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Background and Executive Summary

n Decembe 19, 2000 Gowernor Gray Davis,
OHealth and Human ServicesAgency Secre

tary Grantland Jbhnson and legidators initi-
aed avery important efort to improve hedth carefor
Cdifornia familiest By submitting a“waiver request”
to federd officials Cdiforniabecaneoneof thefirst
stetes to develop aplen for usngaval eblefederd Sate
Childreris Hedth I nsurance Program (SCHIP) funds
to provide health coverage for working parents who
lack hedth insurance but whaose children qudify for
publicly-funded health insurance.?

Thegovernor, legidatorsand state hedth offiddshare
exercised extremdy valuable leedership on anisuuethat
isripe for attention and reform. Their actions contin

Cdlifornid's residents
now face adaunting
add-on collection of

ue atradition of | eadership on
hedth reform inwhich California
has historicdly bean aleeder in pro-
viding for the hedth nedsof itsres
idents. Having been thefird toini-
tiate anumber of reforms—likeits
California Children'sSarvices (CCS)

programs and
policies built over
many decades.

program to carefor children with disabilities—Cali-
forniahas frequently pioneered hedth initiaives that
were later picked up across the country.

But one consequence of this proactiveapproach is that
Cadlifornids residents now face a daunting add-on col-
lection of programs and policies built over many
decades. And while each piece has valuable objectives,
the cumulative effect is a maze of inconsistent, redun-
dant, and inconvenient rulesthat disoourege parents
and their children who want and need health care. In
addition, the fragmented approach to health coverage
ha continued to |eave many working parents unin-
sured. Whileprograns exist to cover alarge number
of Californias uninsured children, ther parents have
not been eligible for the same coverage.

Simply put, therearetwo critical chalenges that must
be addressed to make health care a reality for all fami-

liesin our state first, igibility for publicly subsidized
hedth insurance needs to be edended to targeted goups
of working poor who cannot aford to buy insurance
in the privae market and who | adk coverage through
their jobs; second, theineffident, wastful, and con-
fusing features of existing programs need to be “mod-
ernized’ sotha digible workingfamilieswill be aleto
actualy use them and benefit from them.

The Opportunity

The federal SCHIP waiver option provides California
atimey and very important opportunity to address
both challenges, and in the proces, position Califor-
niaas aleader in areating a unified, convenient, and
sansible health care program for children and thar
working parents.

However, the limited success of existing public health

insurance programs makes aysd clear tha theeisa
right way and awrong way to move forward. An esti-

mated 68 peromt of dl uninsured childreninthe state
aeeligiblebut not enralled in Cdiforniaspublic hedlth

programs (Medi-Cd or Hedthy Families) despite corn-

siderable resour ces and energy directed at finding and
enrd ling them.? Oneextramdy vauabl el sson emerges

nomate howwell-targeted the eligibility rulesareand

no matter how much money is ent on outreach,

working parents and their children will not use health
care unlessit isconvenient and simpleto do . Today,

Californidssydem is not smple nor will it beif we
make morepeopl e digible under afederal SCHIPwa v

er without first addressing “what’s broken.”

Where Things Stand Today

Theelements proposad in Cdiforniags SCHIP waver
request offer avduable placeto begin. Theplan's prin-
dpd focus ison thefirg chdlenge—providing eligibil-
ity to more unindured parents In addition, theplan in-
dudessomeimportant streamlining measuresfor these
parents indudingayear of continuing erviceand di-
gibility without having to complete duplicative forms
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every few months However, anumber of other crucial
steps to cut red tape, keep siblingstogeher and with
thdr paents, reach dl paentsof children currently d-
igible for coverage, makethe smplification elements
uniform acrossthe programs, and asurethe sysem is
convenient for working parentsarenot addressed. Until
thesefedt ures that are “broken” get fixed, policymakes
can & pect the samefailures to ocaur that have been ex
peienced through existingi nsurance eforts.

About This Report

Thisreport isfor policymakers and staff in the execu-
tivebranch and leg da ure interes groups, and others
a work to improve hedth carefor Californidschildren
and families. We hopeit will help inform effortsto re-
fineand implement Californids SCHIP waiver request
and make necessary reformstha extend beyond the
paameters of thewaver. Thereport atemptsto an
swer the following inter-connected questions:

*  How can we“modernize’ thelargest health inqur-
ance programsfor |ow-income working families in
Cdiforniato elimina e unnecessary bureaucracy,
aut the duplicaive red tapetha familiesencounter,
and makethe variousfunding sourcesoperae &
one simple-to-use program?

»  How can we remove the perceived barriers associ-
aedwith Californiastwo | argest public health in
surance programs o they “look and feel” as much
as possible like the private ector care that Cali-
fornians value?

*  How can we bet | everage aval ablestate and federd
dollars to cover the greatest number of uninsured
Californians?

e How can wemost efectively target eligibility to
low-incomeworking uninsured parents and chil-
dren who are not dligible today?

Thereis now awedth of informati on from familiesand
locd communitiesto guide decisions aout unifying

and simplifyi ng isting arrangements. T he recom-
mendaions presented in this report aebased on ex
tensive knonmedge of Californids atemptsto daeto
insure children, with special focus on the state’s expe-
rience during the past two yearsto enroll eligible chil-
drenintoits Hed thy Families and Medi-Cd programs.
In particular, the proposals rdy on feedback we have
received from communitiesaoros Cdiforniaasto what
is and isnot workingfor families, dongwith an andy-
gs of what is possible under federd and statel av and the
palicies and procedures used in Cdifornidsexisting
programs.

Many recommendations contaned here havebean pro-
posed by othersand arewiddy supported. We hare -
tempted tobring the vari ous recommendationst ogether
in an achievable comprehensive plan for how Cdifor-
nids family health system should be designed. Above
al, webdievethat thesingle guiding prindple gow
erning Cdifornids hedth system should bemaking it
work for Cdiforniafamilies.

The report contains three core parts.

e TheCurrent Landscape Brid background on the
problem of Californids uninsured and the princk
pa programsin place to help them;

e TheOneDoor Plan: Addailed plan for creating
aunified family hedth program out of today's puz-
Zle of exigting programs and policies; and

* Chart Summary: A chart comparingthe new pro-
gram to what exists today. (See A ppendix A.)

Moving Forward to Implement the One Door Plan
The One Door Plan outlined in this report atempts
to teke Cdifornidsdisparate and fragmented approach
to hedth coverage and replaceit with a coordinated
system of carethat makessenseto Cdifornias working
families. It recommends:

Page 2
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e Devdoping as mpleadministraive structure for
Californiaslargest publidy funded health insur-
ance programs (Medi-Cal and Hedthy Families)
so that familiescan apply through one application
to one program, called Healthy Families.

e Sreamlining theeligibility rulesand enrollment
proceduresso that families can more easly gpply
for and use their health insurance.

« Extending coverageto parentssotha an entire
family with an income up to 250 pecent of the
federd poverty levd (FPL; $36,575 for afamily of
three in 2001) can be insured.

The plan focuses on Med -Cd and Healthy Families
because dmod three-fourths of Californids uninsured
children areeligible for thesetwo programs. However,
we recognize that children and families in Cdifornia
receive ther hedth carefrom avariety of sources, in-
duding county hospitds community clinics and ot her
state-based health programs such as Access for Infants
and Mothers (AIM). Coordinaing thes hedlth gys
tems with M edi-Cal and Healthy Families and ensur-
ing tha agrongpublic health network continuesisex
tremely important if we are ever to achieve aviableand
acossible hedth system for dl Cdifornians. Wepresent
this plan as a powerful building block in this effort.

Wedso recognizethat it will tekeseverd years to fully
implement the One Door Plan. But webelieveitis
achievable if itsimplementation isunderteken in a
smart and strategic manner. To echieve this sucoess we
recommend two phases for implementation.

Phase 1: Implementaion with the SCHIP
Waiver—July 1, 2001

The recently submitted SCHIP waiver proposd can
represent thefirst significent 2 toward full imple
mentation of the One D oor Plan. To make the waiver
plan truly workable for families, we recommend three
changesto the SCHIP waive request and sverd com-
panion changestha do not requireawaver. Sincethe

proposed gart daefor program implementation in the
waive isduly 1, 2001, werecommend that these addi-
tions be implemented by that same date.

e Children are more likely to enroll in health insur-
anceifthdr parents aed digble Since children
with family incomes up to 250 percent of the FPL
are aurrently eigible for Hedthy Families, thar
parentsshou d betoo. Stopping a 200 percent of
the FPL, asthecurrent waiver proposes, would
complicate an already tangled system of elig bil ity
rules.

e Children should be placed in the same health plan
astheir parentsto ensurecoord nation of careand
to dleviate unnecessary burdens placed on fami-
lies. To help get to thispaoint, there should be a
“linein thesand.” All children ages 1 to 18 and
their parents with incomes a or bdow 133 per-
cent of theFPL should havethar caefinanced
through Mealicad (Medi-Cd in Californig) and
al those with incomes aboveshould receiveit
through SCHIP (Healthy Familiesin Cadlifornia).

e To asauuretha hedth careisnot “pri ced out of
reach’ for working poor parents, thefamily pre
miums and co-payments proposed in thewaver
should be adjusted slightly. On top of the current
child premiums, families with incomes of 134to
150 peroant of theFPL should pay $10 per month
per adult and those with incomes above 150 per-
cent of the FPL should pay $13 per month pe
adult. Families should pay no co-paymentsfor pre-
ventive or pregnancy-related services.

M oreo er, the following complementary steps that do
not requireawaver shou d beimplemented on ly 1,
2001 along with waiver provisions.

* Retgedould beaut in Medi-Cd's program for
parents to make the polides consistent with how
their children are treated and how Healthy Fami-
lies works (offering one year of service and elimi-

Healthy Families: Family Health Insurance Through One Door
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nating the unnecessary pgperwork to document
assets in order to determine eligibility).

e Parentswho are legal immigrants should have the
sane covergge aval able to them asthdr children
do, with eligibility not tied to their date of entry.
Thegae should provide the necessary fundsuntil
federal dollars are available.

e Thereshould be one comprehensiveoutresch plan,
one mail-i n application form, and one centrd pro-
oessing unit for children and thdr parents, regard-
less of which program pays for their care.

» Children eligible for and enrolled in other public
progransshould betargeted for outreach and “ex-
press laned” into health insurance.

Phase 2: Implement ation—2001 to 2003

e Strengthenthe tiein with enployer-based cover-
age by allowing theuse of payroll deductions for
premiums and employer purchasing credits.

e Dedicate funds for important public health func-
tions includingtransportation, trandaion and cul-
turally appropriate outreach.

All of theserformsand how they interconned are de
<ribed in greater detdl in thisreport. In addition, Ap-
pend x A provides an easy-to-read summary chart on
the One Door Plan.

A Word A bout Cost
The One Door Fan does not expand coverage signif-
icantly beyond what has a ready bean recommended
by the state and thus is quite affordable. Children eli-
giblefor theOne Door Plan arealready digiblefor
hedth coverage Theonly new cost

Themessurestied to ly 1 implementaion would cree would be theaddition of an esti- ThenheDoor Plan does

atea very substantid building block for reform. The mated 518,000 parents with in-  not expand coverage

additiond good government recommendations made  comes between 100 and 250 per-  significantly beyond

inour report can beimplemented through budget and  cent of the FPL. Governor Davis  what has already been

legisative cycles over thenext 24 months, toteke -  has already proposed covering recommended bythe

fect by 2003 They include: roughly 80 percent of these parents.  state andthusis quite
Thus, theonly additional parents affordable.

e Inditute conggent waysof countingincome, dong
with the use of a standard income deduction.

e Makepdicy uniform for children and their par-
ents on other key fegturessuch asgart datefor cov
erage, retroactive coverage and hedth plan and
provider choice.

e Usethe nameHealthy Families for the unified
“one-door’ program, regardless of which program
paysfor care.

* Himinaeunnecesary goplication steps, such as
having families submit documentation that is not
required under federal law.

covered by our proposd are parents
with incomesbewean 200 and 250 peomt of the FPL.°
Because the OneD oor Plan recommendssome key
cog-autting admi nidrati ve measures that over the long
term shoul d make Californias hedth programstruly
oost-effident, someaf thecog for theadd tional parents
would be offset by administrative savings.

In addition, this plan can be implemented with the
amount of SCHIP fundsdready dlocated to the state
Even with the expanson to parentsas proposed in the
SCHIP waiver, gateoffidds expect to return at |esst
$750 million in unspent federd SCHIP funds over the
next three years.” Instead of losing this money, Cali-
forniacan put aprogram in place tha will ensure good
hedth for working familiesfor years to come. Welook
forward to further analysis on thisissue.
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California s Current Health Landscape

The Uninsured

Cdifornia has a unique opportunity to begin tore
versethe ga€eslgacy of having one of the lowest
hedlth insurance coverage raes in the nation. Com-
pared to other states, Cdiforniaranks fourth word in
the percent of peoplewithout hedth insurance cov-
eage ahead of only Texas Arizona and New Mexico2®
Infact, onein 9x of the nation’s uninsured residesin
California® Thestaus of Californiasuninsured is

e Onein five(approximatdy 6.8 million) Cdifor-
nians are uninsured.

e Of these dmog half are children and parents:
1,849,000 children and 1,247,000 parents.™

» 54 peacent of these uninsured chil dren and parents
are dready eligiblefor hedth insurance coverage
through Medi-Ca and Headthy Families:
1,261,000 children and 400,000 parents.*?

Our proposal, which creg es aunified, sim-
plified, and streamlined program, seksto
méakeit essier for those children who are
already digiblefor coverageto enroll, and

different state programs. T his report focuseson Ca-
ifornids two |largest hedth insurance prograns Medi-
Cd and Healthy Families.®

e Medi-Cal. Californids Medi caid program pays
for comprehensive bendits for gpproximady 2.5
million children and 2.5 million adults.* Medi-
Cd isfunded with ¢ateand federd funds. Eligi-
bility for participation for children and parents
isdividad into several categories. Thosereaed to
thefamily’s ennud incomearein the chart on this

page.

Other pesons digiblefor Medi-Cd includethe aged,
blind, and dissbled, and individuals with certain spe
cific health needs.s

* Hedthy Families. Californiautilizes federd fund-
ing provided under the Sate Children's Health

Category Family Income Level

to provide coverageto ther uninsured par- | Prégnantwomen | Up to 200 percent of the FPL
ents. Under our proposd 70 percent of | and infants (29,260 for afamily of 3in2001)
dl children and paentswho are uninsured
in California (1,261,000 children and | Children ages Upto 133 percent of the FPL
918,000 parents) would be €igible for 1t05 ($19,458 for afamily of 3in 2001)
hedlth insurance.z® Thisincludes the ad-
diti on of 518,000 parents with incomes Children

ages Upto 100 percent of the FPL

1 2 f the FPL . .

between 100 and 250 percent of the 61018 ($14,630 for afamily of 3in 2001)

who are currently not digible for cover-

age 14

The Programs

Cdifornia provides hedthinsurance cov-
erggefor its low incomeand uninsured
children and parentsthrough anumber of

Parents”

Up to 100 percent of the FPL
($14,630 for afamily of 3in
2001), as applicants. Up to
about 150 percent of the FPL
once they become recipients.

Healthy Families: Family Health Insurance Through One Door
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Insurance Program (SCHIP) to providehealth
care insuranceto uninsured children who are not
digble for Medi-Cal without ashare of cost (see
above) but who have family incomes up to 250
percent of the FPL. Asof January 8, 2001,
362,373 infants and children were enradlled in
Hedthy Families.”® Cdifornia receives a 66 per-
cent federal mach to cover the cost of coverage
for children enrolledin Healthy Families.

Thevaiahility and diffarencesamongthesetwo pro-
gransmakeit extremdy difficult for eigiblefamilies
to access and navigae the g/stem, not to mention the
difficulty fadngcounties, hedth plans and providers
that are charged with construaing asensible ddivery
system for uninsured families. It isnot uncommon
for afamily’'s digihility for either program to contin-
udly shift with changesin the child’s age and the fam-
ilysincome. For example, many familiesgoplying to
Medi-Cal or Hedthy Familiesfor thar children find
tha onechild iseligiblefor carein one program, while
aseoond child isdigiblefor theother.

T hese isaues areaddressed in the falowing recom-
mendaionsand outlined in Appendix Ain chart form.

Page 6
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The One Door Plan: A Strengthened Healthy Families Program

GUIDING FRAMEWORK

The main god of these recommendaionsisto make
it essy for families to enroll in and mantan health
coverage These suggestions would also simplify the
adminigration of the programs and incresse effiden-
cy and dfectiveness for both administering agencies
and thoseassiging applicants The intent of this pro-
posal isto aeteaysem that not only worksfor fam-
ilies but, by diminaingadministrative roadblocksand
unnecessary red tgpe will becost-effident for thestae
to run.

Onechalenge of such aproposd is how to maintan
certan featuresof the programsthat areimportant to
participants while creating a unified systam that is

straightforward for families to use

Theintent ofthis £ i reason, we propose that

crucid hedth, dentd, and vison benefitsprovided
under Medi-Cd to thosewho arecurrently digi-
ble for the program.

* Falera Matching Rate: Thefederd government
provides different matching funds for Medi-Cal
and Hedlthy Families Federd cost sharing would
be mantaned, ensuring tha Californiawould not
lose the more atractive SCHIP federd match funds
for whichitiseligible.

A UNIFIED PROGRAM

Higibility Guidelines
A muchasposible digihility levswould bestreamlined
so that all family members will have the same financing
source for their coverage.

proposal is to createa
systemthat not only
works for families but,
by eli minating
administrative
roadblocks and
unnecessay red tape,
will be cost-efficient
for the stateto run.

someof the corefeaures of Medi-
Cd and Healthy Families beman-
tained, but that as mp eadminis-
trative structure becreated that
alows families to goply to one pro-
gram, with one application,
through uniform and smplified d-
igibility and redetermination rules

Children and their parents,® including pregnant
women, withincomes up to 250 percent of the FPL
(annual incomes of $36,575 for a family of 3) would
bedigible for the new One Door Plan. Health, den-
tal, and vision coverage would be provided under one
program named Hedlthy Families, and the state would
determine on the back-end which funding stream pays
for the insurance and what hedlth benefits the family

I'n particular, the specific features that we recommend
maintaining within each program include:

NoWaiting Lig: Under federd law, persons eli-
gible for Medi-Cal are guaranteed to receive serv-
ices under the program. We fedl this guarantee is
essential to maintain, especialy for lowver income
families who would be hardest hit during an eco-
nomic downturn.

* Benefits. Snce Medi-Ca shendfitsare more com-
prehensivethan Hedthy Families, espeddly con-
cerning children, it isimportant to mantainthe

receives.

Legd immigrant children and legd immigrant parents
meeting these income rules would bedigible for the
program regardless of ther dete of entry into the coun-
try. Their coverage, however, would be covered by state
funds sncea Mdalicaid or SCHIP match isnot cur-
rently allowved under federa law.

Onceafamily gpplies, the state would use the digibil-
ity guidelines following to determine which financing
source to use for their care and which benefits to pro-
vide Medi-Cd or SCHIP (Cdiforniascurrent Healthy
Families program).

Healthy Families: Family Health Insurance Through One Door
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One Door Plan Eligibility Guidelines

Income Level Pregnant Women Agelto18 Parents
and Infants

201% to 250% FPL SCHIP SCHIP SCHIP

134% to 200% FPL Medi-Cal SCHIP SCHIP

0% to 133% FPL Medi-Cal Medi-Cal Medi-Cal

The intent of this proposal is, as much as possible, to
alaw family members to have thesame finanang source
for their coverage and thus receive the same bendits
Under the current system, because of theage and in-
come guiddines, siblings within thesame family many
timesend up in different programs with different ben-
dits. If parents were added to this dready complex st-
uation, it would result in asystem in which parentsand
any of thar children could be in separa e programs.
To help achieve consstency within families under this
proposd asmdl number of children (roughly 68,000)
agss 6 to 19 who are currently uninsured and elig bl efor
Hedthy Families (those with incomesbeaween 100 and
133 percent of the FPL) would receivethdr finandng
and benefits through Medi-Cdl .

Wereoommend mantaning oneexception tothe bagc
approach of keeping all children and parentsin the
same family together. Wesugges keeping pregnant
women and infants with incomesup to 200 percent of
theFPL in Mad-Cd. Mali-Cd offers acomprehensive
benefits package, which is particularly important to in-
fantswhomay beborn with health problems. In addi-
tion, federal law currently prohibits shifting individu-
ds digible for Medicaid into SCHIP, in pat because
of theggnificant difference in maching rates Given
the federal fiscal interest and “cost neutrality” require-
mentsin waivers, it isunlikely that federal authorities
would permit children or pregnant women to be shift-
ed out of Medi-Cal.

If health plans and providers partid pateuniformly

across programs (as we recommend below), maintain-
ing this group of children and parentsin Medi-Cal
would nat impad how individual family members ac-
cessthdar care Mdli-Cal would fundion purely asa
funding sourcethat is invisbleto the families. How-
ever, whilewe sek this asthe u timate goal, we bdieve
itisimportant intheinterimtoinditutesomeflexibe
schemes that dlow family membersto & inthesame
health plans. We propose:

e Women recdving SCHIP benefits with incomes
from 134 to 200 percent of the FPL who become
pregnant and thdr newborns could, instead of
switching back and forth between Medi-Cd and
SCHIPhedth plars, stay with thar current SCHIP
hedth plan. T he mot her through 60 day s post-par-
tum and the child up to age one would technical-
ly be covered by M edi -Cal, with theadditiond ben+
efitsSCHIP does not cover provided through a
wrap-around fee-for-service program. During the
mother and childs period of Medi-Cal eligibility,
thestate would receive the federd M edi-Cd matdhr
ing rate versus the SCHIP rate.

* Newly enrolling pregnant women and their nea-
borns with incomes from 134 to 200 percent of
the FPL would beplaced in aSCHIP health pan.
Themoather through 60 days pod-partum and the
child up to age one would technicaly be covered
by Medi-Cal, with the additional benefits SCHIP
doesnot cove provided through a wrap-around
fee-for-service program. During themother and

Page 8

Healthy Families: Family Health Insurance Through One Door



A Strengthened Healthy Families Program

201% to 250% FPL

0% to 133% FPL 134% to 200% FPL
Pregnant Women
and Infants
Medi-Cal
Children Ages benefits/
1t018 financing
Parents

childs period of Medi-Cd digibility, thestate would
receive the federal Medi-Cal matching rate.

Length of Higibility

Al family members will beeligiblefor coverage starting
the first day of the month in which the applicationis re-
ceived, along with three months of retroactive cover age,
and coverage will continue for a continuous 12 months.

Under the current g stem, eligibility for sarvice dats
a adifferent timefor each program. Hedthy Families
offerscoverage beginning 10 days dter thedaein which
the goplication is gpproved. Medi-Cal, on the other
hand, garts coveragethefird day of themonth in which
the application is received.

Werecommend that digbility begin on the samedae
acrossthetwo programs, beginning thefird day of the
month in which the gpplication isreceived. We bdieve
tha with the assurancet hat the serviceswill be covered
for the entire month, parents will beles likdytodday
seeki ngtrest ment for thar uninsured children who are
ill or injured while they await the start of coverage.

Med -Cd dso offersfamiliesthe option of goplying for
three months of retroactive coverage Because of the
important finanda protection retroactive coveragepro-

vides for low-incomefamilies, we recommend pre
serving a three-month retroactive coverage option for
dl families under thenew program. Snce thegoal of
this new program is to provide continuing hed th cow
eagetodl eigble families, we believe that the nexd
for retroactive coverage will dissipate over time.

Oncethe goplicant’s coverage begins, we recommend
that he or shereman digible for a continuous 12
months. Children digible for Medi-Cd or Healthy
Familiesdready haveafull year of continuousdigibil-
ity.? However, parents do not have continuouseligi-
bility and must submit documentation if drcumstances
changein away that might affect eligibility, causng an
undue burden on families st likeindividuds Sgning
up for coverage through their employer, applicantsin
thenew Hedthy Famiilies program should hae to renew
only once ayear.

SIMPLIFIED ELIGIBILITY RULES

Income Counting Rules

Inoomewill beddined and countedin thesame way, in-
duding canmon definitions for family mambers, rules far
indusian in the hausehd d budget unit, and @untablein-
came regardies of whidh feceral or state funding $reamfi-
nances the cov erage.

Healthy Families: Family Health Insurance Through One Door
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To bete coordinae Mali-Cd and Heal thy Famiilies,
the dae should usethe samerulesacross programsfor
detaminingfamily size the housshold budget unit, and
countableincome. Currently, the Medi-Cd household
budge unit is defined asrdated personsliving in the
sme homewho havefinandd responghbility for hedth
care for the gpplicant. Step-parentsand indi gible fam-
ily members without aduty to support can be excluded.
Healthy Families usually includes

Income D eductions and Exclusions
Incanedeadudtians and exclusions will be based on a very
simple calalation (cetailsto bedeermined bassd on fur-
ther analysis).

Currently, families applying for coverage in Medi-Cal
or Hedlthy Families can subtradt arange of income de-
ductions, such & child careand child support expens-
€5, in determiningthdr countebleincome. In addition,

To better coordinate
Medi-Cal and Healthy
Families, the state
should use the same
rules across programs
for deermining family
size, the household
budget unit, and
countableincome.

the income of a step-paent living
in the home and, in some cases,
counts theincome of responsible
adultsliving outside the home.

these programs exempt a confusing array of income,
includingfoder care bendits, certan grants and schol-
aships, and sometypes of bendits for arime victims
These varying deductions and exclusions significantly
complicate the application and enrollment process.

These differences can be elimina-
ed and gill maintan each programs
integrity by adoptingthe Medi-Cal

To simplify the proces for familiesand those assging
them, werecommend tha the 2ae movetowards the
usof adandard incomedeadudion that is used for all

rules. Asageneaal rule, only in-

comefrom legdly responsiblerela
tiveslivingin thehome shou d be counted. Sep-parents
and ineligible family members without a duty to sup-
port should be exduded. Minor shlings incomeshould
not be counted.®

Family Assets
A family's assets will not be counted.

In addition to the aboveincome counting rules, cur-
rently parents goplying for Medi-Cd arenot digibleif
they possess assets, such as a car or bank account, val-
ued at more than the allowable limit, varied by family
size. Although mogt families & thisincomelevd rarely
acoumul & eassds over the Medi-Cd limits familiesare
still required to provide detailed information on al of
their asds. This unnecessary adminidraive obgdecle
should be dimnaed, asit aready has bean in Medi-
Cal for children and pregnant women and in Healthy
Families. Becauseof the amount of pgpework and staff
resourcesdevoted to obtaning this information, ad-
ministrative savings woul d dso be achieved through
this streamlining measure.

families. This would mean tha families or application
assistors would no longer havet o undertake complicated,
time-consuming cd auldions to deermine afamily's d-
igibility for theprogam. Howev e, further research and
andysisisnexded toensure that thisstrategy isexecuted
correcly and in away tha is bendidd to families. We
recommend tha aworkgroup of knowledgesble parties
be formed to determine whi ch deductionsand exclusions
it mekes Enseto indude, howto &t astandard dedudtion
that iscomparable in vdueto the current dedudions
and/or exclusions, howto differatiate betwean work and
non-work inoome and i mp ementation requirements,
including thepotentid need for federd wavers.

D ocumentation Requirements

Informatian on the application will beveified through
existing computer systems, appropriate databases, and/or
sampling. The anly itemsfor which documentation will
be required are those required by federal law (i.e., verifi-
cation of immigration status for non-citizens). Social Se-
curity Number of each gpplicant is aptional, but fdlow-up
toobtain Sodal Saurity Number may berequired for per-
sons receiving Medi-Cal benefits.
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Currently, Medi-Ca and Healthy Familiesrequireap-
plicantsto submit documents to verifythear income,
residency, and identity, amongother things Commu-
nity groupspersistently identify documentation asone
of the most significant barriers families face in com-
pleting the joint application form.

Not only arethe documentation requirements bur-
densome but they are inconsistent across programs.
For example, Hedthy Familiesrequires acopy of the
child’shirth certificae, whileM edi-Cal does not. These
differences makeit diffiault to createa uniform pro-
gram for families, with only one application.

In fadt, federd ru es do not require families sesking cov-
erage unde Medicaid or SCHIP to provide werifying
documentation unless the person seeking coverage is
not adtizen, in which case documentation of the non-
citizen's currently legel immigration gatus is required.?

By eliminati ng theee unnecesary documentation re-
guirements, families would simply slf-dedareinfor-
mation provided in the goplicaion under pendty of
perjury. T he statecould veify such informetion through
its current income and digibility verificaion system
(IEVS), other appropriate datébases or through post-
digibility random sampling or audits. Thirteen states
including Florida Michigan and Texas have already
successfully diminated unnecessary documentation re-
quirements for dther ther Medicad for children or
SCHIP programs?

Sinceit may asig the verificetion proces, theOne Door
Plan would makeit optiond for families to provide go-
plicantsSodal Security Numbers (SSN). However, snce
federd Medicaid law requires SSNs for each goplicant,
thestae may haveto follow-up with personsfound d-
igblefor Medi-Cd benefitsif they did not provide thar
SSN. SCHIPlav doesnat requireSSNsand daescanr-
not require persons to provide them.®

Cost Sharing
Family cast sharing will be madecarsistent across funding
sources, with pramiums bengtied toafamilys ability to pay.

Unde the aurrent hedlth sydem, out-of-pocke patient
Pending requirement svary widdy. The Medi-Cd pro-
gram has no premiumsand only nomind co-payments
The Healthy Families prog-an hasmonthly premiums
ranging from $4 to $9 pe child and $5 co-payments
for non-preventive erices. In order to crede consis-
tency axos the programs, we propose tha cost-shering
requirements be based on a dliding income scale. Our
recommendations are as follows.

Premiums

Families recevingthdr benditsand finandngthrough
Medi-Cd would utilizethe Medi-Cd premium druc
ture, asrequired under federd lan. For parents and chil-
dren ages1 to 18 ebovethe Medi -Cd digihbility level we
recommend that afamily’s premiums be based oldy on
income on agraduaed sde Thepremium levds we
suggest weredetiemined by combining the current child
premiums for Healthy Families with adightly higher
adult pramium, since coverage for adultsis more costly.

Therecommended premium leved swere deived by tek-
ing into congderation current hedth insurance mar-
ket rates and average employee cost-sharing levels.# In
addition, based on empiricd research on the appropri-
ae cost-sharingl evels for ow-income and working fam-
ilies, we structured the premiums so that families will
generdly pay no morein premiumsthan rouchly 2 pa-
cent of their income.*

Building on theprind ple of Hedt hy Families current $3
community provider discount, a community provider
discount would d <0 be availdd e for dl persons Howev-
e, if hedth plans and providersbecomeuniform aorossthe
programs (disaussed | ater), thismay need to bereeva uated.

Therates are asfollows;

Healthy Families: Family Health Insurance Through One Door

Page 11



One Door Plan Premium Levels

Pregnant Women
and Infants Agelto18 Parents
201% to 250%
of the FPL $9 per child, $13 per adult, per month;
151% to 200% Nore $44 maximum per family, per montt®
of the FPL
134% to 150% None $7 per child, $10 per adult, per month;
of the FPL $34 maximum per family, per month®
0% to 133% None
of the FPL
Co-Payments be $500 pe family each ben€fit year, no matter the

In addition to premiums, familieswould beresponsible
for certain co-payments. Pe federal Medicaid rules,
pregnant women and infants with incomes up to 200
percent of the FPL and parents and children ages 1 to
18 with incomes up to 133 per cent of the FPL would
have nominal co-payments.

All other parentsand children with incomes above 133
percent of the FPL would pay no co-paymentsfor pre-
ventive and pregnancy-r dated servioss. For othe hedlth
services, a $5 per visit co-payment would be required.
Prescription drugs, exoept those provided in an inpa
tient setting whereno co-payment is charged, would
beawailableto children and their parentsa a$5 co-
payment.

To enaurethat these co-payments do not de e fami-
lies from seeking services, acgp would be placed on
how much an individud child or family digiblefor
SCHIP benditswould have to pay in hedth co-pay-
ments per year ** Currently, the co-payment annud
maximum under Healthy Families for a child is $250
pe family, no matter how many children areenrolled.
Thiswould remain the case under the One Door Plan
if only the children in thefamily were enrdled in cow
eace. If achild and at lead one parent were enrolled
in coverage, the co-payment annual maximum would

number of enrollees.*

A person with a
chronicillness
reguiring many doctor
visits and/or
prescriptions could
quickly see their
CO-payment COSts soar.

A person with a chronicillness re-
quiring many docor visitsand/or
precriptions cou d quickly seethar
co-payment codssoar. We believe
tha caps abovethelimits proposed
would cause undue hardshipson

low-income families and could be
counterproductive to the very god of Californias health
insurance effort, which isto increase health access.

EASY ACCESS FOR FAMILIES

Application Process

Oneapplication form will be used, regardiess d thefi-
nandng source, which can bemailed to asingeentry
point for processing within 10 days.

Only one gppli cation will be used under our propos
d. Families widhing to enrall dl digible family mem-
bers woul d complete one applicaion, svingtimeand
oonfusion. The aurrent joint Medi-Cd for children and
Hed thy Families mail-in gpplication has been effective
and user-friendly in thissense However, community
groupsdso report that parents are confused about why
they cannot usethis same goplication to sign them-
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selves up for coverage and haveto go to alocd welfare
office to apply separately. Whilethe gaeiscurrently
developing an application for Medi-Cd parents and
their children that can be mailed in, this does not ac-
complish the goal of only one form.

An administrative agency, referred to asa Single Roint
of Entry (SPE), should proces the applications. Not
only would this ess < families when trying to figure
out whereto mail the applicaion; onecommon entity
would also be able to immediately screen the applica-
tions for any missing information.

A SPE is currently used to process the joint Medi-Cal
for children and pregnant women and Hed thy Families
applications. However, under that g/stem the Medi-
Cd gplicationsare separat ed out and forwarded to the
appropriatecounty for thefind eigibility detemination.
The Hedthy Families goplicationsare procesed at the
SFE. Thesystem of forwarding Medi-Cd applications
to the counties hasaregt ed tremendousdifficulties, in-
dudingexcessivetimeto forward the gpplicaions, dif-
ficutiestracking goplicationsat the county levd, in-
affident training of county digbility workers, m sing
gplicaions and goplicationsbouncing badk and forth
between Medi-Cal and Healthy Families.®

Werecommend tha the primary avenuefor digibility
determinaions unde the One Door Plan be the SPE.
Sneoefederal lav requires that Medicad elig bility de-
terminaionsbe made by public employess, this would
requirethe co-location of Medi-Cd stdf a the SPE to
processthe Medi-Cd gpplications. Once an digibility
detemination is mede, the Medi-Cd casefile can be for-
warded to the gopropriae county for asigymat to an
ongoing casaworke so that the goplicant has ongoing
locd asdstance Hedthy Familiesapplicants would have
thar digibility deerminaion mede by dthe personnd
of the admini strative entity or the public employess.

Sincethe SPE would be handling asignificant num-
ber of applications, adequate fund ng and training must
be provided to the SPE to ensurethe goplications are
processed correctly and inatimely manne. We dso

recommend tha abar code system beimplemented to
track the goplicationsthroughout the process and that
therebeatall-free number to call for locaion and sta
tus of goplications, aswasrecently implemented for
Healthy Families.

Toersure goplications are procsssed i n atimey manner,
we recommend that dl goplications be processed with-
in 10 days of receipt. Thisisthetimeframeused by
Hedthy Families and it stands in dark contrag to Medi-
Cd'sprooessing timeof 45 days Thisstandard will make
theprocesing timeuniform for the progransand, most
importantly, will hdp ensurethat children receive care
promptly. Thiswill dsoindill, if not magnify, the effi-
dendesin an improved systam aswe propose hae.

While processing dl the goplicaions within 10 days
would be an enormousshift, we believeit is achievable
if the streamlini ng recommendations we propcse are
implemented. Eiminating unnecessary document ation
requirements, using astandard income deduction, and
gpplying uniform income counting rulesshould great-
ly shorten the time necessary to make an digbility de-
termination.

Community Outreach

Families wil| have asitancefram arangeof trusted saurces,
ind uding canmunity groups, dinic, county hosgtals and
county eligibility workers, to help them complete the ap-
plication.

Snceour proposd atemptsto enroll and cover over 2
million uninsured children and parents in health in-
aurance, outreech mechanisms rooted i n thecommunity
will bevitd in finding and enrolling them. Asis cur-
rently provided with the Medi-Cd for Children/Hedlthy
Families application, we propose the continued use of
tranead individuals, cdled Certified Application Assis
tors (CAAs), to assig familiesin compl eing the gopli-
cation. The CAAswould bestaioned a such placesas
dinics, county hospitds, community service centers
and schools. These CAAs would receive $50 pe suc-
ossu gpplication completed. Medi-Ca dighility work-

Healthy Families: Family Health Insurance Through One Door
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esa thecounty would dso befully traned in com-
pleting the new application and would be available to
assist any family wishing to sign up for coverage.

In addition, government and philanthropi c grants pro-
vided to community groupsto condud aggressive out-
reach and enrollment acivities should be continued,
and expanded appropriately, to ensure effective, com
munity-driven effortsare underteken. These grants are
particulerly crudd for reachingimmigrant populations
that might be afraid to sign up for public programs.

Certified Application Assistors and community-based
organizations recdving state grants have become in-
cressingly important not only in completing initid go-
plications, but in providing new enrolleeswi th follow-
up assistance in order to keep them enrolled and help
them access hedth care once they areinsured. These
broader reponsibilities should be refleted throuch ad-
ditional funding.

Lastly, with the implementation of a new application,
initid training for the CAAs, eligibility workers, and
community groups shou d be provi ded, dong with con-
tinued training thereafter.

Express Lane Higibility

Familie already enrolled in public programsthat usecom-
parablei nomerules (like schod lunch, Food Samps,
WIC) will be “expresslaned” into health coverage.

Through Expres Lane Higibility, Cdiforniacan expe
ditedighbility for hedth inaurancefor digiblefamilies
whose members dready receive public srvicesthrough
programs with smilar income digibility rules These
include free and reduced pri ce school meds WIC, and
Food Samps. Since thisproposd will incresse the num-
be of paents eligible for hedth coverage, werecom
mend implementing ExpressLane Higbility to make it
easier to find and enroll these families.®

Health Fan and Provider Choice
Familieswill have uniform acoas to heal th plars, regardess
of which funding stream is financing the coverage.

Currently, Hedthy Families and Medi-Cd managed
careeach contract with different hedth plans (usng
different rate schedules) to provide hedth, dentd, men-
ta hedth, and vison sarvices to families The peceived
differenceof provideswho patidpatein Hedthy Fam
ilies compared to thasewho participate in Medi-Cal

exaoer bat esthe stigmasometimes assod a ed with Medi-
Cd. And in some cases, thisperception has d scour-
aged digible families from applying for Medi-Cal. In
practice, someplansoontract with both Medi-Cd and
Hedlthy Families However, as long asdifferences be
twean the plan cha cesraman, many potential enrollees
will perceive a“two-tiered” system that favors those
higher income familiesreceiving benefits from Healthy
Families. Under the current system:

* Hedthy Families typicdly offers choiceamong 3
to 10 plans depending on the county. In ome
oounties, Healthy Families enrollment isconcen
trated with one plan (often the “Community
Provider Plar’), while in others the enrollment is
more broad y d dributed among three or four com-
peitors Theextent of family choice isthe result
of negotiations between the Managed Risk Med-
icd Insurance Boad (MRMIB) and thehealth
plans. In small and rurd counties, thereis typical-
ly only asingle plan choice.

» Depending on the county, Medi-Cd offersfami-
liesagngechoice(aCounty Organized Health
Fgem “COHS"), dual choice (Two-Plan modd),
or multiple choice of plans(Geographic Managed
Care). The extent of family choiceis the result of:
1) ngyotiaions between the state Department of
Hedth Senices (DHS) and county government as
to which managed care arrangement the county
prefers and 2) market share restrictions egablished
by DHS for theTwo Plan model counties. In small
or rural counties, thereistypically only Medi-Cal
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Fee-for-Service or asinge choice COHS plan. Ca-
tain Meadi-Cal children, such asfod er children and
those with CCS designated conditions or Medi-
Cd shaeof cost, are normdly exempt from en-
rollment in managed care.

Ultimately, werecommend that families have uniform
aces to hedth plans, regardless of what fundingstream
isfinancingtheir coverage. To get to this point, werec
ommend that aworkgroup of thevariousstakenad ders
be establihed to examine the possbility of areating a
sing e entity to negotiate and contradt with heglth plans
to provide benefits under the unified program.

This workgroup would evduate how asngle contrad-
ing/ ngyotiating entity could enaure: acoess to thesame
plansfor families currently recaving finanang and ben-
efitsunder Medi-Ca and Hedlthy Families; choice
among plans for families; congstent rae gructures
among plansand providers; maintenance of servi cesfor
children in foster care, the CCS program, and Medi-
Cd Fee-For-Service and protectionsfor the sfety net.

MAKING OTHER IMPORTANT
CONNECTIONS

Employer Linkages

Theconsdidated program should tie into employment-
basd covergye the dominant form of coverage for Ca-
ifornians. Thiscoul d be done by implementing payroll
deductionsfor the public progrant premiums, and al-
lowing working uninsured families the option of pre
mium subsidies for hedth care coverageavailable
through their employer.

Bspedally given Californids low ra e of enployment-
based coverage compared tothered of the country,
these measuresare an opportunity to meke employ-
ment-based coverage more affordable for low wage
working families and to increase voluntary employer
financing of hedth bendits. Hvesta es induding Mass-
achusdtsand Maryland have dready made acommit-
ment to inareasing employment-based coverage through

tieins with their publidy funded insurance programs.
If propely desgned and targeted, thisoption could de-
crease “crowd out” incentives.

Public Health and Enabling Bements

The consolidated program should include dedica ed
funds for important public hedth functions that are
not easly supported through capitaed payments or
fee-for-service—ind uding, for example, servicesfor
highly mobile migrant families. In addition, low-in
come populaions often require services that are not
usually provided under adirect ddivery modd in order
to access care. Such enabling services tha should be
covered under this proposd include transportation,
tranddion, public hedth educaion, outreach, and mo-
bile services for difficult to reach groups.

Conclusion

This proposal attempts to provide aroadmap for how
to makeCadiforniashedth care y stam truly accessible
to thefamiliesit srves. ltsimplementation will require
acombination of strategies, including changesin fed-
eral law through waivers and state legidative changes,
but webdievedl areachievable. While decisonmak-
ers may be tempted to carve out and implement only
certain of the recommendations presnted here we urge
that an attempt be madeto look & theserecommen

dati ons asawhole Thexreforms interconnect and will

be effectivein breaking down the bariersto enroll-

ment only if each isput in place. We have outlined a
plan of action for accomplishing these reformsin this
manner in the Introduction and Executive Simmary.

Theowerriding god of thisproposd isto make Cali-
fornids public health programs actually work for fam
ilies. We |ook forward to joining with state offiaals,
pdicymakes, advocates, and community groups to
make this happen.

Healthy Families: Family Health Insurance Through One Door
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Appendix A: Chart Summary of California's Current Medi-Cal
and Healthy Families Programs versus the One Door Plan

Current Programs

Medi-Cal for
Children & Parents
(Poverty Level

State Children’'s
Health Insurance
Program (Healthy

The One Door Plan:
A Strengthened Healthy
Families Program

legd immigrarts no mat:
ter whenthey entered
the US.

ity to legal immigrant
children no matter when
they entered the US.

Program) Families)
Number of Anestimated 2,179,000 children and
Eligible but Not An estimated 1,661,000 uninsured children and mrertsyv.ajdbe el 2 Tis] rx:lujps
Enrolled arents are currentlv dligible the addition of roughly 518,000 unir-
Children and P y elginte. sured paernts to the already 1,661,000
Parents eligible children and parents.
Guiding Framework
. . L Waiting lists can be No waiting lists for persons having care
Waiting Lists No waiting lists. Used. financed through Medi-Cal.
. , ' Berefits meintai ned within Med-Cal and
Benefits Bene.flj[s vary among the two programs, with Medi-Cal Healthy Fanilies and deter mired by how
providing the most comprehensive package. L
coverageisfinanced.
Federal 0 0 Federal matching rate maintained with-
Matching Rate | 2070 federal match. 66% federal match. in Medi-Cal and Healthy Families.
A Unified Program
Income = Pregantwamenand | < Infants, 201% to | Childrenandparertswithincomesupto
Eligibility infants up to 200% 250% FPL; 250% FPRL. Care financed and berefits
Guidelines FPL; = Children ages 1.5, | provided aedeternmined byinoneleel:
= Children ages 1:5up 134% to 250% FPL; * Pregnant women/infants up to
to 133% FPL; = Children ages 6-18, 200% FPL = Medi-Cal;
= Childrenages 6-18up 101% to 250% FPL. = Childrenages 1-18andparerts yp to
to 100% FPL; 133% FPL = Medi-Cdl;
= Parents up to 100% = Children ages 1-18 and parents
FA., as applicants; 134-250% FPL = SCHIP; and
about 150%af ter be e Pregnant women and infants
come recipients. 201-250% FPL = SCHIP.
Immigration Sate funds provide Sate funds provide All legal immigrant paerts andlegd im
Requirements Medi-Cal eligibility to Hedthy Families eligbil- migrant child en meeting income rues

aeelighe no netter whenthey entered
theU S, Finendngprovidedthroghstate
funds, unless Congress allow s usage of
federal funds at alater date
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Current Programs

Medi-Cal for
Children & Parents
(Poverty Level

State Children’s
Health Insurance
Program (Healthy

The One Door Plan:
A Strengthened Healthy
Families Program

Program) Families)

Start Date First day of month in 10daysafterthe datethe All family members dig befar carerage
which application is gopli ation is gpproved. starting the first day of the monthin
received. which the application is received.

Retroactive Threemaonths of retroec None. All family members digib e for three

Coverage tive coverage. months of retroactive coverage.

Continuous Childrenhave 12 norths 12 mont hs continuous All family members eligible for 12

Eligibility continuous elighility. Par coverage. months continuous coverage.
ents aerequredtore
pat any incomechanges
during year.

Simplified Eligibility Rules
Income The definitionof family member and rdesf ar inclusion Income defined and courtedin the same

Counting Rules

in hausehold budget unit and courting income d ffer

between the two programs.

wayregardessd whichfede d a state
funding stream finances the care.

Family Assets Not counted for children Not counted. Not counted.
and pregnant women;
counted for parents.
Income Applicants can subtract anumber of i ncome deductions Income dedudions irplemernted using a
Deductions and and exd usions fromtheir gross incorre to determine | standard deduction. Awarkgroupw aud
Exclusions eligibility. befarmed to providefuther anayss and
recommendati ons forimpementing a
standardincame deducti on

Documentation
Requirements

Pregnancy,” incorre, de-
ductions, CA residency;,
citizenship, andimmigra-
tion status.

Socid Security N umber

(SIN) required for each
applicant.

Incame, deductions, kirth
cartificatefor citiznship
status, and immigration
status of non-citizens.

SSN not required.

Information on the application verified
through existing computer systens, ap-
propriate databases and/ar sampling.
The anly doaurrentationrequired is that
required by federd law (i.e., verification
of immigration status for non-citizens).

SN optiord; gaefdlovs yowith fam
ilies determined eligd e far Medi-Cal
berefits toohta napdicant SSNsifna
already provided.

Healthy Families: Family Health Insurance Through One Door
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Current Programs

Medi-Cal for
Children & Parents
(Poverty Level
Program)

State Children’s
Health Insurance
Program (Healthy
Families)

The One Door Plan:
A Strengthened Healthy
Families Program

Cost sharing

No premiums, nominal
Co-payments.

$4-$9/month per child
premiums.

$3 commurity provider
discount.

$5 co-payments for non-
preventive services; none
for preventive services.

250 annual co-payment
maximum per family.

= Pregnent women/irf ants upto200%
FPL & childrenages 1-18 ad pererts
up to 133% FPL = No premiums and
nominal co-payments.

e Children ages 1-18and parerts 134
150% FPL = $7/ month per child,
$10' north per adut ($34 maximum
perfamily, pa month), and $6 co-pay-
ment for non-preventive services.

« Children ages 1-18and parents 151-
250% FPL & pregrent woner/infants
201: 250% FR. = $9/maonth per child,
$13/morth per adut ($44 maximum
perfamily, per month, and$6 co-pay
ment for non-preventive services.

= $3 community provider discount.

250 amual co-paynent maximum per
familyif anly children) enrdled; $800 ant
nua co payment maxirum per farily if
childfen) andat lesst one parert erolled

Application
Process

= Mailin gicationfa
Medi-Cd for children
and pregnant worren
andHed thyFamilies.

= Application sentto
singlepart of ertry
(EDS); counties make
final digibility deter-
mination.

= Sepaate adult/ chil-
drengpplication (rreil-
in being develgped .

= Mailin gdicationfor
M ed-Cal for Children
andHed thyFamilies.

= Application sentto
singlepart of ertry
(EDS for eligibility
determination.

Ore application used, regardless of fi-
nancing source, w hich is mailed to sin
glepant d entry(SFE) far processing
within 10 days. Familieswithcoverage
financed through Medi-Cal have eligi-
bility determination made at the SPE by
Medi-Cal staff or other puldic emp oy-
ee; those thraugh HedthyFamilies have
dter minationmade at SPE by publicem
ployee or other personnel.

Once adetemiretionismede, theM ed-
Cal file is forwar ded to county for as-
signment to a caseworker.
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Current Programs

Medi-Cal for
Children & Parents
(Poverty Level

State Children’s
Health Insurance
Program (Healthy

The One Door Plan:
A Strengthened Healthy
Families Program

Program) Families)
Community Children Only: Contrads Contr acts with CBOS; Families have the asd gance of commur
Outreach withCBCS, CetifiedAp CAAs receive $60 per ity graups dinics, courty hospitds, and
plicationA ssistars (CAAS) successful application. county Med-Cal elighbility workers
recei ve $60 per success through CAA fees and increased CBO
ful application. contracts.
Initid and ongoing train ng provided to
all assistors.
Express Lane Optionsfor impementati on bei ng develgped by Health Families dready enrdled in public pro-
Eligibility and Human Services Agency. ganstha use comparableinmme rules
(ike schod Iunch, Food Stamps, WIC)
are “express laned” in.
Health Plan and Medi-Cal offers families Offers chaice among 3 Families have unifom accessto health

Provider Choice

a single choice, dual
choice ar multip e choice
of plans, dependng on
county.

Pregnarnt wamen, some
children and individuals
withchronic medicd con
ditions may be exempt
from managed care.
Rurd courties mostly
have fee-for-service.

10 pans, depending on
county.

pars, regardess d what funding stresm
is financing the coverage.

A warkgroup wauld be farmed to ana
lyze and make recamnendations for de-
veloping this system.

Making Other |mportant Connections

Employer Not Applicable. The pray amtiesinto enpoy ment-based

Linkages coerage, fa examp e, by dlowing the
use of payrd| deductions and purchas:
ing credits.

Public Health Not Applicable. Dedicated funds provided for important

and Enabling public hed th functions not easily sup-

Elements pated through the pragram, including
transportati o, translation and cultural-
ly appropriate outreach.
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Appendix B: Endnotes

1 State of CaliforniaHedth and Human Services

Agency, CdiforniasHedthy FamiliesSCHIP 1115
Demonstration Project, December 20, 2000,
www.mrmib.ca.gov/MRM | B/HFP/HFPRarent

Froposal .

On Auly 31, 2000 the Health Care Financing Ad-
ministration (HCFA) issued guidance permitting
states for thefirst timeto submit wawers for State
Childrens Health Insurance Program (SCHIP)
demonstration projects under section 1115 of the
Sodd Saurity Ad. Under therules, statescan now
ubmit proposals toHCFA to underteke straeges
tha arenot otherwi & pamitted unde the SCHIP
law; including covering parents. To be eligible for
the waiver a state must demonstrate that it is suc-
aesguly reaching and enralling eligible children
intoMdicad and SCHIP (Medi-Cal and Hedthy
Familiesin Californig). HCFA must goprove the
walve request prior to any implementaion by the
stae SeeHedth Care Finanang Administration,
Letter to State Medicaid Officials, July 31, 2000,
www.hcfa.gov/init/ch73100.htm.

Brown, E.R., J. Kinchdoeand H. Yu. Hedth In-
surane Qoverggeof Cdifor nians Improved in 1999—
But 6.8 Million Remained Uninsured. LosAngeles
CA: UCLA Center for Health Palicy Research,
February 2001. Estimatesderived from the March
2000 Current Populaion Surwvey and reflect hed th
insurance status during 1999.

Federd Register, Vd. 66, No. 33, February 16,
2001, pp. 10695-10697. T he Department of
Hedlth and Human Servicss isuesfederd pover-
ty quidelines in A pril each year, which areused for
administrative purposesto deerminefinancid el-
igibility for certan federally funded programs. In
2001, thefederd poverty led in the 48 contiguous
states and D.C. (except Alaskaand Hawaii) was
$8,590 for afamily of one $11,610 for a family

of two; $14,630 for afamily of three; and $17,650
for afamily of four.

Unless noted, most of the proposalsin this report
can beimplemented a thestatelevd without prior
federd approva. As pat of the1996 welfarere
form, Congress gave gaeshroad flexibility to re-
design thar Medicad program for families with
children, sincethe godsof welfare reform are pro-
moted by supporting families with hedth insur-
ance when they work. In addition, the SCHIP law
gives states a great deal of flexibility in setting eli-
gibility rules.

Brown, ER., J. Kinchdoeand H. Yu. Hedth In-
surance Coverageof Califor nians Improved in 1999.
ibid. Thisreport besssits data on calculations by
the UCLA Cente for Hedth Pdicy Research of
2000 Current Popu ation Survey data which esti-
maes tha expanding coverageto paentswith in-
comes up to 200% of the FPL would make
412,000 new parentseigible, and coverageto pa-
ents with incomes up to 250% of the FPL would
make 518,000 new parents eligible.

Sate of CaliforniaHedth and Human Services
Agency, Cdifornias Hedthy Families SCHIP 1115
D emonstration Roject, Attachment A, ibid. This
figure represents the state’s projectionson the
amount of itsungent federd SCHIP alotment
for the Federal Fscd Years(FFY) 2001, 2002, and
2003. This doesnat include Californias$590 mil-
lion ungpent federd SCHIP alotment in FFY
2000. In therecently pased federd budge, Con-
gres dictated that ¢ ateswith unspent SCHIPfunds
in FFY 2000 are allowed to retain a percentage of
these funds, estimated to be about 60%.

Mills, R. Current Pgpulation Reports: Hedlth In-
surane Coverage, 1999. U.S. Department of Com-
merce, Economics Administrat ion, U.S. Census
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10

11

12

13

14

15

Bureau, September 2000. Based on athree-year 16 CaliforniaD epartment of Health Serices, un-

average, 1997-1999.

Brown, E.R., N. Ponceand S. Teleki. “Health In- 17

surance Covergge of Cdifornians,” in Schauffle,
H. and E.R. Brown. The State of Health Insurance
in Cdlifornia, 1999. Berkeley, CA Regents of the
University of California, January 2000.

Brown, E.R., J. Kinchdoeand H. Yu. Hedth In-
suranceCoverageof Californians Improved in 1999,
ibid.

Ibid.
Ibid.

Ibid. This figure isderived from the addition of
518,000 neMy elig ble parents if incomeis raised
to 250% of the FPL, to the 400,000 uninsured
parents dready digible for Medi-Cd but not en-
raled, resuiting in roughly 918,000 digible unin-
sured parents. T he number of uninsured but eli-
gible children would remain at thecurrent levd of
1,261,000 because our proposa does not i ncrease
theincome dligibility levels for this group.

Ibid.

This proposd focuses on thetwo primary hedth
insuranceprogramsfor children and ther paents:
Medi-Ca and Healthy Families. There are avar
ety of additional waysthat health careis provided
to Cdifornians such asthrough federally quali fi ed
hedth centes (FQHC), rurd hedth clinics, com-
munity safey nets, county health g/stems, and the
Indian Hedlth Service There are aso other
statewide programs specifically for children, such
& Acosssfor Infents and Mothes(AIM), Cdifor-
niaChildren’s Services (CCS), and Child Health

and Disahility Prevention (CHD P), which provide 18

unique, specidty srvices to aspedfic population.

published data, March 2000.

Parents and children in families with “deprivation”

ma bedigblefor no share of cost or share of cost
Medi-Cd under section 1931(b) family coverage
provisionsor unde the Medically Needy family
covergge provigons Created by Congress under
Section 1931 of the Sodd Seaurity Adt, 1931(b)

isaMedi-Cal category that combines AFDC and
CaWORKS digibility criteria. Section 1931(b)

coverageis availab e to otherwise digible parents
and chil dren regard ess of whether they receivecash

asigance unde CaAWORKS As of March 1999,

the 1931(b) prog'am coves families with incomes
up to 100% of the FPL & thetimeof application,

about 150% of the FPL as “recipients.” | f income
isove tha amount, parentsand children may qua-

ify for Medi-Cal under the Medically Needy pro-

vigon. Share of cost for personswho are not aged,

blind or disebled starts & 70% of theFPL, mak-

ing the program unavailable asa pradicd matter

tomany familiesfor anything othe than cata

strophi ¢ coverage However, as of January 1, 2001,

share of cost for the aged, blind, and disabled will

not begin until 133% of the FPL.

TheMedicdly Ind gent (M) program used to
cover significant numbers of children in two-par
ent families withincomeover the FPL limits for
the childsage group. With thergaxing of the 100-
hour ruein 1999 under Medi-Cd, the M1 pro-
gram now covers many fewer children.

As of ly 1, 2000, forme foste youth who “aged
out” of foster care & 18 became digible for noshare
of cost Medi-Cal until they turn 21. Thereisnei-
ther an income nor an asset test for those 19- and
20-year-olds.

In order to qualify for M edi-Cal this way, the in-
dividud must be aged, blind or disabled accord-
ingto Soda Security rules. In addtion, individu-
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19

20

21

22

23

alswith specific health care needs such as diaysis,
tuberculosis sarvices, intravenousnutrition, and
certain savices for minor or short-term nursng
home stays may dso qualify for Medi-Ca under
specid prograns. SeePage C. and S Ruiz The
GuidetoMedi-Cal Programs. Oakland, CA: Medi-
Cad Rolicy Ingtitute, 1999.

See Managed Risk Medical Insurance Board,
“Healthy FamiliesQubscribers Enrolled by Age by
Gender,” www.mrmib.ca.gov/IMRM IB/HFP/
HFPRpt2.htm.

Under this proposd parentseligiblefor coverage
indude pregnant women, responsble adut care
takers in the home, induding anaturd or adop-
tive paent, astep-paent and any relaivewho pro-
vides care and supervision to a child if thereisno
natural or adoptive parent in the home.

March 1999 Current Population Survey (CPS),
analyses by UCLA Cente for Health RPolicy Re
search. According to MRMIB, as of October 30,
2000 thereae 68,731 childrenin this income and
agegroup who are enradlled in Healthy Families.
SncetheCPS daareflect staus for children in
1998, many of these uninsured but digibe chil-
dren could dready beenrolledin Healthy Fami-
lies. In this case these children would remain in
that prog-am until thar yearly renewal, at which
time they would be shifted into Medi-Cal.

Children digible for H edthy Familieshave had 12
monthsof continuous digibility since theimpe-
mentaion of the program in 1997. Continuous
digibility became avaladlefor children under Medi-
Cal on Jnuary 1, 2001.

For Medi-Cd rulesregarding responsible relatives
and unit deemination, se Barclays Cdifornia
Codeof Regulations, Title 22, Social Security, Di-
vision 3, Hedth Care Services Article8. Medi-
Cal rules can be somewhat administratively com-

24

25

26

27

28

29

30

31

plex because of Sheede/Gamma However, these
rues areareallt of federal law and areintended to
provide protections to potentidly digble families.

Hedth Care Finanang Administraion, Lettesto
State Hedth Diredtors, January 23, 1998 and Sep
tember 10, 1998. Also see footnote 1.

See wwwichpp.org/shsh/stateverify.ntm for alist of
states that allow self-declaration of income.

Hedth Care Fnandng Adminidration, Letter to
State Health Officials, September 10, 1998.

Data derived from areview of premium levelsfor
vaious hedlth plans, including the Hedth Insur-
ance Plan of Cdifornia(HIPC), Kaser Rerma-
nente, and Blue Cross; and Employer Health Ben-
efits 2000 Annua Surwey, Kaiser Family Foundation
and Health Research and Education Trust, 2000.

Ku, L. and T. Coughlin. TheUs of Siding Scale
Premiuns in Subsidized | nsurane Programs, The
Urban Ingitute, Washington, DC, March 1997.
Thisstudy examined the rdaionship betwean the
premium scales and partidpaion raes in four dae
health insurance programs for low-incomeresi-
dents: Hawaii's QUEST, M innesotds Minneso
taCARE, Tennessee's TennCare, and Washingtoris
Basc Hedth Plan. It found that when premiums
are 1% of income, 57 percent of the uninsured
would partiapae but & 3% of income only athird
would do so and at 5% of income only asixth
would participate. Our proposal suggests premi-
um levels of no greater than 2% of income.

Famili es will pay premiumsfor amaximum of two
children and two adults.

[bid.

The co-payment caps would apply to health serv
ices only. Dental and vision services would have
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32

33

35

no co-payment caps, & is aurrently the casefor
Healthy Families.

Derived from conversationswith Leighton Ku,
Center on Budge and Rolicy Priorities, February
2001.

SeBaillas, R. and D. Horner. Community \ic-
es: Findi ngs from the Children’s Health Insurance
Feedback Logp an Effortsto Enrd| Children in Medi-
Cal and Healthy Families. Oakland, CA: The 100%
Campaign, M ay 2000 and Horner, D., L. Mo-
hamadi and M. Leung. Canmunity Voics: Find-
ings from the Children's Health I nsurance Feedback
Laopon Efortsto Enroll Children in Medi-Ca and
Hedlthy Families. Oakland, CA The 100% Cam-
paign, October 2000, www.100percentcam-

paign.org.

For additiona informati on on ExpressLane Bigi-
bility s.2e The 100% Campaign's ExpressLaneHi-
ghility: How California Can Enroll LargeNumbers
of Uninsured Children in Medi-Cd & Healthy Fam-
ilies, February 2000, wwww.100percentcampaign.org
and The Children's Partnershigs Putting Express
Lane Higibility Into Practice, D ecember 2000,
www.childrenspartnership.org/express_lane/index.
html.

Saelaw haspamitted sdf-dedaration of preg-
nancy sinceJuly 1, 2000 but implementati on was
delayed. The Department of Health Servicesre
cently instructed countiesto dlow sdf-declaration
of pregnancy in the federal poverty level program
and 1931(b) program but has not decided whet her
aprovide pogt-eligibility verification will bere
quired.
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