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Francia Smith 
Vice President, Consumer Advocate 
United States Postal Service 
475 L'Enfant Plaza SW 
Washington, DC 20260-2200 

Dear Ms. Smith: 

THE WHITE HOUSE 

WASHINGTON 

November 5, 1999 

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-pwfit 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 cr,�ating 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 spoke:n with your staff about this issue, and concluded that the best way to do this is 
may be in the Postal Bulletin. As yCtu requested, we have attached draft language to that end. 

Your help would be greatly appreci.:1.ted. Please feel free to call if you need additional 

information. 

cc. Odette Horne

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



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 insurance 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 assistance 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 dol lars. 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 maks 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 RIteCare 
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 program is either part of the Medicaid program or does not have a 
special name assigned to it. 
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U.S. O£PARTMENT OF HEAL TH AND HUM.AN SERVICES 

February 23, 1999 Contact: HCFA Press Office 
(202) 690�6145

THE CIDLDREN'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 largest 
single expansion of health insurance coverage for children in more than 30 years. Today, nearly 
J J 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 to 
afford private health insurance, this new initiative set aside $24 billion over five years for states 
co provide new health coverage for approximate(v 3 million children. To improve the health of 
our nation's children, the President has challenged the public and private sectors to work 
cogether co 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 stare, 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 oucreach 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 wilh heavy out-of-pocket 
expenses. At President Clinton's insistence, the CHIP program requires thal states use this new 
money to cover uninsured children -- and not replace existing health coverage. 

Funds for the program became available lO the stales on Oc10ber 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 acrual 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 
[J__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, Pennsylvania, Wisconsin, Oregon, Texas, Idaho, Puerto Rico, 
Indiana, Utah, North Carolina, Minnesota, Maryland, Arkansas, Nebraska., Maine, Nevada, 
South Dakota, 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 stare 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. 

� 018 
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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 earn 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 families 
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. If a 
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 oui-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 total 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 Hwnan 
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 
cenain 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. IlliS has written to each state outlining the 
program, and has published a preliminary check-list ofinfonnation states must submit to HHS when 
applying 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 

�U.l.V 

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 Governors' 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 bisure 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 effons. 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 nationwide
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.

• The www.insurekidsnow.8ov Web site links parents to eligibility and enrollment information.
HCFA launched a Web site, www.insurekidsnow.gov. which offers parents a phone number to call
for infonnation on children's health insurance covera�e 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 materials 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 Outreach 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 distributed CHIP information to WIC programs in 
states. HUD- sponsored Neighborhood Networks centers, which provide computer training at no cost 
to 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 Schering 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 initiative to engage hospitals in helping 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 refonn 
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 l 00 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, Alabama expects to insure 36,000 children by 
September 1999. Alabama is hiring extra outreach workers to increase the number of children located and 
enrolled 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 $7 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 expandeil. 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 System 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 bom 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. 

California 

California could receive as much as $855 million for both fiscal year 1998 and fiscal year 1999 for its 
CHIP plan. The state is expanding its Medicaid program, known as Medi-Cal, by implementing an 
income disregard and by making children under age 19 eligible i f 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 insure 500,000 children by the end of fiscal year 1998. As part of its outreach efforts, California is 
subcontracting for a 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 a total of 23,000 children under this non-Medicaid managed care 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 the 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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Connectjcut 

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 ofup 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 
program. The new health insurance program, Part B of HUSKY, is targeted toward children up to age 18 
in families with incomes up to 23 S 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 District 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 District 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 CillP plan expanded Medicaid eligibility to children in families eaming up to 100 
percent of the FPL and expanded Florida'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 u.p to 18 with SJ. ecial needs; and expanding Medicaid to cover ch:ldren ages 15 - 19 
to l 00 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. 

Georeia 

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 premiwn 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 ofYouth 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 fonned 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 
enrollees 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 varied 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 Depanment 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. Illinois' plan was approved on April 1, 1998. 

Indiana 

L¼!:JV.L.V 

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 is using its allonnent 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. Iowa 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 progran1. 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 Health Wave 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 setvices; 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 premiwn for a six-month period. Families 
with incomes between 134 and 149 percent of the FPL pay a maximum 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-month 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 fiscal 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 progTam, Cub Care. 
Through CHIP, Maine is 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. 

Marvland 

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. 



02/23/99 TUE 17:45 FAX 202 690 5673 DHHS/ASPA 0008 

- 11 -

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 to 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 creaie 
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 famihes 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 accomplished 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 is equivalent to that offered to state 
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employees, with the addition of vision, hearing and dental services. There is no family cost-sharing 
requirement. As pan 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. 

Missouxi 

Missouri could receive as much as 552 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 distributed 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 S12 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 mirrors 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 11, 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 original 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 1̂ 99 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 
enrollment, 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 August 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, 
1999. 
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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 is at or below 100 percent of the FPL. Currently, North Dakota'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 born 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 $11 7 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 ex.isting 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- l 00,000 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 
poveny 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 Pue110 Rico estimate 
CHP will cover 165,000 children. Pue1 to 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 allotment 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. Beginning 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, phannacies 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 
state is increasing eligibility limits for children ages 6 to 18 from the current limit of 100 percent of FPL 
to 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 4 7 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 sui;ply infonnation to families with potentially eligibl� children. Texas' plan was approved on 
June 15, 1998. 
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Utah 

Utah could receive as much as S24 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 advertising, 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 

Virginia could receive as much as $68 million in federal funds for both fiscal year 1998 and fiscal year 
1999 to 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 a single mail-in application for both programs. 
The state is also placing eligibility workers in different locations throughout the state, offering a toll-free 
hotlme 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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Vir&in Islands

lf/JUUl 

The Virgin Islands could receive nearly $279,000 in new funds for fiscal year 1998 and about $1. l million 
in fiscal year 1999. The tenitory is using its CHIP allotment to expand its Medicaid program to children 
receiving services through a tenitory�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 income 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 VirK;inia 

West Virginia could receive as much as $24 million in new funds for both fiscal year 1998 and fiscal year 
1999. The state is using its CHIP allonnent 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 ef{orts, 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 
infonnation on the CHIP program. The state is cWTently 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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As you work. toward!\ developing regulatio11s for che Children's Health Insurance Program (CHIP), th� 
Governors would like to express ouT interest in ensuring that any regalarions will maximize the potential 
success of this priority program. We hope that the CHIP regulations will be crafted in the spirit of President 
Clinton's new Executive Order on Federl:lli�m, seeking to preserve �tatc flexibility, foster innovation, and 
srrent;then the srare-federnl partnership to reach our comrnon goal of ensuring that our nation's children have 

ac:ceE:s to quality health care. 

Since enactment as part of the Balanced Budget Act of 1997. states have quickly moveri to imple1nenr CHIP, 
without formal regulations. offering health coverage to children as soon as possible. The Health Care Financing 
Administration (HCF A) provided guidance to the stares in the fomi of '"Questions and Answers" and formal 
letters to state officials. lt was on rhe_ basis of such documents that states developed th¢ir plans and on which
the Department issued its approval. The Governors u-usL that fonhcoming regulations will not prohibit scate 
efforts based on p1·evious HCFA guidl:lnce, 

The Governors aJso expect that the guidelinei:: will reinforce and expand state flexibility to devi!lop the 
programs that will work be::lt for each �Cate. Congress gave states the option and flexibility to expand Medicaid 
or to develop new insurnnce programs basecl on private market models. While the nation's Governors remain 
commined to the Medicaid program and the people it serves, many Governors are interested in exploring other 
models of providing health insurance through CHIP. Pres1dent Clinton's executive. order reminds us "ooe�si:ze­
fits•aU approaches to public policy problems can inhibir the creation of effactive solutions." With this in mind, 
we trust thllt foxthcoming regulations will not narrow available state options or impo::ie additional burdensome 
requirements. but will seek to preserve the .. health)' diversity" 1n public policy ,har the President has advocated, 

ln addition to these g»neral themes, we would like to outline several specific prioriti�s that we hope will be 
addressed in HCFA regulations and actions; 
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Waivers. States must have the flexibiliiy to design and implement programs that reduce the number of 
uninsured children. To this end, the CHIP siatute offers several options, including 1115 waiver authority, 
President Clinton, in his executive order, directs our attention to waiver authority as a means to Increase 
oppormnittes 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 artificial restrictions. 

Cost Sharing. Congress explicitly stated certain specific parameters for CHIP, such as allowing cost sharing 
up to 5 percent. The Governors expect that the department will not move beyond its statutory authority in order 
to make these limitations more resrvictive. 

Employer-based Coverage. As more than 60 percent of Americans obtain 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 barriers must be eliminated before states can 
effectively utilize this unique opportunity. (1) HCFA 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 to health insurance. (2) HCFA has also required that an employer must contribute at least 60 percem of 
the cost of coverage. As a state's plan must meet HCFA's cost-effectiveness test, a hard and fast rule about 
percentages of employer conmbutions 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 permitced. 

Family Coverage. Significant evidence confirms that children are more likely to receive much-needftd 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 not utilized its waiver authority to 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 
thai children must endure a prescribed period without insurance. States are developing innovative approaches 
to reducing crowd-out. A "one-siee-fits-aU" mandatory waiting period prior to enrollment for children that have 
recently lost access to health insurance may not always be necessary or appropriate. States should have the 
ftexibiliry to enroll children without artificial time restraints 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 widi high 
quality and affordable health coverage. We hope 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 
abilities to meet the needs of the people-" We look forward to continuing to work with you on providing for the 
health of our nations' children. 

Sincerely, 

Governor Don Sundquist Gpwemor John Ki 
State of Tennessee ©ate of Oregon 
Co-Lead Governor on Health Co-Lead Governor on Health 



Outreach Efforts 

Outreach has been an important aspect of CHIP from 
the very beyiiniing. In fact, the anthoi iziny statute 
rec|tiires state plans to include an outreach component. 
Outreach, however, is not a traditional activity for 
Medicaid and public welfare proyninis, which yeiierallv 
have viewed their role as beiny to limit services to those 
who meet rigorous eligibility criteria, rather than to 
reach out proaetively so as to serve as many individuals 
as possible. "Outreach is a whole new concept for us. 
but one that is workiny and one that is helpiny Medicaid 
and (dill ' ." says Sally Richardson, the HCFA official 
who oversees both Medicaid and CHIP. 

In addition, CHIP must overcome the stiiima associated 
with its eonncction to Medicaid—eligibility for w hich 
until {()')() was linked to eligibility for welfare. The 
Medioaid-welfare connection also was a problem in the 
late lOSOs. when Medicaid was expanded to cover preg­
nant women and infants in families with incomes above 
traditional Mcdieaid-income ceilings. This was the first 
time Medicaid aggressively moved to enroll a population 
that hail no connection to welfare, and states found a 
widespread hesitancy on the part of individuals to enroll, 
because doing so often necessitated application in person 
at a welfare office. Some states responded w ith a range of 
innovative strategics ilesignetl to separate their Medicaid 
expansion programs from welfare—ineliiiling the actual 
enrollment process—as much as possible. 

Now facing similar issues with CHIP, states 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 eligibility." 
through which health care providers can grant provi­
sional eligibility while a formal application is being 
processed, and "outstationing," through w hich eligibility 
workers who can make formal eligibility determinations 
are placed directly in health care sites. Many states also 
disrrihute applications widely and allow applicants to 
submit them by mail rather than in person. 

States are moving to differentiate CHIP programs from 
Medicaid in other ways as well. For example, several 
states are using different names for their CHIP program, 
such as MIChild in Michigan or Healthy Kids in Florida. 
In addition, several states are using identification cards 
that more closely resemble private insurance cards than 
Medicaid cards. 

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

reach expenditures in the start-up phases of the program, 
just when these activities should be at their zenith. Such 
a cap is particularly ironic, in the view of manv 
observers, since separate state-designed programs max- be 
more attractive to potential enrollees because of the 
stigma associated with Medieaid-based efforts. 

Next Steps 

So far, at least, outreach efforts appear to have fallen 
short of their goals. During a press eonfereuee in late 
July. President liill 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, " I 
would have thought by now we'd have almost three mil­
lion...and we're well behind that." 

A few days later, Clinton unveiled a multifaceteil effort 
to boost CHIP enrollment. According to Clinton, the 
Department of Fducation is sending letters to school 
administrators nationwide asking that they take part in 
the effort. 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 screen for 
CHIP enrollment. Other federal agencies are expected 
to become involved as well. The Department of Health 
anil Human Services is developing a nationw ide radio 
campaign to promote awareness of the program. And 
federal investigators w ill be sent to states to 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 

Ijeyond that, as the federal and state governments move 
to develop more extensive, and aggressive, outreach 
efforts around CHIP, it is vital that some outreach efforts 
be aimed at reaching the millions of uninsured adoles­
cents who might be eligible. This could mean targeting 
printed materials to adolescents, making infonnation 
available at places frei|uenteil by adolescents, conduct­
ing media campaigns aimed at adolescents and permit­
ting eligibility determinations at service sites—such as 
family planning clinics—that see large numbers of young 
people. In addition, it means that materials developed 
for parents need to make clear that all their children— 
adolescents as well as younger children—finally may-
have a source of affordable insurance coverage. SB 
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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 services and sup­
plies for enrolled adolescents, giving the 
program enormous potential to help 2.7 
million uninsured teenagers meet their 
reproductive health care needs. However, 
with the number of individuals actually 
enrolled in the program running well 
below expectations, attention has switched 
to the importance of outreach. 

By Rachel Benson Gold 

When hopes for large-scale health care reform were 
dashed in the early 149()s. Congress embarked on a 
series of more incremental—anil, therefore, more politi­
cally feasible—moves to bring insurance coverage to at 
least some of the millions of Americans w ho lack it and 
to make existing coverage more comprehensive. Passage 
in ]9<)7 of the State Children's Health Insurance 
Program ((HHP) was one of the boldest of these incre­
mental moves. CHIP lias at its disposal up to S40 billion 
in federal funds over 10 years to provide health cover­
age to many of the nation's estimated 12 million unin­
sured children and adolescents. 

Although it was coverage of young children that provided 
the political momentum, (.Till' is targeted at children up 
to age 14 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 I .VIS. According to the Ouidelines for Adolescent 
Preventive Services issued by the American Medical 
Association (AMA), all of these adolescents need routine 
preventive care, including health guidance about sexual 
development and responsible sexual decisionmaking. At 
age 19, over three-fourths of females and N5% of males 

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

Since the CHIP statute lays out broad outlines within 
Which states may design anil operate their own pro­
grams, states largely will determine the extent to which 
CHIP meets the reproductive health needs of enrolled 
adolescents. States determine age and income eligibility 
levels and often the benefits that will be provided. 

According to a recent analysis by The Alan Guttmaeher 
Institute (AGI) of the plans from all 50 states and the 
District of Columbia that have been approved by the 
Health Care Financing Administration (HCFA). 46 
states plus the District of Columbia provide coverage to 
children up to age 19. Two states have lower age limits 
( 16 years in Arkansas and .17 years in Oklahoma), but 
these states could still cover a significant number of 
adolescents. Two other states (Hawaii and Minnesota) 
cover only young children. 

Twenty-eight states and the District of Columbia set an 
income ceiling between 151%) and 200% of poverty (see 
table, page N). Only 14 states cut off eligibility at 150% 
of poverty or below, while eight allow enrollees with 
incomes above 200% of poverty to qualify for coverage. 

In addition, the federal statute allows states to deter­
mine overall program structure. Twenty-one states and 
the District of Columbia chose to expand eligibility for 
their Medicaid programs to cover children and adoles­
cents eligible for CHIP. Sixteen states developed their 
own. separate programs. The 13 remaining states took a 
combination approach, typically providing Medicaid 
coverage to enrollees below a certain income lev el 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 Medicaid or 
create separate programs have important implications 
for the extent to which CHIP programs will offer cov­
ered adolescents access to family planning services and 
supplies. In the 22 jurisdictions with a .Medicaid expan­
sion, as well as in the Medicaid component of the 13 
combination plans, enrollees are entitled to the full 
range of Medicaid-eovercd services, including maternity 
care and family planning services and supplies. (The 
federal Medicaid statute specifically mandates coverage 
of family planning services to "individuals of ehildbear-
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 subject to any cost-
sharing requirements, such as copayments or deductibles. 
(The statute also specifically prohibits cost-sharing for 
family planning services or supplies.) In addition, Medicaid 
recipients enrolled in managed care plans may obtain fam­
ily planning services and supplies from the provider of 
their choice, even if that provider (.Iocs not participate in 
their managed care network. 

In contrast to the detailed requirements of Medicaid, 
states choosing to implement C l l l l ' through a separate 
program have wide latitude to design their own benefit 
packages. The statute permits—but does not require— 
the package to include coverage of family planning ser­
vices and supplies. Significantly, however, most of the 
states that have chosen to create an entirely state-
designed CHIP program or a 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. 10 specifically indicate in their 
plans that family planning services will be covered for 
enrolled adolescents, according to the AC I analysis (see 
table). Most of the remaining state-designed programs 
simply declare that the general category "prenatal care 
and prepregnancy family planning services'' will be cov­
ered but do not provide any additional information on 
the coverage of either of these two serv ices. The extent 
to which these state programs actually include a range 

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

All of the state-designed programs cover prescription 
drugs in general, and Id states specify in their plans 
that prescription 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 pay a portion of the cost 
when obtaining family planning serv ices. However, a 
recent study by the federal General Accounting Office 
(GAO) indicates that state-designed programs generally 
require cost-sharing in an attempt, according to the 
GAO, both to control utilization and to promote "per­
sonal responsibility" for enrollees and their families. 

That so manv of the state-designed programs appear to 
cover family planning services and supplies has impor­
tant implications for CHIP's future. Many observers 
believe that state-designed programs are likely to domi­
nate the CHIP landscape in the future because they 
accord states greater latitude to control both benefits 
and cost. GAO estimates that as many as 14 of the orig­
inal Medicaid CAWV programs were really •'placehold­
ers," designed to allow states to get a program up and 
running quickly w hile developing a state-designed pro­
gram for implementation later. 

How STATE CHIP PROGRAMS A R E STRUCTURED 

I i V l K P I C A I I ) KXI ' .WSK ) i \ I ' l . A X (21 STATKS + D C ) 

• S T A T I M I K S I C N K I I IM.AN ( I f . ST.vrrs) 

O i .Mli lNATK )N I ' l .AN ( 13 S T A T L S ) 

STATE 

A I. A HAM A , 

ALASKA 

ARIZONA 

AUKANSAK 

CAI.IFOKN'IA 

CoLOjuno 
CONNLCTICUT 

DELAWAKI; 

DISTRICT or COLUMISIA 

FLOKIHA 

GKOKGIA 

HAWAII 

IDAHO 

ILLINOIS •• • 

INDIANA 

IOWA 

KANSAS 

KKNTUCKY. 

LOUISIANA 

MA I NT. 

MEDICAID* 

INCOME CLII.ING 

100% , < 

200% " 

100% 

100% 

185% 

I.NCOML CKILINC 

200% 

STATE-DESIGNATED GOMPONHCNT 

INCLUSION OF-FAMILY 

PLANNING SEKVICKS 

INCLUSION OF 
CONTUACFI 'TIVi : 

DRUCS/DEVIGES 

200% 

UNSPECIFIED 

Sl'ECIFIED 

UNSf'ECIFIED 

Sl 'ECIFlEn 

200% 

'IN 5% 

300% 

200% 

: MAKYLAND-^ 

MASSACHUSETTS 

MICHIGAN 

MINNESOTA 

MISSISSIPI'I 

; MlSSQUKJ . : 

MONTANA 

NEIIRASKA 

NEVADA 

NEW HAMPSHIRE 

•NEVVSIEKSEY 

NFAV; MEXICO 

NEW YORK 

NORTH CAROLINA 

NORTH DAKOTA 

OHIO 

.OKLAHOMA. — 

OREGON 

PENNSYLVANIA 

RHODE ISLAND 

SOUTH CAROLINA 

SOUTH DAKOTA 

TENNESSEE 

TEXAS 

UTAH 

VERMONT 

VIRGINIA 

WASHINGTON 

WEST VIRGINIA 

WISCONSIN 

WYOMING 

• :-Mi:i)ii:.vii) KNUIH. I .KES ARK EST 

C K I T I V I : ni-ATi :r.s ARE M >T CI AT: 

FROM UIRTII TO AUK <>\-K. A V h T 

I 'RKI'RKCNANCY 1'AMIIA I'l.AN'NTN' 

I'.i ' T i l TN I . M L I H C A I I ) A \ l > ST.VI IV 

200% 

100% 

185% 

150% 

133% 

150% 

133% 

100% 

150% 

1 50% 

200% 

1 50% 

150% 

280% 

100% 

200% 

' 200% 

1S^L 
200% 
200% 

i r 

185% 

200% 

200% . 

133% 

200% 

HI" 

150% 

185% 

300%i 

| 133% 

" 235% 

200% 

300%; 

3511% 

.185% 

200% 

100% 

1 50% 

-185% 
170% 

200% 

300%. 

150% 

133% 

200% 

100% 

150%tt 
185% 

200% 

300% 

H85% 
250%" 

150%tt' 

SPEOII'TED 

UNSPECIFIED 

SPECIFIED 

SPECIFIED 

UNSPECIFIED 

SPECHTED 

UNSPECIFIED 

SPECIFIED 

SPECIFIED 

UNSPECIFIED 

SPECHTED 

SPECIFIED 

UNSPECIFIED 

SPECIFIED 

UNSPECIFIED 

UNSPECIFIED 

SPECIFIED 

UNSPECIFIED 

SPEGIFTED 

SPECIFIED 

UNSPECIFIED 

SPECIFIED 

.UNSPECIFIED 

UNSPECIFIED 

SPECIFIED 

NOT CovEREDtj 

SPECIFIED 

SPECIFIED 

SPECIFIED 

UNSPECIFIED 

UNSPECIFIED 

UNSPECIFlEDt 

_SPECII'-'IE1-) 

.UNSPECIFIEI.) 

SPECIFIED 

UNSPECIFIED 

SPECIFIED 

SPECIFIED 

SPECIFIED 

SPECIFIED 

UNSPECIFIED 

SPECIFIED 

SPECIFIED 

SPECIFIED 

SPECIFIED 

UNSPECIFIEI.) 

UNSPECIFIED 

SPECIFIED** 

UNSPECIFIED 

UNSPECIFIED 

UNSPECIFIED 

SPECIFIED 

133% 
I IT.KIi 

KIT . 

HE s i 

TO A LENEFIT I'ACKACE THAT IN' T.CI.ES I'AM I I.V IT.AXNTNO 

iNi-.w 11 AM I'si ii HE'S I X C O M K C E I E I X C S K . I ; HI .TH T I I I : M K I 

ATE-I.ESIiiNEI) COMPONENT COVERS ACES 1 - I 8 ijl'ENNSV 

U T A H SRECIITCAEIA E X C L N P E S c. .VI .RACE FOR ITII-.CONTT 

A F I . O All'l INFNTS ARE 15(1%. \ I El HCAI1) I T )VE KS AO EN I -

SPECIFIED UNSPECIFIED 

TIVICF.S ANT. SITT'LIES. T( j FORI ; IA SRFCI ITCA1.I .V STATES THAT CoNTRA-

:AI | . ANT. NTATF-I.ESICX'FII COMPONENTS ARE. 300%; MEDIC VID COVERS 

ANTA |B iKS X' 'T OA'KK THE OENKKAE CVI'ECnRV "PRENATAL ANT. 

: i . m \ i . niFEANi. N'< I R I T . A N E t tW'KST VIRCINTA'S INT ( . M E C E I I INCS FOR 

. ANi. T I N : STATE-I>I:IONI-:I) O A I P O N E N T CI AT:R.S ACF.S f . - i s . 

The Guttmaeher Report mi Pulilu- I'uluy 0 i- I a h i 1 •) .') !) The Guttmaeher Report mi 1'iiblir Putin 0 L I ii l i r / •) •) •) 



Date: 

FAX 

Health Division * 
Office of Management and Budget 
Executive Office of the President 

Washington, DC 20503 

To: v j 

From. fykKL '7l(m./{'WK 

Number of Pages (excluding cover): 

Subject: ̂ ^ z ^ - ' ^ j Jo ( ^ f U V ?// uJ/ 

Voice. Numherx-
Health Divisioa (̂ root Offioo) 202/395-4922 
HealdiA Human Servicei Unit 202/395-4925 
Health Programs & Servicw Brenoh 202^95-4926 
HMlthFiimoiflgBKiioli 202/395-4930 

Fax J 
Hfiflllh Division (frail Office) 202/395-3910 
Health Division (Room 7001) 202/395*7840 
Health Division (Room 7002) 202/395-5648 
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3- <ii) iu Bubpaiagraph (t») , by striking 
2 "•ubtarugrupli (A) (l.ii) ( i l ) - and ineerf.Jtig 

3 "subparagraph (A) (ii.iJ ( I ) " . 

1 SBC. 109. AOU1TJONAI* MEDICAID REBATES FOR OBNBRIC DRUGS POR 

: PRICE INCREASES IM EXCESS OF CPI. 

6 (a) REQ\JIREMENT.—Sec Lion 3.927(c) (42 U.S.C. 1336r-8<c:)) XB 
7 amended— • 

8 (1) by redesignating paragraphs (2) and (3) ao 

9 paragraphs (3) and 12), rcspeccivaly. and reionar.iruj 

10 paragraph (3), as redesignated, after pHrngrjip^ (a), a» 

11 redesignated; and 

12 [7.) in paragraph CO , ao rodacignatod 

0% in the capcion, by ccriking "FOR GINGLE SOURCE 

14 :AND INNOVATOR MULTIPLE fiOURCE DRUGS"; 

"'S (B) in oubparagraph (A) , ill tlie uKitLex- prwcftdiug 

clnuoc ( i ) , by striking "A alnyle aource drug or an 

1 7 innovator mulLiple Btjorcc drug" and innftrting "A 

18 'covoieU oulpiX'Jip.nt drug" ; 

i s CCJ in cubparagraph ( A ) ( i i ) ( I I > — 

20 U> by striking "July i , 1990" and i.noerting 

^J- "the date ypocififtd in subparagraph (BMi)"; and 

2^ ( i i ) by striking "September IQ^O" and 

23 ineerting "the montb opecified in aubparaqrapii 

24 (B) ( i i ) 

.(g'S (r>) by redeQignar.ing subparagraph (R) as 

^ • subparagraph (C) and inserting after wubp^rayraph (A) 
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t-.hft following neiw aubparagraph s 

" (B) BASE PERIOD; i.Ml'"LATrON MilASUSING PRRIOD.-For 

purpoaaa of subparagrapii (A) , dates npeicif ied in t h i s 

subparagrapn are follows— 

" ( i i July l , 1990, in the case of a tsingle 

source or innovator raulr.iple source drug, and July 

1, 1998, in the case of any other covered 

outpatient drug. 

" ( i i ) Suptenber 1S90, in the case of a ni.ngle 

.•source or innovator multiple source drug, and 

September 1998, in the case of any other covered 

outpatient drug; and 

(R) in subparagraph (C), aa redeft.ignated— 

(.i) by st r i k i n g "the calendar quarter 

beginning July J, 1990" emd inserting "the 

calendar quarter beginning with the date Bpecilied 

in eubparugraph (BMi)"; and 

( i i ) by striking "September 1990" and 

inserting "the rr.onLh snecified in subparjicjraph 

( B X i d ) " . 

(b) EFFECTIVE DATE.—The emendmentn mnrtf by eubseation (a) 

shall be effective with x'espeot. l.o rpbate periods beginning on 

and after October 1, 1^qo. 

SEC. 110. INCHRASED FEDERAL MATCH POR ADMZNXSTRATIVB COSTS 

KMIJATED TO OUTRBACH AND JSLIGIBILITY DETERMINATIONS 

FOR CHILDREN AND FAMXLXSS. 
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September 28, 1999 

Lynn Cutler. 
Assistant to the Vice President 
The White 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 financial assistance and greatly 
decreased the number of uninsured children in Minnesota without adverse effects on the 
availability of insurance in the pri vate 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 
] 998 on the grounds that it. was not appropriate 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. I have attached a document that provides a more complete overview of our 
efforts to find ways to implement CHIP in Minnesota. 

I believe that sufficient time has elapsed for HCFA to reconsider 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. 

FKINTGD O N RDCYCLED PAPER 



I think that it is only equitable 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 issue. 

Sincere! 

Peter McLaughlin 

Hennepin County Commissioner 

CC: Mary Kennedy 

Enclosure 



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

Key Issues 

• 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 were grandfathered into 
Title XXI. 

• 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 

C m r plans 

Initial state plan: On July 17, 1998, Minnesota received approval 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 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 recognition of 
the MinnesotaCare program as a Title XXI Children's Health Insurance Program, to allow the 
state to draw enhanced matching funds on certain children in the MinnesotaCare program. 
Minnesota also requested a waiver of the 10-pcrcent limit on administrative and other 
expenditures, to allow MiimesoUi to utilize alternative and creative strategies in providing 
health coverage for children who arc eligible 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 
appropriate to consider waivers of a new program. 

Third state plan effort: The 1998 Minnesota Legislature directed the Department of Human 
Services (DHS) to develop 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 1 1,1998, met 
with the Legislative Commission on Health Care Access to advise them of tlie program 
requirements. Given the barriers in Title XXI to using CHIP funds to purchase private 
insurance, the Commission agreed not to submit a proposal to HCFA at that time. 

Minnesota Legislature: During the 1999 session of the Minnesota Legislature, a bill was 
introduced by Senator Linda Berglin and Representative 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 slate would subsidize the balance of the 
employer's dependent health care premium, as well as all cost-sharing items in the employer's 
plan. Benefits 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 
admini strativc 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 serious design flaws in Title XXI, 
including: 

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

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

Minnesota CHIP 



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

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

Current Options 

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

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

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

• 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. 

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

• 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 



tUJIII.W 
� !;)24 542'5

�v, ---��������- :-":v�-.7, .. � -:-:-�:--�u �-A-,.�i��.:�1/.:�,�,��•�,•V•��TA:i'E� OF M
INNESOTA 

OFFICE OF GoyE.RNOR JESSE VENTURA 
130 State Capitol • 1S Constitution Ave;nue • Saint Paul. MN S.5155 

Presidcm W"illiam J. Clinton 
The White House 
1600 Pcunsyl'\'iDia Avenne 
Washington. DC 20001 

Dear Mr. President: 

You expressed at the National Govemor's Association meedng that the Childrco.'s Health 
Insur.mce Plan (CHJP) bas not cffc�vcly r¢uccd the number of 'UIIin.suled children nationwide.. 
As we discossed )'esterday, the State of Mulne.sota has been particularly f'rustrated. as we have 
boc:n unable to� a large portion of our CHIP allotment 'because of'lll:duly rcstdctive rules 
governing the use of CHIP funding. 

In 1 � Minnesota aeated a progxtan, MirmesotaOtre, to provide cot11prehensive health 
coverage to uninsU?ed families with incomes below 27S percent of the froeral poverty level. In 
199S. Miimesota. received. a Medicaid waiver that allowed for fedaal tnatching funds for children 
in tha:t program. Consequently. Minnesota is prevented by law from tmng th� ClllP allotment to 
provide health care for uninsated children who are t!iiible: but not enrolled in the Medicaid and 
MinnesotaCare programs. 

Despite pro� such as MinncsotaCare. our state still bas roughly -57,000 Wliti.sUICd 
children below 200 percent of poverty who are digi"ble for Medicaid. With more flexibility to 
use ClllP funding for outreach and special health initiatives, our state could identify and reduce 
the barriers to cnrollmg �d children in the e,cisting programs. Unfortunately} we: have 
been unable to ob12in the necessazy waiver from HCP A to further capitalize on CHIP funds .nd 
achieve the goals of this impotlailt initiative. 

We bcli� that allowing states lilc:e 'MinnC30ta to use some poniou of the CHIP &llounent 
for outteach and special halth imtiati"t::S is entirely consistent with the purpose of this program. 
We would welcome your amstance in finding ways to better KCCSS CHIP dollars and� that 
our � goal of fC'l'Ja- uninsured children is indeed reali2cd. 

Sincerely, 

Jesse Ventura 
Governor 

Vol(C: (651) 296-3391 or (800) 657-3717 • F� (6Sl) 29f',..20$9 • TDD: (6Sl) 296--001$ or {800) 657.J.596 
W11;b site: tmp-Jtw,,.,i,.p,,:motstate.mn.w. � An � Opportunity Empt� 
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Cata: 

Phone: (612) 348-7884 Pages: 
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If there is any difficulty in the tnLnsmission of chis fait plci1.Sc c:ont;:ic:t our office at the number fisted 

abo"e. Thank. you. 



P1'.TER. McLAU 
Ctu.lA CHLlN 
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September 28, 1999 

Lynn Cutler 
Assistant to the Vice President 
The White House. 
Washington D.C. 20500 

Dear Lyim: 

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 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 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 appropriate 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. I have attached a document that provides a more complete overview of our 
efforts to find ways to implement CHIP in Minnesota. 

1 believe that sufficient time has elapsed for HCFA to reconsider 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. 

P R I N T E D O N R E t T C L E n p*peil 



I think that it is only equitable 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 issue. 

Sincere! 

Peter McLaughlin 

Hennepin County Commissioner 

CC: Mary Kennedy 

Enclosure 



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

Key Issues 

• Minnesyta'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 were grandfathered into 
Title XXI. 

• 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 approval 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 bf the $28.5-million allotment. The plan assures that 
Minnesota's CHIP allotments during the first three years will not be redistributed lo 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 enhanced matching ftmds 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 

Minnesota CHIP i 



enrolled. The waiver proposal was denied in July 1998 on Ihe grounds thar it was not 
appropriate to consider waivers of a new program. 

Third state plan effort: The 1998 Minnesota Legislature directed the Department of Hwuan 
Services (DHS) to develop 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, met 
with the Legislative Commission on He11lth Care Access to advise them of the program 
rnquirements. Given the barriers in Title XX] to using CHIP funds to purchase private 
insurance, the Commission agreed not to submit a proposal to HCFA at that time. 

Minnesota Legislature; During the 1999 session of the Minnesota Legislature, a bill was 
introduced by Senator Linda Berglin and Representative Dill Haas, proposing an employer­
subsidized health coverage program for children, using Title XX! funding. The program would 
require families to contribute to the cost by paying a premium established by the 
Minnesota.Care progr.lrns sliding premium scale. The state would subsidize th� balance of the 
employer's depen<ltml health care premium, as well as all cost-sharing items in the employer's 
plan. Benefits in the employer's plan had to meet a benchmark te�t. 

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 approaches 

Congressional adiun: 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·ha.s not submitted a CHIP plan, but the other two states have submitted modest 
plaiis-tti·'iiccess th�"ir ali�tinenis. This indicates that there are serious design flaws in Title XXI, 

_irich1ding: 

• Failure to take into account state eftorlc; made prior to Title XXI

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

Minne.wlu c.;H/P 2 



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

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

Current Options 

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

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

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

• 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. 

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

• 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 abjlity to access CHIP funds if the status quo 
is maintained. v 

Minnesota CHIP 
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130 Seate Capital • 75 Cons1itu.tlan A�uc • Saint Paul. MN SS US 

Plaidmr William J. CliDmD 
n. Wllite Hou.
1600 Pmns,11'111ia AYCIUlt
W�DC20001

Dear .Mr. Prca:idmt: 

YOII a,rpreaed II the Nmioml Go�s Amccianon mwdng tlw the Cbildlal's Haith 
l.asl.lrmlca Plan (ODP) bas not effeetM:Jy �red the number of umn.tun:d. dl.ildrm 1111:icmwida. 
As we d1lcassed )e:stwrday. lb State af Minnesota. has i.cn parlicularly fn1srnlb:d. u we � 
bcc:n IUUlhle u, tcC&SS • larac ponioo of our CHIP .Uo=ent 'because of umiuly n:sllicd"t: rules 
govaniq !he \\9C cf CHIP fun.ding. 

In. 199'2, Minllesota at.Ibid• _pl'ug:tam,. Mi�Cca, to _provide comptebensive h£:alth 
coverage to uninsured families with i'2comes l,clow 27S �t of the fedeial po"J'UlY level. In 
199S. Mi.....,ta reaeiVed a Medica'4 wai\lef tbat allowed Car t.di:nl l'RISc:;Jtjq bw for clliJdnin 
in tha1 pragiam. C«-quezitly. Minne..• b. prei,euted 1,y Law from usi:q the CHIP aUotmcut tD 
prov.id• health� for umnsunrd childran who � cliliblc but not mrvllcd iD the Medicaid and 
Miuesot&Care progsams. 

Despite programs nch as Minne.,otaCarc. our stare still has roughly •57,000 ummmal

childnio below 2.00 percent. of Jl&Wlll!Y who are eligaole fin Medicaid. With more ft.acibility to 
use CHIP fundmg for omntaah· and special hcalrh iaitiativ� om state could idffl'li� ad reduce 
th• bazrias ro earolliD& UQDISllr'ed children in dle existin1 prapams. lJatonuutdy. we have 
bcc:n 'IIDaOlo 1D obl:liA rhe necessa, Mivu fram Ha:A to further capitalize on CHIP tams and 
acbieve T.b.e goals of dds impanan1. miaa'dw. 

We belim tbaf allQllrinc ates like 'Minaaola to 1UC some porriOD of the CHIP alk,cmmt 
for oua.ch and special bealtb'imuatiftl is �Jy c:ouistmt \Vith ta.e p,aposc of:��� 
We would welcome )'OW assistance In findin: ,a,a,s to beder- at:ceSS CHIP dollars m·Unli;·,tha,t
om mas= goal o!fe'Nlr umns\UCd cbikkm is mdead tulizad. 

�ly, 

����
--

Volcim (651) 296.3J91 or (800) 6$7-3117 • F� (6Sl) 29&.2089 • 11)0: ('.SJ) 2K-007S or (800) ,s1..JS,s 
W.b sit&: hcqr�mos:nate.nvuu � Alt �I Opportunity� 
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September 13, 1999 -p-

MEMORANDUM FOR THE PRESIDENT fcxXsiJ^— 

FROM: CHARLES M. BRAIN 

SUBJECT: CONGRESSIONAL CORRESPONDENCE ^ V ^ H i - 7 

Attached for your signature i s a l e t t e r to Senator Edward M. c c ̂ , r i c 

Kennedy (D-MA), i n response to his August 5 correspondence .̂ g/Z-
regarding e f f o r t s to e n r o l l more children i n the Children's 
Health Insurance Program (CHIP). Additionally, attached for your 
review i s a copy of the Senator's incoming l e t t e r . 



T H E W H I T E HOUSE 

WASHINGTON 

Dear Senat 

Thank you f o r your recent l e t t e r regarding how t o enhance 
our c u r r e n t e f f o r t s on ch i l d r e n ' s health insurance outreach. As 
always, I appreciate your steadfast leadership i n ensuring t h a t 
a l l Americans have access t o adequate h e a l t h care coverage. 

I c e r t a i n l y agree w i t h you t h a t the back-to-school time 
period o f f e r s a great o p p o r t u n i t y t o launch new e f f o r t s t o 
i d e n t i f y and e n r o l l e l i g i b l e c h i l d r e n i n both Medicaid and CHIP. 
To t h a t end, I have planned several e f f o r t s t o take advantage of 
t h i s o p p o r t u n i t y t o insure c h i l d r e n . As you know, l a s t month at 
the N a t i onal Governors Association's (NGA) annual conference, I 
announced t h a t the Department of Education and the N a t i o n a l 
Association of Elementary School P r i n c i p a l s sent l e t t e r s t o 
nearly 16,000 school superintendents and 27,000 elementary school 
p r i n c i p a l s asking them t o commit t o conducting o n - s i t e education 
and enrollment of uninsured c h i l d r e n . A d d i t i o n a l l y , beginning i n 
l a t e September, the Departments of Health and Human Services and 
Education w i l l hold r e g i o n a l meetings t o b r i n g together s t a t e 
o f f i c i a l s , school systems, and groups t o promote l o c a l school 
based outreach e f f o r t s . These meetings w i l l l a y the foundation 
f o r a n a t i o n a l conference on school-based h e a l t h insurance 
outreach, c u r r e n t l y scheduled f o r mid-November. I w i l l ensure 
t h a t your ideas get incorporated i n t o these e f f o r t s t o 
i n s t i t u t i o n a l i z e e n r o l l i n g c h i l d r e n i n hea l t h insurance. 

Our work t o i n s u r e ' c h i l d r e n i s not l i m i t e d t o schools. We 
are c o n t i n u i n g our p u b l i c - p r i v a t e "Insure Kids Now" campaign t o 
engage a range of c i t i z e n s and organizations i n outreach. At the 
NGA conference, I encouraged states t o step up t h e i r outreach 
e f f o r t s , and I announced t h a t the United Way w i l l j o i n the 
Departments of Just i c e and Health and Human Services t o conduct 
aggressive community-based outreach i n over 20 vulnerable c i t i e s . 
This j o i n t a c t i o n f o l l o w s s i m i l a r e f f o r t s by foundations, 
corporations, h e a l t h care providers, consumer advocates and 
others i n the p r i v a t e sector t h a t include p l a c i n g the t o l l - f r e e 
number — 1-877-KIDS NOW (1-877-543-7669) — on corporate 
products and a i r i n g p u b l i c service announcements on TV and radio. 
Also, my Federal Interagency Task Force on Children's Health 
Insurance Outreach implemented over 150 new a c t i v i t i e s t o educate 
Federal workers and f a m i l i e s nationwide about the a v a i l a b i l i t y of 
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Medicaid and CHIP. These a c t i v i t i e s include d i s t r i b u t i n g 
hundreds of thousands of posters t o h e a l t h centers, p r o v i d e r s , 
and Federal grantees nationwide; launching the new 
"insurekidsnow.gov" website; and p r o v i d i n g thousands of employees 
w i t h i n f o r m a t i o n , such as the new t o l l - f r e e number, on t h e i r wage 
and earning statements. The second r e p o r t by the Task Force i s 
due out s h o r t l y , w i t h a new set of actions t o promote outreach. 

We are also continuing t o focus on outreach t o l e g a l 
immigrant c h i l d r e n . Our p u b l i c charge p o l i c y , which c l a r i f i e s 
t h a t the r e c e i p t of Medicaid or CHIP w i l l not a f f e c t immigration 
s t a t u s , has been w e l l received not only by the immigrant 
community, but by p u b l i c health experts, p r o v i d e r s , and s t a t e and 
l o c a l governments. We have begun t o p u b l i c i z e t h i s c l a r i f i c a t i o n 
to e l i m i n a t e the fear t h a t p r e v i o u s l y deterred so many members of 
the immigrant community from applying f o r b e n e f i t s f o r themselves 
and t h e i r c h i l d r e n . To t h i s end, INS and HHS together w i t h 
members of your s t a f f are c u r r e n t l y designing an outreach 
campaign t o f u r t h e r educate providers, immigration o f f i c i a l s , and 
the immigrant community about our current p o l i c y on p u b l i c 
charge. 

F i n a l l y , I t h i n k i t i s e s s e n t i a l t o ensure t h a t there are no 
b a r r i e r s t o enrollment. I n the near f u t u r e , my A d m i n i s t r a t i o n 
w i l l be conducting comprehensive, o n - s i t e reviews of s t a t e 
Medicaid enrollment and e l i g i b i l i t y processes t o assess 
compliance w i t h current law and t o develop recommendations f o r 
improvements. As p a r t of these reviews, HHS o f f i c i a l s w i l l 
s t ress the need f o r accurate and t i m e l y s t a t e data submissions. 
We are committed t o ensuring t h a t any b a r r i e r s t o enrollment and 
access t o q u a l i t y care t h a t may e x i s t as p a r t of the s t a t e TANF, 
Medicaid, and CHIP are eliminated. 

Once again, thank you f o r t a k i n g the time t o share your 
thoughts on t h i s issue, which i s so important t o me. For your 
review, I am enclosing a summary of our recent a c t i v i t i e s 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: 

• 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. 

• 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. 

• Printing the Insure Kids Now toll free number on commonly used products. Building on a 
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, DQJ, 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 fimds 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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EDWARD M. KENNEDY C-;'' 

mmted States 3fli3tt 
WASHINGTON, DC 20510-2101 

Augusts, 1999 

The Honorable Willikm-defferson Clinton 
President of the United States 
The White House 
Washington, DC 20500 

Dear Mr. President: 

I have spoken to' you several times about a cause thai is close to both of our 
hearts-guaranteeing health insurance coverage for all children. As you know, the yaStn^nrrty 
of uninsured children today are eligible for either Medicaid or CHIP, but too n^ny tw 
p a r i u j o a i ^ ^ ™ ^ m " 

A recent report by the Kaiser Family Foundation found that CHIP enrollment has 
increased dramatically in the last six monrhsT^ milHnq-hnt. is still only a fraction of those 
eligible. This School war Will hft thft first fall vear ^ which the nrnpram is fiiHv np^ tmn^l m 

I al^tates^ The back-to-school period offers a unique opportunity for a new initiative on ^ 
I enrollment in both CHIP and Medicaid, and can be the launching pad for a major effort for the 

entire upcoming year. 

Under your leadership, the Executive Departments and Agencies have made significant 
efforts to enroll more children, and your staff have been working effectively on this issue. Here 
are some suggestions for the next few months; 

•Appoint a high level WhjfA Hmw mnnflp^r 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 have the same stature as the Director of the 
White House Office of National AIDS policy or the Y2K coordinator. 

• Use the occasion of your address to the National Governor's Association on Sunday to 
urge neater efforts by states to enroll uninsured children. Many states are making 
worthwhile A t s , but the gap between what has been done and what could be done is 
still too wide. The practices that would have the greatest potential impact to encourage 
enrollment of children include presumptive eM<rihnitv fnr hnth nmojf fm and assigning 
^liVihilitv wnrfrere fn yhnpi^ center̂  churches, day care centers/hre-schools. and 
other orfianfcttjyns. 

Use a Saturday radio address to encourage parents to enroll their children in CHIP and 
Medicaid as they prepare to go back to school. 
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• Encourage coordination of enrollment for school lunch programs and CHIP and 
Medicaid. Participation in school lunch programs is high, and the eligibility largely 
overlaps. 

• Launch a campaign, working with the INS and voluntary organizations with ties to the 
immigrant community, to assure immigrant populations that enrolling their children in 
CHIP will not affect their irmriigration 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 uninsured children come from this community. 

• Direct the Departments of HHS and Education and other appropriate agencies 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 
vaccinations. 

, • HHS needs to insist that states provide better and more timely data on the progress of 
enrollments. Only with better data will it be possible to identify the trouble spots that 
need special attention. 

I hope these suggestions are helpful. I was delighted with the focus you put on uninsured 
children in your recent press conference. The coming weeks offer an unparalleled opportunity to 
bring the goal of universal health insurance for children closer to reality. 

Respectfully, 

Edward M Kennedy 
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Examples of Creative and Successful School-based 
Outreach Strategies That Governors Could Replicate 

District of Columbia: A poster/poetry contest helped to raise awareness about need for and 
availability of health insurance. Application boxes are provided in principals' offices, and 
training is provided for selected school staff. Enrollment at events such as report care 
parent/teacher conferences is an effective strategy - one such event resulting in 400 approved 
applications. 

Idaho: The Hospital Consortium of North Idaho partners 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 Medicaid 
staff to ensure that families7 applications are processed appropriately. 

Illinois: Chicago Public Schools identified more than 200,000 children without 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 partnerships, and for cooperation across state agencies. 

I Nevada: Experience in Nevada shows that 70% of CHIP applicants leam about the program 
1 ̂ __through the school system. Coordination with school lunch programs, athletic programs and 

•—T*^parent-teacher conferences helps to spread the word about CHIP. School principals became 
v effective leaders to coordinate school outreach efforts. 

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

Minnesota: 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. 

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 able 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 
counselors. An incentive program encouraged applications with five dollars paid to each child 
with a completed application, and pizza parties for the schools with the most applications. 
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Utah: Families can apply for Medicaid at Edison Elementacy School in. Salt Lake City. After the 
Utah Department of Health discovereci 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 provides information.ins� other schools on parent· 
teacher nights. and to school counselors. · · · · 

��hingto_il� Sea�e sch?o�s arc organizing multiple �pproaches to increase �nrollment of
eligible children m Medica1d. . School n�es and fam1ly support workers tramed 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 �o other scb.ool•based clinics in West Virginia. Health center staff provides 
families with application forms and offers assistance with the application process. 
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Dear Administrawr DeParle: 
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As you work towardi. developing regulations for th� Children's HeaJth Insurance Program (CHIP), the 
Governors would like to express our interest in ensuring that any regalations will maximize the potential 
succ�ss of this priority program. We hope that the CHIP regulations will be crafted in the spirit of President 
Clinton's new Execotive Order on Federali�rn. seeking to preserve i::tatc flex..ibility, foster innovation, and 
srrengtben the srate~federal partnership to rc.ach our comrnon goal of ensuring that our nation's children have 
ac:ce!:s to quality health care. 

Since enact�nt as pare of the Balanced Budget Act of 1997, states have quickly moved to implemenr CH:n>, 
without formal regulations, offering health coverage to children as soon as possible. The Health Care Financing 
Administration (HCF A) provided guidance to the states in the form of "Questions and. Answers" and formal 
letters r.o state officials. It was on rhe_ basis of such documents that states developed their plans and on which 
the D�partment issued its approval. The Governors Ul.lSL that fonhcoming regulations will not prohibit scate 
efforts b�ed on p1·evious HCFA guid�nce, 

The Governors also expect that the guideline� will reinforce and expand state flex.ibilit.y to develop the 
programs that will work be::lt for each :-.Cate. 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 Governors remain 
committed to rhe Medicaid program and the people it serve$, many Governors a.re interested. in exploring other 
models of providing health insurance through CHIP. Presidem Clinton's executive order reminds us "one-size­
fits-all approaches to public policy problems can inhibit the creation of effactive solutions." With this in mind, 
w� tru:st that fonhcoming reg,ul.ations will not narrow available state options or -impo:.e additional burden'-1.ome 
requirements. but will seek to preserve rhe «healthy diversity" in public policy thar the Presjdem has advocated. 

ln addirion to these �neral themes, we would like to OL!tliue several specific prioritiei: that w� hope will be 
addressed in HCFA regulations and uctions: 
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Waiveri.. States mtlst have the flexibility to design and implement programs that r'educe the number of 
uninsured children. To this end, the CHIP statute offers several option:;, including 1115 wa1vel' authority. 
President Clinton, in his executive order, directs our attention to waiver a\.1thority as a means to increa::.e 
opponunities for utilizing tlex.ible poli.c.y approaches at the state level. For C:HJP to be a successful and 
innovadve program. states must have the ability ro utilize full statuto1-y authorit:,.,, without an:ificia.1 restriction:;. 

C<>St Sharing. Congress explicitly stated certain specific paramecers for CHIP. such as allowing cost sharing 
up to 5 percem. The Governors expect that the depa.rnnem wi11 not move beyond its statutory authority in order 
to make these Jimirmions more re�rricnve. 

Employer-based Coverage_ As more than 60 percent of Americans obtain health insurance at work, employ�r­
based CHIP coverage is a namral opportunity to assist hard working families that cannot afford to accept 
ini-urance offered by employers for their children. Several barriers muse be el iininated before i;ta.tei. can 
effectively utilize this unique opportunity. (l) HCFA has required states to prove that employer-based coverage 
is i,ctLlarially equivalent to the state's CHIP package. Requiring actuarial equivalence determinations for every 
employer'.s health plan i.s an overly burdensome requirement. Developing a more efficient and effeciive 
comparative method or al10W1.ng for a waiver of the requirement, would ensure that more children receive 
acci:ss to health i\'\surancc. (2) HCFA has also t'equired that an employer must contribute at least 60 percent of 
the cos.t of coverage. As a $tllte·s plan must meet HCFA's cost-effectiveness test, a bard and fast rule about 
pcrcemages of employer conuibut1ons is not n�cessary. lf a state can demonstrate cost-effrctiveness while 
having employers contribute less than 60 percent, there is no reasoT1 for the arrangi:,menr to nm be permicced. 

Family Coverage. Significant evidence confirms that children :are more likely to receive much-needed health 
care when the entire family has acce$s to coverage. Many states would like to expand their CI-DP programs to 
cover parents of CHIP kids with stare dollars when covering parents does not meet the cost-effectiveness test 
for bndget neutrality. Thus far, the departrnem ha." not utilized its waiver authority to permit stares 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 
chat children must endure a prescribed period without insurance. States are developing innovative approaches 
to reducing crowd-out. A. "one-sizl!-fits�a.11" mandatory waiting period prior to enrol1ment for children that have 
recently lost access to health insuranci! ma.y not always be nec:essury or appropriai.e. States should have the 
flexibility to enroll children without artificial time restraints that could stall program development and prevent 
children from receiving nece�sary health care as soon as poss1ble, 

The nation's Governors share with Congress and the Administration the goaJ of providing children with high 
quality Md affordable health coverage. We hope that !he regulations will reflect the letter and the spfrit of the 
President's executive order on federalism, recognizing that "the states po�sess unique authorities, qualities, anc; 
abilities to meer the needs of the people-" We look forward to continuing to work with you on providing for tht 
hca1th of our nations' children. 

�

Stace of Tenr,essee. 
Co-Lead Governor on Health 

G emor John�� 
te of Oregon 

Co-Lead Governor on Health 
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Overview In spite of a booming economy, the number of unmsured 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 i f 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 Union, 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 unmsured rate has increased over three times faster than the na­
tional average over the past decade. New York entered the 1990s with an 
unmsured 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. 

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 unmsured 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 unmsured are 
immigrants. 
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Rgure2 
Uninsured persons by 
employment status 

Figure3 
Poverty status of 
nonelderly uninsured 

Factors contributing 
to New York's 
uninsured problem; 

Drop in private coverage 
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Source: United Hospital Fund, 1998. 

201-300%^ 
16% 

0-100% FPL 
4 1 % 

101-200% FPL 
26% 

Source: United Hospital Fund, 1998. 

Key to the rapid growth in New York's uninsured population is the steady 
decline over the past decade in private health insurance coverage, both 
employer-sponsored and individually purchased insurance. From 1991 to 
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 pointŝ -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 firms 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. 
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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. 
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New York's 
subsidized 
health 
insurance 
programs 

Medicaid 

Child Health Plus 

Figure 4 
Eligibility levels for New 
York's public insurance 
programs 
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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 programs 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 54% 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 
a.ddition, 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. 
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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 fmns 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 litn­

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 ?urchasing 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, OHi 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. 
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FHP proposal 
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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 premiums in the individual insurance market. 
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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. 
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FHP funding 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. 

Outlook for fHP passage 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 consumel" groups, to push for passage of the bill. With the en­
couragement of this broad-based coalition, the Assembly included aver­
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 currently 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 setving the health care needs of vulnerable populations. 
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0 19.1% of New York State's nonelderly population is 
uninsured, compared with 17.6% for the rest of the 
country. 

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

c New York City has 41 % of the State's population and 60% of 
the uninsured. 

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

0 Nearly one-third of nonelderly single adults are uninsured. 

0 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.

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

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

Source: United Hospital Fund, 1998. 
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Statistics on 
the uninsured 
in New York, 
1996 

Uninsured by percentage (nonelderly) 
United States 17.6% 

New York State 19.1% 

New York City 27.8% 

Uninsured by number (nonelderly) 
United States 41.3 million 
New York State 3.1 million 
New York City 1.8 million 

Uninsured by employment status 
Worked at some point during year 73% 
Unemployed 27% 
Worked full-time, full-year 41% 

Percent distribution of the uninsured in various groups: 

Uninsured by poverty status (by % FPL) 
0-100 41% 
101-200 26% 
201-300 16% 
301+ 17% 
Total 100% 

Uninsured by age group 
0-18 25% 
1̂ -64 75% 

Total 100% 

Uninsured by citizenship status 
US citizen 68% 
Non-US citizen 32% 
Total 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 (except 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 i f the principal wage earner 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. 



PUBLIC 
EDUCATION 
NETWORK 

Celebrating 15 years of Local Education Funds 1983 -1998 

February 22,1999 

TO: Victoria Lynch- $ (p^^L*-

FR: Arnold F. Fege 

RE: Public Education Network Comnutment to disseminating the 1-800 Number Related to CHIPS 

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

1. Will display the number on its website 
2. Notify the 43 local education fimds of the number 
3. Work with PEN's representatives participating in the CDC/DASH Comprehensive School Health 

Initiative in five communities. These sites are: Charleston, West Virginia; Lincoln, Nebraska; 
Shelburne, Falls, Massachusetts; Providence, Rhode Island; and Baton Rouge, Louisiana. (See the 
attached) 

We look forward to working with you in your attempts to assure health care for low income and 
disadvantaged children and femilies. Excellenfhealth care assures that children come to school ready to 
leam. 

Should you have additional questions, don't hesitate to call Richard Tagle, Director of the CDC/DASH 
Initiative or myself at 202 628-7460. I will call you with the PEN person who will be attending the White 
House event tomorrow. il 

.1-

Thanks for your help. 

601 Thinecnlh Street N.W. 
Suite 900 North 

Washington, D.C. 20005-3808 
Telephone 202-628-7460 

FAX 202-628-1893 
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NOTKTO: Devorah Adler 

SUHJl '.CT; SSA Teachers Kits 

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

II you need additional information, please contact mc at 410-965-4004 (l;ax 410-966-
2660), 

Martha Seabrooks 

Social Insurance Specialist 
Office of Communications 

cc: Miehele C. Brand 
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NBC'S 'THE MORE YOU KNOW PARTNERS WITH THE DEPAKIMENT OF 
HEALTH; AND HOMAN SERVtCES IN A OmJIgBaTS HEALTH tNTTIATTVE 

"taw A Ordtr" BtAn feM^aaiiB Brttt & S. Cpatba MerUeraon 
FtMtund In New Publk S«priw AmMMmxiaeiit C ^ T T - fi2WW«^T 

NBC's "Tlw More Ynu Know" puWJc wvioB cimpugn hu joined with the DppaKfwntf-of 
Hcotfh ^ Human ftTviwffl to irrfbrm parents of the ChiMroi'j Ifexlth Tnstirano* Program 
(CHEP). Today at the WWtw Hnuse, the Pi«sid«ii( iaunched the Itvrurm Kids Now Outreach 
Effort, an inittftiva that wffl utUiza both piMo and private scotore to nix* awareness of 
CHIP. Aa pert offimavRdaNm, "The More Ye* Kae^ hMptoduw^ a public saivice 
annoUQcsamsnt (PSA) featuifflB T-aw A Ordc^ tftaffl Bcpjamta Bntt and S. EpKtha 
Moiwua Hie PSA is aimed at itiaqgawaxeasss of CHI? flitinos parents in need of free 
or low cost health insumce and has a tall *mt nmrfcer for vierwers to call to ovoU or to 
get mart) infonastiop. The new PSA will pramfera an NBC, Wednwday, Fdmimy 24 , 
during "Leoea" ox 9:00jiin (ET), 

"Chfldren arc our natioti's gmiest resource, Ufi our rMporeuUlity to insure that each 
child jt iflbrtled tl>« opportMtty to Uve * bwl^r Bfti" vud Pmrident Wim«in Jefferaon 
CSintcin nt the launch at/mure Kids NtH>. "Thmugfa NBC's d̂ djaatiou to promoting 
nmc&tfs and providing tnfonMdton about children'* htalth initiatives w» aan be seairB 
•nUianB of parenta will know of fwourecs svaflnble to hHp protect ouf nation's futuns." 

"I am proud to be a participant in thi« outrtaoh nfibrt. M ^BII «tp«t ofKBC, an 
orrartetfioij thai recognixra th* tmporranM tfiflstributiDg tmportKit hrfomatioft to Its 
viewffa," «d S. Epatha Merkwsen, star Qf NBCs "taw & Order" and "The More You 
Know* PSA, who attendad tha WA* House launch otlnwe Kida Now. 

CHIP intreducad into taw over a, Year ago, provides S24 billion over ?3 years to help states 
oCEtr ̂ fibidable health famiraMA to mUliana of children In woridng feraliM that make too 
mudi fiff Medicaid hut too little to aflbrd private coverage. The Insut-e Kids NM> Dutreosh 
efibn is challeiigirg feuodations. corpoTBtionB, heaKh cart providars, consomw advQcai»9 
and many athora in th« private sector to make every efert to anrott imliuured childnm in 
CHIP. 

"The Mow You Know" is NBC's Inng-atanding commltnwnt to its vioware and their 
oonmuinides to help educate and raise BWHTWWSS of Importam: societal Usoes. Through 
erarive & mnovstiva public service annouiiwwwM (PSAa), ou»r 200 NBC celebrttiM 
hnm nfiectivdy coramunioatod owr To issues. Topicu nmge ftom suldtanoe abuaa and 
viaktM pi-ventian to teoflh«r ̂ pnobdan ad Btayhv school and am nbed kn 41 
dcypmru Indud'ma prinn time, dsytlsne, lata night and Saturday morning. Special PSAs are 
produced in cofliwetion with As "Movia of tha Woak" and air during the movie's 
hrosdeast Another elumeirt of tha campaign is the Po«W/Study Quidea that en nationally 
drail&ted in schools and dasigned to flmher help students racogniee the nagative 
obBtaclwt, such at peer presmre nd nubatmno* abuse, which nright divwrt them from their 
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ejuertwnil gods. Cmwd by mora Dun 200 \oa\ rififete* under the banner of-The Morr 
Yoq Know," Stations also implenwnt numenwa oofflfnUnrty outmoh Hctivitiea audi aa 
homworic hot&ics, volufitaarlsm programs, adopt-â choo) Wturtives and health and 
•duodion fcin, "Tha More You Know- '* tic longwuunnwg, most comprabenslve publir 
•erwee campaign in •Jrirtencc. 

#### 

MEDIA. CONTACT: 
Kyle Kiaino, NBC Qotponx Cammuniwrtiana, 212/6<M.3i98 



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

Record Type: Record 

To: Barbara D. Woolley/WHO/EOP 

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 tbll :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 House, 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.amchpl .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. 
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behalf of the President and the First Lady, we thank you for your interest in the Children's 
rHeaIth Insurance Plan Initiative's private sector partnership program. As you know, the President 
and the first Lady Hillary Rodham Clinton plans to announce your commitment during a White 
House event to raise awareness about children's health insurance plans. The event is scheduled 
for Febniary 23 and the time and location is to be determined, 

The White House plans to incorporate a summary of your commitment in press materials. To 
streamline efforts, please provide the following information and fax this form to Barbara 
Woolley at 202-456-6218 by February 19th. Thank you. 

********+***»**+************************»*^^ 

Name of company: 

AMERICAN DENTAL ASSOCIATION 

Summary if commitment/activity: 

1) ADA ONLINE - Th i s i s ADA 1s homepage on t h e I n t e r n e t ; and/or 

2) ADA News " — — -

Time frame during which commitment/activity will be implemented: 

As soon as t h e i n f o r m a t i o n i s a v a i l a b l e . 

Location (nationwidefregUmal, etc.): 
N a t i o n w i d e 

Company representative attending White House event: 

Name: Thomas J - S p a n g l e r , J r . 

Work address/telephone number 1111 1 4th S t . , N.W., Suite. 1100 

Washington, D.C 20005 

(202) 739-5177 

If applicable, win you provide a visual for the event? If yes, please describe: 

NO 

TOTAL P.02 
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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 

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 c h j l d r e n ^ T ^ imluUei. IduniMiing a 

ationwide, toll-free number set up by the National Governors' Association in 
partnership w i th the White House and Bell Atlantic, allowing families to get 
essential informatiory aiifeopubMc service announcenrents on TV and radio; placing-
the-te^MisejT^bejvran c^g^ r t ^ t i r oduc ta^ fn ib t i i i y ^ i a i j t j - i ou ib uiydiiizdliuTrrTcT 
get the word o 
interact wipr 'work/ng families. Altogether, these actions will make a major 
contrib 
chilcb^fi. 

)n towa 

v0 

ds the President's goal of covering up to 5 million uninsured " ^Ift 

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. 

Historic, new options for children. The President, wi th bipartisan Congressional 
support, created the State Children's Health Insurance Program (CHIP) in 1997, 
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. 

Greater challenge: enrolling children. Ensuring that all eligible children get 
enrolled in health insurance is a formidable challenge. Barriers like complicated 
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 enrollment 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 
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 t ime, 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. 

• 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 wi th 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 wi th a person who can provide, Y ^ T J / \ 

information about eligibility criteria, benefits, and how to apply for coverage^ ^ Q J ^ J 
Beginning in October, HHS will assume responsibility for this line. 

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 wil l air public service 
announcements providing information about the importance of health insurance 
and pfomettng the Insure Kids Now number^ 

Airing radio advertisements about Insure Kids Now. Today, the Deparment of 
Health and Human Services (HHS) will begin funding radio ads on Insure Kids 
Now in 45 States and DC, starting wi th California, Utah, Colorado, Alabama, 
Illinois, 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 wi th 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. *. a * / 

6 

-will publish a 
^•children Q hoalth 

i u i l 
Pi _ 
M-SA .TnHay vuiLL-p*ihliwh nn nd i tn r in l -H i id B lue C iUS 

page odvorticomcnt in the Apii l issue uf TimeJVTjydzii'ie o 
iRWfqnce^ln ndditirm, Pfizer, the AmericapKCollege of Eyfergency Physii 
the American Nurses Association, the Urfrted Way, American C o l l e ^ 6 f 
Physicians, the National Collaboratiop^for Youth, the Associat ion^^ State and 
Territorial Health Officials, Wyeth kider le. Kaiser Perpfianente/Volunteers of 
America, the March of Dimes, t)*e Points of Light Fodndatiprf, Hope for Kids, the 
Veterans of Foreign Wars, t lWNational Education Association, and religious 
organizations from across Ij ie country have agreed (jo jsrfjt 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 Klds 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
"lnsureKidsNow.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 Insur� 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) Will 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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NDATION 

The Voice for Health Care Con:S&aners 

Date: 2fL?Jj99 

Time: . j·-\SQYY\ 
Dept. / Activity Code: 

Fax Transmission 

Project:

Number of Pages: :;)._ (including this cover sheet) 

Please deliver this fax to: 

Name: 

Fax#: 

Comments: ______________________ ....::___ 

1334 G Street, NW 
Washington, DC 20005 
Voice: (202) 628-3030 
Fax: (202) 34 7-2417 

e-mail: info@familiesusa.org

!41001 
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FAMILIES USA 
IgJUUZ 

Page 1 [ 

From: 
To: 
Date: 
Subject: 

Barbara, 

Vicky Pulos 
woolleyb_@al eop.gov 
Mon, Feb 22,1999 11:59 AM 
CHIP 

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

2. including the 800-number in the next issue of our newsletter-ASAPI-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 country 

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

Vicky Pulos 
Families USA 
202-628-3030 

CC: Joan Alker 
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Martha 
Stewart Living 

F A C S I M I L E 
Martha Stewart Living Omnimedia 

20 West 43rd Street 
New York, NY 10036 

DATE Z T-T- S I TOTAL PAGES 

TO 

COMPANY 

PHONE 

FAX 

TV-Whiles L W ^ L . 

FROM Janet O'Donnell 

PHONE 212-827-Q105 

FAX 212-827-8102 

MESSAGE 

If you have trouble with transmission of this fax, please call 212-827-8105. 
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m 
SmnthKlone 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 health programs in the communities that have made a commitment to
the healthy start goal of America's Promise.

Tlmeframe: initiated support in 1997 and support will co�tinue through 2000 

14}001 

Location: Nation-wide 
�� 

Company Representative: Jean Glenn . . . ;' �/ · . 
Ma�ag�r,.-9ommunity Partnership •. - C-0 a cJJ-· (l+J:' c_Q
Sm1thKhne Beecham > t rr I 

_·:. One Franklin Plaza -

3 
1 /) P.O. Box 7929 · ,:' X (o 11 \fl Philadelphia, P�, 19101 ·-:/' / \ 
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