NETWORK

Celebrating 15 years of Local Educazion Funds 1983 - 1998

February 22, 1999.

TO:  VictoriaLynch~ § pPa—gfes
- FR: Amold F. Fege _
RE:  Public Education Network Commitment to disseminating the 1-200 Number Related to CHIPS

This is to notify you that the Public Education Network will commit to the following related to
disseminating the 1-800 CHIPS number and national campaign:

Will display the number on its website

Notifythc43lomledumﬂnnﬁmdsof!hemnnber

Work with PEN’s representatives partu::patmg in the CDC/DASH Comprehensive School Health
Initiative in five communities. These sites are: Charleston, West Virginia; Lincoln, Nebraska,
Shelbusne, Falls, Massachusetts; Providence, Rhode Island; and Baton Rouge, Louisiana. (See the

attached)

We look forward to working mth you inl your attempts to assure Mm care for low mcome and
disadvantaged children and families, Excellenthealth care assures tbat Ehﬂdmen come to school ready to
learn. _

W=

A

J.

Should you have additional quwﬂons, don’t hesitate to mll Rlchard Tagle, Director of the CDC/DASH
Tnitiative or myself at 202 628—7460 I'will call yon thh thé PEN person who will be attending the White

House event tomorrow, K

- Thanks for your help.

A

601 Thirteenth Street N.W.
Suite 900 Nosth
Washington, D.C. 20005-3808
Telephone 202-628-7460
FAX 202-628-1893
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NOTE TO: Devorah Adler
SURJECT: SSA Teachers Kits

This is in response to your telephone request earlier today. The SSA Teachers Kit is a
sei-instructional set of materials for teachers to use in high school classrooms. It
includes five lesson plans, a teachers guide, a 24-minute video, fact sheets, and other
handouts. The materials are designed to provide a basic understanding of Social Sceurity
programs young people can use now and in the future. SSA plans to print 15,000 to
20.000 kits hetore the September 1999 school year begins and Information on the
Children's Health Insurance program will be included.

[ you need additional information, please contact me at 410-965-4004 (l'ax 410-966-
20060)),

Martha Seabrooks

mb\\\\h\\\&x\ N;(\{U\/

Social [asurance Specialist
Oftice of Communications

ce: Michele €. Brand
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NBC'8 ‘THE MORE YOU KNOW’ PARTNRERS WITH 'mn‘. DEFARTMENT OF
BEALTH AND HOMAN SERVICES INX A CHULDRENS HEALTH INTTIATIVE

*“Law & Order” Stary Benjamin Bratt & 6. Epatha Merkerson
Fostured In New Pablic Servier Announccment Clundo IS

NBC’s “The Mor= ¥Yru Know” public service camphign has joined with the Department-of
Health & Fiyman Secviesd ta inform pareats of the Children's Hralth Tnsurance Program
(CHI®). Today at the White House, the Fresident lsunched the Insurw Kids Now Qurrcach
Effort, an initiative that will utilizn both pubiic wnd privets sectors to raise awareness of
CHIP. As part of Jyswre Kids Now, “The More Yon Kuow” has produced a public service
annoupsement (PSA) featuring “Law & Order” stars Begjamin Bratt and 8. Epatha
Merkerson. The PSA is pimed ot mising awarensss of CHIP amnng parents in need of free
or low eost health ingurance and has a tel] fwe rumber for vicwers to call to mroll or to
get mare information. The new PSA will premiere on NBC, Wednesdsy, February 24"
dwing “Leera” as 9:00am (ET).

“Children are our nationt’s greatest resanree, Rts otr regponaibllity to insure that each
child i» afforded the oppornity to live a bealthy Gift,” suid President William Jeffersen
Clinton 2 the launch of /aturs Kids Now. “Through NBC's dedlaation to prometing
swaremess and providing isformation sbout children’s bealth initiatives we can be securs
millions af parents will know of fesources svailahie ta help protect cur natlon’s future.”

“T 3m proud to be & perticipant in thie outreach affart, a8 well as part of NBC, an
organization that recogmizzs ths impertnce of distributing importaat Information to [ts
viewers," u2id S. Epatha Merkarson, star of NBC’s “Law & Order" and “The Mare You
Know” PSA, who attendad the White House launch of Inwre Kidy Now.

CHIP, introduced inta aw over a Yesr &go, provides $24 billlon over § yeard o help states
offer affordatle health hrsurance to millions of children in working families thet make tmo
much for Medleaid but too little to afford private covarage. The Insure Kids New outreach
effort |5 challenging fouvdations, corporations, healh care providers, cénsumer advacatas
and mamry athers in the private secter to make every effort to enrall uninsurad children in
cHP,

“The More You Know” is NBC's Inng-standing commitment to its viewars and their
communities ta help educate and raise gwarensss of important gocietal igsnes, Through
crestive & innovative public service antionncamernte (PSAs), over 200 NBC celebritiaz
have sffectively communicatod over 70 issurs, Topics mage from suhdtance abuge and
viglence prevention to teacher appreclation end staying in schoal and are aired i all
dayparts inchuding prime time, daytime, late night and Saturdsy momning. Spooial FSAs are
produced in connection with the “Movie of'the Week” and air durlag the movic's
troadeast. Anether element of tha campaipn is the Pogtar/Smudy Guides that ere astionally
Gralated in schoals and dasigned to further help students recognize the negarive
obstacies, €ich as peor prewsure and substance abuse, which might divert them fram their

7 ‘¢ 1607 ON ' 08N R49Z7:8 8661 Bl ¢4
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aducationa! goxls, Camied by more then 200 local effiliates under the banner of “The Morc
You Kaow,” statlans also implement nuparous commnity outresch activities such as
homevfork }Euﬂmcs, Voluntesrism proprams, adopt-a-schoo! inttintives and henlth and
odugmun fairs, “The Mare You Know” is the longest-ruaning, most comprehensive pubilir
service campaign in existence.

L3}

MEDIA CONTALT:
Kyle Ratino, NBC Corporsze Commugications, 212/664.1198

£ ¢ 156704 hER RdLZ2'9 BRRT Q1 €34



Cathy Hess <chess @ amchp.orgS
02/22/99 01:01:29 PM

Record Type: Record

To: Barbara D. Woolley/ WHO/EQOP

cc:
Subject: Insure Kids Now - AMCHP commitments

Barbara, thanks for the invitation to tommorrow’s event, and for the opportunity to share what AMCHP is
doing to promote the campaign to reach and-enroll children in CHIP. As you know, the Association of
Maternal and Child Health Programs (AMCHP) represents all of the state public health agency programs
across the country that focus on child health. The mission of these programs derives from Title V of the
Social Security Act, the MCH Block Grant, which requires states to provide toll-free lines for parent advice,
and to assist public insurance programs, including Medicaid and CHIP, to find and enroll eligible children.

AMCHP is committed to working with the White Houée. our colleague national partner organizations, and
our members to spread the word about "Insure Kids Now". Specifically we will:

-Devote the front page of our upcoming newsletter Updates to the initiative. To be distributed in early
March, the newsletter is mailed to over 500 national, state and local public health and related
organizations and individuals.

- Add an ad banner for the campaign that will link to the federal website, on AMCHP’s web site -
www.amchp1.org :

-Ask and assist all of our member public health agnecy program directors in all 50 states( as well as DC
and territories) to offer their expertise in running toll-free lines, and their community based service
providers to assist in the campaign (some of our members may be operating the state lines- we are trying
" to ascertain the exact number). We will do this through our newsletter, website, our upcoming annual
meeting (Mar. 15-17 here in Washington), and in future, reports that share lessons learned among the
states. : ' :

Ploses ~all ar email madts
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behalf of the President and the First Lady, we thank you for your interest in the Chjldren’s
Health Insurance Plan Initiative’s private sector partnership program. As you know, the President
and th_e First Lady Hillary Rodbam Clinton plans to announce your commitment during a White
House event 1o raise awarcness about children's health insurance plans. The event is scheduled
for February 23 and the time and location is to be determined.

The Wt_ﬂtc House plans 1o incorporate 2 summary of your commitment in press materials. To
streamline efforts, please provide the following information and fax this form 1o Barbara
Woolley at 202-456-62 18 by February 19th. Thank you,

8090 o 7 2t s a2 e N 0 390 oo ool of 3B e e e S e S o o A5 750 32 o ol A 2 0 90 e a0 N S e e ek AXRTEXEF TR REEE LR hd xR
Name of company:

.AMERICAN DENTAL ASSOCIATION

Summary if commitment/activity:

1 ADA ONLINE - This is ADA's homepage on the Internet; and/or

2) ADA News

Time frame during which commitment/activity will be implemented:

As soon as the information is available.

Location (nationwide/regional, etc.):

Nationwide

Company representative attending White House ,_ev'gm;
Nainc: Thomas J. Spangler, Jr. "

r b l v <% l
Workaddressltclcphonen_umbenllll 14th 5t., N.W.- Suite 1100
Washington, D.C. 20005

(202) 789-5177

If applicable, will you provide a visual for the event? If yes, please describe;

NO

TOTAL P.B2
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PRESIDENT CLINTON AND FIRST LADY HILLARY RODHAM CLINTON
LAUNCH THE INSURE KIDS NOW CAMPAIGN PROMOTING
CHILDREN’S HEALTH INSURANCE OUTREACH
DRAFT: February 23, 1999

Page 1 ﬂ

Today, the President and the First Lady, along with Governors Carper and Leavitt
and Secretary Shalala, launched the nationwide “Insure Kids Now” campaign
designed to enroll every eligible but uninsured child in Medicaid and the new
Children’s Health Insurance Program (CHIP). Building on his efforts to ensure that it
is easy and accssible for families to enroll their children, the President has engaged
a broad-based, bipartisan, public-private coalition to use whatever means possible
to educate and assist families in insuring their children. .This-nctudestaarching a
fiationwide, toll-free number set up by the National Governors’ Association in
partnership with the White House and Bell Atlantic, allowing families to get

essential informatio %9 service announcengents on TV and radio; placing
nc ﬁroau‘rg'ﬁmsﬂngﬂgrass‘nmwmgammvn*c 510 m—:‘I

‘)“J' the—tellfree number
C//“ﬂ/\a{? d stepping up activities by overhIO Federal agencies that

N/ !
xx& workjng famllles Altogether these actlons will make a major

ne fen S programa o pmalltn whtd they ot
HILDREN’S HEALTH INSURANCE INITIATIVE

The President and First Lady have made improving children’s health a priority.

Studies show that children without health insurance are more likely to be sick as
newborns, less likely to be immunized as preschoolers, and less likely to receive

medical treatment when they are injured.

0
(}}/J . e Historic, new options for children. The President, with bipartisan Congressional
M\V support, created the State Children’s Health Insurance Program (CHIP) in 1997,

le/ which devotes $24 billion dollars over the next five years for health coverage for
children. Today, 47 states have implemented CHIP and expect that they will
@ enroll over 2.5 million children when fully operational.

0 U’J \ * Greater challenge: enrolling children. Ensuring that all eligible children get
’\}p( enrolled in health insurance is a formidable challenge. Barriers like complicated
(}ﬁ applications, lack of coordination between children’s programs, and the

perception that working families are not eligible prevent uninsured children from
getting the coverage that they need. To remove these barriers, the President
has taken numerous actions to encourage states to streamline their application
and enroliment processes, accept mail-in applications, and place eligibility
workers in convenient locations. He also ordered 8 Federal agencies, through
their hundreds of programs that serve working families, to aggressively assist in

\a’d\Q enrolling children.
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NEW, NATIONWIDE “INSURE KIDS NOW“ OUTREACH CAMPAIGN

Building on last year’s efforts, today the President and First Lady launched the
“Insure Kids Now” public-private campaign. For the first time, major TV and radio
networks, corporations, health care organizations, religious groups, and other
community-based organizations can join Federal agencies in raising awareness of
the importance of children’s health insurance. :

s Launching ”"1-877-KIDS NOW" Hotline. Today, Governors Carper and Leavitt -
unveiled 1-877 KIDS NOW, a new toll free number developed by the National
Governors Association in partnership with Bell Atlantic and the Administration,
that provides state-specific information about Medicaid and CHIP to families in
all 50 States. Families calling the line will speak with a person who can provide
information about eligibility criteria, benefits, and how to apply for coverageﬁW
Beginning in October, HHS will assume responsibility for this line. w

o

‘by) * Running public service announcements on national television about Insure Kids
Now. Beginning tomorrow, to help surround families with information about
\ Insure Kids Now, NBC, ABC, Univision, Turner Entertainment, the National
Association of Broadcasters, and Viacom/Paramount will air public service
announcements providing information about the importance of health insurance
and prometing the Insure Kids Now number,4
o Lt

7 eall ful
* Airing radio advertisements about Insure Kids Now. Today, the Deparment of
())}) Health and Human Services (HHS) will begin funding radio ads on Insure Kids
13 Now in 45 States and DC, starting with California, Utah, Colorado, Alabama,
lllinois, Ohio, Kentucky, North Carolina, New Jersey, Connecticut, and Maine.

Later this year, Radio Disney and Bonneville will run similar ads nationwide.
Radio advertisements reach over 77 percent of consumers daily, making them
an incredibly effective way to reach the millions of families with children who
are eligible for Medicaid or CHIP. In addition, when radio and television are used
together as part of a larger educational campaign, over 70 percent of people
remember the visual images of the television advertisement when hearing the

radio advertisement.
- ﬁd%q&vfs g df/ment !
blishing-editoriala-and-w q articles about Insure Kilmr . Thts—spring,
USAJInds nill-oubhish-ap-edchtoriat-and BlueCrossrtiue e witl publish-2 M
page-edvertisementintheAprit-issueof Time '--..-. sorfchidren’s-health |, ,
insurance=n-additian, Pfizer, the AmericapCollege of Erdergency Physigia 5,’ v %m

of §

the American Nurses Association, the Uifited Way, Amgrican Coliege-6f
Physicians, the National Collaboratiop’for Youth, the Association 6t State and
Territorial Health Officials, Wyeth Vederle, Kaiser Perpnanente N olunteers of
America, the March of Dimes, t€ Points of Light Fqundation, Hope for Kids, the
Veterans of Foreign Wars, thg’National Education Association, and religious
organizations from across tife country have agreed \to put information on Insure
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Kids Now in their product handbooks, circulars, and mass mailings, as well as
distributing posters featuring the Insure Kids Now number to their clients and
constituents. Print media is an effective educational tool, especially when used
together with other media, because it allows the reader to reread and thoroughly
digest the information.

¢ Printing the Insure Kids Now toll free number on commonly used products.
Public service announcements and advertisements are only one component of a
successful communications campaign. Building on a series of commitments
made in 1998, K-Mart, General Motors, the American Dental Hygienists
Association and American Medical Response have joined the Insure Kids Now
campaign and have pledged to put the new toll free number on grocery bags,
toothbrushes, diaper boxes, pharmaceutical products, child safety seats, and on
the sides of buses.

* New Federal efforts to promote children’s health insurance outreach. The
President has both legislative and administrative proposals to help enroll children
in Medicaid and CHIP, including Over $1.2 billion in his FY 2000 budget for
children’s health outreach, through proposals that will help states access
additional funding for successful outreach activities, and new actions by the
Federal Task Force on children’s health outreach, including launching the new
“InsureKidsNow.Gov"” website today that provides information about state
programs and the Administration’s public-private outreach campaign; distributing
145,000 posters to over 20,000 health centers, providers, and other grantees;
sending 92,000 USDA employees information about outreach on March 8 on
their wage and earning statements, including the national toll-free number; and
sending a letter and posters with the Insure Kids Now number from the
Department of Justice to all 170 sites in Operation Weed and Feed, a crime
prevention and community revitalization initiative.
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Survey Results:

YMCA of the USA
Eden Fisher Durbin
(202) 835-9043

Summary of commitment:

1) Will place information and phone number for CHIPS program on HOTFAX - a national
fax alert to over 4,000 staff and volunteers associated with YMCA

2) Will incorporate information and phone number for CHIPS program in Healthy Kids Day
material, Healthy Kids Day is a national YMCA day that highlights kids health issues
across the country at local YMCAs. Healthy Kids Day is April 10™.

3) Wil distribute information and phone number at our YMCA Multi-Cultural, YMCA
Program and YMCA City Agenda Conferences in the next 3-9 months.

All of these steps will be taken in the next 2 weeks to 9 months. The location will be country-
wide. ' The information will be distributed to the over 2200 YMCAs across the country that serve
16 million people, including 8 million youth,
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. The VYaico for Hesith Care Coaastarvars

Fax Transmission

Date: __2 ﬂﬁlqa
Time: ‘L{\ (Q QW\

'Dept. / Activity Code: L,!' O Project: (? 3

Number of Pages: ;l (including this cover sheet)
Please deliver this fax to;
Name: Bav bayg WDb‘fi Org.:

Fax #: L}E’) (D’Lﬂ;“% | Phrione:

Comments:

From: __l/.lOtW Vjﬁ\os Ext.: 3(0/8
| - J

1334 G Street, NW
Washington, DC 20005
Voice: (202) 628-3030
Fax: (202) 347-2417
e-mail: info@familiesusa.org
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_" From: Vicky Pulos / '
To: woolleyb_@a1.eop.gov
: Date: Mon, Feb 22, 1999 11:59 AM
. Subjeet: CHIP
Barbara,

Families USA will publicize the national 800 number in the following ways:
1. posting the number on our web page ~www.familiesusa.org—our site receives about 12,000 hits per
month

2. including the 800-number in the next issue of our newsletter~ASAP!--our newsletter is mailed to over
8,000 subscribers and covers all 50 states

3. including the 800-number in the next e-mail alert to our listserve which includes about 1700 people
around the counfry

Families USA Foundation
1334 G Street, NW
Washington DC 20005
202-628-3030
info@familiesusa.org

Vicky Pulos

Families USA
202-628-3030

ccC: Joan Alker
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Martha Stewart Living Omnimedia
20 West 43rd Street
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COMPANY The White. Hovae

PHONE
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FROM Janet O'Donnell

PHONE 212-827-8105

FAX 212-827-8102

MESSAGE

enviced copy o M—Faxed Hars
b ervnoon -

If you have trouble with transmission of this fax, please call 212-827-8105.
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NAME OF COMPANY:
Martha Stewart Living Omnimedia, LLC

SUMMARY OF COMMITMENT/ACTIVITY:

MARTHA STEWART LIVING OMNIMEDIA LLC HAS COMMITTED TO PRODUCING
PUBLIC SERVICE ANNOUNCEMENT (PSAs) FEATURING MARTHA STEWART TO
SPOTLIGIIT THE CHIP “800” NUMBER AND, WITH THE HELP OF CBS, TO AIRING
THEM ON L.OCAIZ TELEVISION AND RADIO STATIONS TO REACH FAMILIES
ELIGIBI.E FOR CHIP NATIONWIDE. THE COMPANY WILL ALSO PROVIDE CIIIP-
RELATED INFORMATION IN THEIR MAGAZINE, “MARTHA STEWART LIVING” AND
ON THEIR “MARTHA STEWART LIVING” TELEVISION SHOW,” AS WELL AS OFFER,
IN PARTNERSHIP WITH KMART AND THE CHILDREN'S DEFENSE FUND (CDI),
COMMUNITY-CENTERED OUTREACH AND IN-STORE INFORMATION AND
INCENTIVE PROGRAMS FOR CHIP LATER THIS YEAR,

TIMEFRAME DURING WHICH COMMITMENT/ACTIVITY WILL BE

IMPLEMENTED:
1999 with emphasis on fourth quartcr

COMPANY REPRESENTATIVES ATTENDING WHITE HOUSE EVENT:
Martha Stewart, Chairman and Chief Executive Officer

Martha Stewart Living Omnimedia, LLC

20 West 43rd Street, New York, NY 10036

% Phone: 212-827-8100

Cool]

. Sharon Patrick, President and Chiel Operating Officer
| Martha Stewart Living Omnimedia, LLC
/20 West 431d Street, New York, NY 10036
: 21
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Smuthihne Beecham

February 19, 1999

Barbara Wooley, Office of Public Liaison
Fax Number 202-456-6218

Name of Company: SmithKline Beecham

Summary of Commitment: SmithKline Beecham has participated and
continues to participate with America's Promise and its efforts to catalyze private
effort support for the CHIP Program.

We provided a $30,000 grant to provide America's Promise with the
organizational capacity to interact with business and nonprofits in their efforts to
market the CHIP program on a national level.

We provided $1.5 million in funds to support innovative and community-wide _
children’s healith programs in the communities that have made a commitment to
the healthy start goal of America's Promise.

Timeframe: lnltnated support in 1997 and support will contmue through 2000

Location: Natlon-wnde

Company Regresentatwe Jean Glenn ; 9 . \
Manager, Community Partnership g\ ) i Ok/Q ' Q-—Cﬁ\ ¢

SmithKline Beecham

'”t' -One Frankiin Plaza
P.O. Box 7929 % @7 ] 3
Philadelphia, PA 19101 .5 .
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