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Executive Summary 
 

For the past several years, states have vigorously expanded eligibility and simplified 
enrollment and renewal procedures in Medicaid and the State Children’s Health Insurance 
Program (SCHIP). As a result, millions of low-income children and, to some degree, their 
parents have gained easier access to health coverage, and enrollment has increased. This report 
presents the findings of a survey of eligibility rules, enrollment and renewal procedures, and 
cost-sharing policies implemented in the 50 states and the District of Columbia in 2002 and the 
early part of 2003.  It is one of a series of surveys conducted over the last three years by the 
Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured to track the strategies states are using to facilitate enrollment in health coverage 
programs (Tables ES 1 and ES 2 highlight trends). 

 
Recently, severe financial stress has been taking its toll on both state budgets and on low-

income families.  Just when states are feeling the pressure to curb spending, more families, 
reeling from the effects of the weak economy, are becoming eligible for health coverage 
programs.  The survey revealed new tensions emerging as states have responded to this dilemma.  
In some respects, public health coverage programs were protected; in other respects, they have 
been hit hard. Despite facing their most serious budget problems in decades, states generally 
demonstrated strong support for continuing eligibility expansions for children and, to a large 
extent, they did not retreat from simplified procedures adopted in the past.  There were some 
significant setbacks, however.  Most striking was that coverage for low-income working parents 
— which has expanded much more slowly than coverage for low-income children — was deeply 
reduced in several states. The persistent, and now widening, disparity between the level of 
coverage for children and parents can be attributed in large part to the high federal minimum 
eligibility standards for children as compared to the standards for parents, and to the enhanced 
federal matching funds available through SCHIP to bolster states’ efforts to expand children’s 
coverage; no enhanced match exists for parent coverage (Figure 1).  In addition to retracting 
eligibility for parent coverage, some states reinstated policies that imposed increased reporting 
and verification requirements on families, making it more difficult for eligible people to enroll. 

 
Retracting income eligibility or imposing administrative obstacles to enrollment have the 

same effect — reduced participation in health coverage programs.  However, administrative 
barriers prevent eligible families from obtaining coverage; moreover, reverting to an enrollment 
process that many families found complicated and intrusive in the past is likely to hurt 
participation over the long-term by deterring eligible families from applying for coverage and 
damaging public support for the program. 

 
Specific survey findings include: 

 
For the most part, states maintained income-eligibility for children (Figure 2).   As 

of April 2003, 39 states including D.C. make coverage available to children in families with 
income at 200 percent of the federal poverty line or higher; 44 states including D.C. disregard 
assets in determining eligibility for children’s health coverage; and 20 states including D.C. do 
not require children to be uninsured for a period of time before they can enroll in Medicaid or 
SCHIP.  During the survey period, two states (Illinois and Oregon) enacted modest coverage  

i



K  A  I  S  E  R    C  O  M  M  I  S  S  I  O  N    O  N
Medicaid and the Uninsured

Figure 1

Median Medicaid/SCHIP Income Eligibility Threshold
for Children and Parents, April 2003
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Note: Eligibility levels for parents based on the income 
threshold applied to a working parent in a family of 3.
SOURCE: Based on a national survey conducted by the 
Center on Budget and Policy Priorities for KCMU, 2003.
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Figure 2

Eligibility for Children’s Health Coverage 
Programs, April 2003
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expansions and one state (Tennessee) reduced the income-eligibility level for children. In 
addition, one state (Nebraska) changed the way income is calculated, affecting the ability of 
some children to qualify for coverage. Two states (Montana and Utah) froze enrollment, for at 
least some period of time, in their separate SCHIP programs due to the unavailability of state 
funds.   
 

Parent coverage suffered a substantial setback (Figures 3 and 4).  Five states 
(Connecticut, Missouri, Nebraska, New Jersey and Tennessee) reduced access to health coverage 
for low-income parents.  Some states deeply reduced income eligibility during the survey period, 
in some cases to income levels well below the federal poverty line.  Nebraska changed the way 
income is calculated, rendering many parents ineligible. On the other hand, two states (Arizona 
and New York) implemented parent expansions that had been enacted prior to the survey period.  
As of April 2003, 16 states including D.C. cover parents with income at or above the federal 
poverty line; in 14 states, working parents with income at half the federal poverty line, just $636 
per month for a family of three, earn too much to qualify for Medicaid.  The ramifications of 
cutting health coverage eligibility for parents are serious.  Such programs provide critical support 
to parents working in low-wage jobs not likely to provide employer-based coverage.  The loss of 
parent coverage also is likely to have repercussions for children, who are more likely to be 
enrolled in health coverage and receive preventive care when their parents also are covered.   
 

Unlike in prior years, during which states showed virtually unwavering progress in 
the direction of simplifying enrollment and renewal procedures, states took steps forward 
and backward in the survey period. While 13 states adopted at least one new simplification 
measure considered in this survey, five states rescinded one or more of them.  As of April 2003, 
46 states including D.C. do not require a face-to-face interview for families applying for 
children’s coverage, 34 of the 35 states with separate SCHIP programs use a single application 
form for both Medicaid and SCHIP (19 of these 35 states use a joint renewal form for the two 
programs), 41 states including D.C. allow children to renew coverage annually as opposed to 
more frequently, and 12 states do not require families to provide pay stubs or other verification 
of their income.  Also, eight states have implemented presumptive eligibility for children in for 
Medicaid, allowing a child to be temporarily enrolled pending a final eligibility determination.  
Some of these states also have adopted presumptive eligibility in their separate SCHIP programs.  
Two states have implemented the option for their separate SCHIP programs only (Figure 5).   

 
Three states rescinded 12-month continuous eligibility for children, withdrawing the 

guarantee of uninterrupted coverage for a full year and increasing the likelihood that 
eligible children will lose coverage due to additional reporting requirements.  In 2002, 
Connecticut, Indiana and Nebraska rescinded the 12-month continuous eligibility option for 
children in Medicaid and SCHIP; as a result, the number of states implementing the option fell 
from 17 to 14. Children in states that dropped the option are now more vulnerable to suffering 
gaps in health coverage.  States may be losing some administrative cost-savings previously 
achieved by not having to process families’ paperwork as frequently and by not having to re-
enroll eligible children who lose coverage because their families are unable to meet increased 
reporting and verification requirements.  
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Figure 4

Examples of States That Reduced
Coverage for Parents*
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* Nebraska and Tennessee also made changes that effectively reduce
coverage for parents.
** These eligibility levels do not take earnings or other disregards into account. 
SOURCE: Based on a national survey conducted by the Center on Budget and 
Policy Priorities for KCMU, 2003.
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Figure 3

Medicaid Eligibility Income Thresholds
for Working Parents, April 2003

Note: Eligibility levels based on the income threshold applied to a working 
parent in a family of 3.  PA and WA have closed enrollment in state-funded 
programs that cover parents at higher income thresholds.  UT provides 
primary care services to parents with income up to 150% of poverty.
SOURCE: Based on a national survey conducted by the Center on Budget 
and Policy Priorities for KCMU, 2003.  

<50% FPL (14 states)
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Figure 5

Simplifying Enrollment and Renewal:
Strategies States are Using in Children’s
Health Coverage Programs, April 2003
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Figure 6

States Have Not Simplified Health Coverage for 
Parents to the Extent They Have for Children,

April 2003
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SOURCE: Based on a national survey conducted by the Center 
on Budget and Policy Priorities for KCMU, 2003.  

v



While some progress was made, disparities between the level of simplification in enrollment 
and renewal procedures for children and parents persist (Figure 6).  Parents still have a 
harder time obtaining and renewing health coverage than do children. As a result, families  
have more difficulty obtaining and retaining coverage than do children applying separately from 
their parents. During the survey period, eight states adopted simplified enrollment and renewal 
procedures in their parent coverage programs that helped to ameliorate these discrepancies 
somewhat.  As of April 2003, 25 states including D.C. allow parents and children to apply for 
coverage using a single application.  A greater number of states disregard a family’s assets when 
determining eligibility for children’s health coverage (44 states, including D.C.) than do so when 
determining eligibility for parent coverage (21 states, including D.C.); a greater number of states 
have dropped the requirement that families have a face-to-face interview when applying for 
children’s coverage (46 states, including D.C.) than for parents’ coverage (36 states, including 
D.C.); a greater number of states have dropped the face-to-face interview for renewing children’s 
coverage (49 states, including D.C.) than for renewing parents’ coverage (42 states, including 
D.C.); and a greater number of states allow children to renew coverage every 12 months (41 
states, including D.C.) than allow parents to do so (38 states, including D.C.).   
 

States are increasingly turning to cost-sharing as a way to contain costs in their 
health coverage programs (Figures 7 and 8).  Research indicates that premiums can depress 
participation rates in public programs for low-income individuals.  Co-payments also can reduce 
the use of needed services.  As of April 2003, 31 states impose premiums or annual enrollment 
fees for children’s health coverage and 22 states require a co-payment for non-preventive 
physician visits, emergency room care, inpatient hospital care, and/or prescription drugs for 
children in families with income at the income levels examined in the survey.   
 

In states with premiums, the monthly cost for two children in a family with income of 
151 percent of the federal poverty line ranges from $8 to $70 per month.  In states with co-
payments for children’s services, non-preventive physician visits range from $3 to $15, 
emergency room care from $5 to $50, inpatient hospital care from $5 to $100, and prescription 
drugs from $1 to $20.  In addition, a number of states impose penalties on families that fail to 
pay their premiums, making it harder for them to re-enter the program after being disenrolled.  
 

States have taken other steps that are likely to have an adverse effect on enrollment.  
Although the survey did not address the status of outreach activities, many state officials 
interviewed acknowledged that spending on promotional campaigns and community-based 
application assistance has been curtailed or eliminated. This is likely to impede families’ ability 
to complete application and renewal forms and procedures.  In addition, while the survey did not 
specifically examine cuts to state administrative budgets, some state officials indicated that 
workforce reductions and hiring freezes are contributing to delays in processing applications and 
conducting eligibility determinations.  Such delays are likely to be compounded by policies that 
increase reporting and verification requirements for families. 

 
Policies adopted during the most recent state legislative season after the survey 

period indicate further erosion of health coverage for low-income children and parents is 
occurring, although some states have been able to stave off harmful cuts, at least 
temporarily.  States such as Texas, Maryland, Washington and Florida have passed legislation  
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Figure 8

Co-payments for Selected Services in Children’s 
Health Coverage Programs, April 2003
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Figure 7

Premiums or Enrollment Fees in Children’s Health 
Coverage Programs, 

April 2003

31

8

22 25

Total Requiring
Payment

# Requiring
Payment at

125% of the FPL

# Requiring
Payment at

151% of the FPL

# Requiring
Payment at

200% of the FPL

•SOURCE: Center on Budget and Policy Priorities, National Survey of State Enrollment/Renewal 
Procedures, 2002-2003 conducted for the Kaiser Commission on Medicaid and the Uninsured 

Number of States

vii



and may already be implementing reductions in eligibility, reinstatement of administrative 
obstacles to enrollment and renewal or enrollment freezes.  Others states, such as Ohio, 
Minnesota and Missouri, recently took advantage of the temporary increase in the federal 
matching rate for Medicaid, made available under the Jobs and Growth Tax Relief  
Reconciliation Act of 2003, to avoid or postpone cuts that would have reduced eligibility for 
persons seeking health coverage and scaled back services for beneficiaries.  

 
The pressure on states to adopt more cost-saving measures in their health programs will 

likely continue, as the state budget picture is not expected to improve dramatically in the near 
term. States are considering not only reducing income-eligibility levels, but also imposing new 
administrative requirements that will diminish participation by making health programs less 
accessible to eligible people.  Either approach would erode the progress that has been made 
toward reducing the number of uninsured children and families. The $20 billion in fiscal relief 
states will receive from the recently signed federal tax legislation, half of it channeled through 
Medicaid, could help them avoid or postpone cuts in health programs, at least temporarily.  By 
increasing the federal Medicaid matching rate, the legislation lowers states’ share of the costs 
associated with the program.  Thus, there will be less need for reductions in Medicaid spending.  
Moreover, cutbacks in Medicaid will save the state less than estimated before the matching rates 
changed and will lead to a greater loss of federal funds to the state. 
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Table ES-1 
 

Expanding Eligibility and Simplifying Enrollment:   
Trends in Children’s Health Coverage Programs 

(July 1997 to April 2003) 
 
 

State Strategies July 19971 November 19981 July 20002 January 20022 April 20032 

Total number of 
children’s health 
coverage programs 

51 Medicaid 51 Medicaid 
19 SCHIP 

 51 Medicaid 
 32 SCHIP 

 51 Medicaid 
 35 SCHIP 

51 Medicaid 
35 SCHIP 

Covered children under 
age 19 in families with 
income at or above 200 
percent of FPL 

  6* 22 36 40 39 

Joint application for 
Medicaid and SCHIP 

N/A not collected 28 33 34 

Eliminated asset test  36 40 (Medicaid) 
17 (SCHIP) 

42 (Medicaid) 
31 (SCHIP) 

45 (Medicaid) 
34 (SCHIP) 

45 (Medicaid) 
34 (SCHIP) 

Eliminated face-to-face 
interview at enrollment   

22** 33*** (Medicaid) 
not collected (SCHIP) 

40 (Medicaid)  
31 (SCHIP) 

47 (Medicaid) 
34 (SCHIP) 

46 (Medicaid) 
33 (SCHIP) 

Adopted the 
presumptive eligibility 
for children 

option not 
available 

  6 (Medicaid)   8 (Medicaid) 
  4 (SCHIP) 

9 (Medicaid) 
5 (SCHIP) 

8 (Medicaid) 
4 (SCHIP) 

Family not required to 
verify income 

not collected not collected 10 (Medicaid) 
  7 (SCHIP) 

13 (Medicaid) 
11 (SCHIP) 

12 (Medicaid) 
11 (SCHIP) 

Eliminated face-to-face 
interview at renewal 

not collected not collected 43 (Medicaid) 
32 (SCHIP) 

48 (Medicaid) 
34 (SCHIP) 

49 (Medicaid) 
35 (SCHIP) 

Adopted 12-month 
continuous eligibility for 
children 

option not 
available 

 10 (Medicaid) 
 not collected (SCHIP)

14 (Medicaid) 
22 (SCHIP) 

18 (Medicaid) 
23 (SCHIP) 

15 (Medicaid) 
21 (SCHIP) 

Implemented 
Enrollment Freeze 

not collected not collected not collected 3 (SCHIP) 2 (SCHIP)**** 

 
1.  These data reflect states’ eligibility expansions and use of simplification strategies for children’s Medicaid (poverty level groups).  
 
2.  These data reflect states’ eligibility expansions and use of simplification strategies for children’s Medicaid (poverty level groups) and 
SCHIP-funded separate programs, as indicated. 
 
*  In addition, two states, Massachusetts and New York, financed child health coverage to this income level using state funds only.   
 
**  Seven (7) states still required telephone interviews; face-to-face interviews were left to county discretion in one state.   
 
*** Thirty-three (33) states had eliminated the face-to-face interview for children applying for Medicaid.  Six (6) states eliminated the face-
to-face interview only for families using the joint Medicaid/CHIP application to apply for coverage.  No data was collected specifically about 
separate SCHIP programs.    
 
****  In addition, in Tennessee, enrollment is closed to some but not all children eligible under the state’s waiver. 
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Table ES-2 

 
Expanding Eligibility and Simplifying Enrollment:   

Trends in Health Coverage for Parents  
(January 2002 to April 2003) 

 
 

State Strategies January 2002 April 2003 

Total number of health 
coverage programs for 
parents 

51 51 

Covered parents with 
income at or above 100 
percent of FPL1 

20 16 

Family application 23 25 
Eliminated asset test  19 21 
Eliminated face-to-face 
interview at enrollment   

35 36 

12-month eligibility 
period 

38 
 

38 
 

Eliminated face-to-face 
interview at renewal 

35 
 

42 
 

Implemented 
Enrollment Freeze 

not collected 2 (state-funded 
program)* 

 
1. Expanded coverage is through a state-funded program in Pennsylvania and Washington State.   In Pennsylvania, Utah and 

Washington, expanded coverage provides a more limited benefit package compared to Medicaid.  All three states require an 
enrollment fee or monthly premiums as well as cost-sharing for some services.   

 
*   In addition, in Tennessee, enrollment is closed to some but not all parents eligible under the state’s waiver. 
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I. Introduction 
 
 Providing an open and uncluttered path to health coverage programs has played a 
fundamental role in reducing the number of uninsured, low-income people in the United States, 
especially the number of uninsured, low-income children.  Three key ingredients are generally 
recognized as essential to achieving this objective: expanding eligibility, implementing vigorous 
state and community-based outreach and application assistance activities and reducing 
administrative barriers to enrollment and renewal. For the past several years, states have utilized 
this mix of strategies and their efforts have paid off.  Eligible individuals have gained easier access 
to Medicaid and the State Children’s Health Insurance Program (SCHIP) and enrollment has 
increased, especially among children.1   
 

Data released by the Centers for Disease Control and Prevention (CDC) show that 
enrollment of low-income children in SCHIP and Medicaid has grown in recent years and this has 
led to a one-third reduction in the percentage of low-income children who are uninsured.  In 1997, 
before SCHIP was enacted, CDC estimates that 23 percent of low-income children (with incomes 
below 200 percent of the poverty line) were uninsured; this fell to 16 percent by 2002.  In contrast, 
uninsurance rates for higher-income children were essentially unchanged: 6 percent in 1997 and 5 
percent in 2002.2  These data demonstrate that public programs succeeded in reducing the number 
of uninsured low-income children in the United States, although more needs to be done to continue 
to close the gap in health insurance coverage of low- and higher-income children.  The reduction in 
uninsurance among low-income children was particularly striking considering the number of 
children who lost private health insurance coverage due to the weak economy and rising health 
insurance premiums.  The growth in public coverage more than offset the declines in private 
coverage for children.   

 
 To track the strategies states are using to facilitate enrollment in health coverage programs, 
the Center on Budget and Policy Priorities has been conducting a series of surveys over the last 
three years for the Kaiser Commission on Medicaid and the Uninsured.  This report presents the 
findings of the Center’s latest survey of eligibility rules, enrollment and renewal procedures, and 
cost-sharing practices in all 50 states and the District of Columbia in their Medicaid and SCHIP 
programs for children and parents. It presents policies and procedures in effect in April 2003, 
reflecting changes states implemented during 2002 and the early part of 2003.  This survey 
augments and updates the information from an earlier Center survey published by Kaiser in June 
2002: Enrolling Children and Families in Health Coverage:  The Promise of Doing More. 
 
 This was a daunting period for state officials who were wrestling with how to deal with the 
most precarious budget situation in decades.  The predicament they faced — and continue to face — 
is driven by two competing forces.  Sharply declining revenues, in particular, as well as rising 
health care costs have placed an unprecedented financial strain on state budgets, about one-sixth of 
which are spent on Medicaid. At the same time, low-income families also have been reeling from 
the effects of the weak economy.  Many have lost jobs as well as the private health coverage they 

                                                 
1  Cindy Mann, David Rousseau, Rachel Garfield and Molly O’Malley, Reaching Uninsured Children Through 
Medicaid:  If You Build It Right, They Will Come, Kaiser Commission on Medicaid and the Uninsured, June 2002. 
2 Centers for Disease Control and Prevention, National Center for Health Statistics, "Early Release of Selected 
Estimates Based on Data From the 2002 National Health Interview Survey," June 2003.  
<www.cdc.gov/nchs/about/major/nhis/released200306.htm> Similar trends have been noted by Paul Cunningham, 
“SCHIP Making Progress: Increased Take-Up Contributes to Coverage Gains,” Health Affairs, 22(4): 163-72, 
July/August 2003. 
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received as a benefit of employment.  Other families that have had their work hours curtailed, or 
otherwise have lost income, may be saddled with out-of-pocket health care costs they cannot afford.  
Thus, just when state officials are feeling compelled to cut back, more people are becoming eligible 
for Medicaid and SCHIP. 
 

States have been attempting to address the challenges posed by this dilemma in different 
ways.  On one hand, during 2002, strong support for children’s health coverage programs 
continued.  In the face of mounting budget deficits, most states resisted the intense pressure to enact 
cuts in health coverage programs for children.  They generally maintained eligibility expansions and 
most also held on to simplified procedures established previously, such as allowing families to use a 
single application form to apply for Medicaid and SCHIP, accepting applications by mail without 
requiring an in-person interview at a Medicaid office, not counting assets in determining eligibility 
and allowing annual eligibility renewal, rather than requiring beneficiaries to re-establish their 
eligibility more frequently.  A few states also managed to adopt new simplified procedures during 
this time.  
 
 Yet, despite this apparently reassuring situation, a different scenario also was unfolding that 
suggests coverage expansions and streamlined procedures — as well as the increased enrollment 
they spurred — could be fragile. Some states enacted deep reductions in Medicaid eligibility for 
low-income parents.  This was a particular blow, considering that eligibility for low-income parents 
already trails far behind eligibility for low-income children.  Most states (39 states, including D.C.) 
provide coverage for children in families with income at 200 percent of the federal poverty line or 
higher, but only one-third of the states (16 states, including D.C.) cover parents with income at just 
the federal poverty line or higher. In 14 states, a working parent with income at 50 percent of the 
federal poverty line, just $636 per month for a family of three in 2003, earns too much to qualify for 
Medicaid. The differences in coverage for these two populations can be attributed, in large measure, 
to the fact that federal minimum eligibility standards for children’s coverage far exceed the 
standards for low-income parents, and enhanced federal matching funds (made available through 
SCHIP) have bolstered state efforts to expand children’s coverage over the last six years; enhanced 
matching funds are not available for parent coverage. The roll-back of parent coverage is likely to 
have significant negative consequences for the health of parents in low-wage jobs that often do not 
offer employer-based insurance.  Cutting eligibility for low-income parents also is likely to hinder 
the extent to which their children enroll in coverage and receive preventive care, according to 
research on the impact of family-based health insurance.3   
 

In addition, while income-eligibility for children was largely preserved, children’s coverage 
programs were not immune to other actions that can be expected to adversely affect enrollment.  
Some states froze enrollment in their SCHIP programs, so that eligible children were unable to 
obtain coverage during some period of time covered by the survey.  Also, as noted above, a number 
of states moved forward on streamlining the enrollment and renewal process, but several others 
retracted simplifications, shifting the momentum from previous years which had seen steady 
movement in the direction of greater simplification.  Of great significance is that some states have 
eliminated the guarantee of 12 months of continuous coverage for children, an option afforded 
states by the Balanced Budget Act of 1997.  This option allows eligible children to obtain coverage 
and keep it for a full year regardless of changes in the family’s income or other circumstances.  
Removing this policy not only interferes with a child’s access to consistent health care, but 

                                                 
3 Leighton Ku and Matthew Broaddus, The Importance of Family-Based Insurance Expansions:  New Research 
Findings About State Health Reforms, Center on Budget and Policy Priorities, September 2000. 

2



consequently means families will be subject to more frequent reporting requirements, making it 
more difficult for eligible children to retain coverage for as along as they qualify.   

 
In light of these developments, the experience of 2002 tells a cautionary tale, signaling that 

the trend toward improving access to health coverage for eligible children and families is reversing 
to some degree.  Rolling back income eligibility or imposing administrative obstacles to enrollment 
have the same effect — they diminish participation. But the full force of some of the steps states 
have taken to curb spending may not be readily apparent: there are likely to be additional adverse 
consequences inherent in rescinding the simplifications that so recently drew praise as vast program 
improvements. Simplified enrollment and renewal procedures helped create a new, consumer-
friendly image for Medicaid and SCHIP that established these programs as distinct from the former 
welfare system.  This was a fundamental change that families said would make it more likely that 
they would enroll their children.4  Given the power of public perceptions, reverting to an enrollment 
process that summons up negative associations with the former system that many families found 
complicated and intrusive could hurt participation over the long-term as well as reduce political 
support for the programs.  As a practical matter, increasing procedural burdens also means 
increasing workloads and administrative costs for eligibility agencies that already may have 
suffered staff reductions. 

 
Moreover, the actions already implemented by just a handful of states may in fact be 

forecasting the shape of things to come, as serious financial concerns persist in dogging state 
budgets.  In the months following the survey period, additional states scaled back eligibility and 
retracted administrative simplifications in their health coverage programs.  However, fiscal relief 
provisions included in the Jobs and Growth Tax Relief Reconciliation Act of 2003, passed in May 
2003, as well as revenue increases enacted in some states, have given some states the support they 
need to restore or postpone cuts to health coverage programs, at least temporarily.  States still have 
the opportunity to use these funds to protect health coverage programs by reversing cuts that have 
already been approved or by staving off future threats to health coverage for low-income 
beneficiaries.   
 

 
II. Discussion of Survey Findings      

 
The nation is at a crossroads in the effort to improve access to health coverage for low-

income children and parents.  After steadily advancing over the past several years, particularly for 
children, movement toward further expanding eligibility and simplifying enrollment slowed or, in 
some cases, reversed.  All told, the 2002 experience presents a multi-dimensional story that 
continues to evolve as states continue to struggle with their difficult budget situations.  The 
following discussion highlights key state actions taken during the survey period and the 
ramifications they have for enrollment of low-income children and parents in health coverage 
programs. 

 
 
 
 
 

                                                 
4  Michael Perry, Susan Kannel, R. Burciaga Valdez and Christina Chang, Medicaid and Children 
Overcoming Barriers to Enrollment Findings from a National Survey, The Kaiser Commission on Medicaid 
and the Uninsured, January 2000.  
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State Actions Produced Both Progress and Setbacks 
 

 
Children’s income-eligibility was largely protected, 

although some states limited enrollment for eligible children 
 
 
The overall maintenance of children’s health coverage expansions is a strong statement of 

support for ensuring that children get the health benefits they need, but the actions of a few states to 
restrict children’s eligibility cannot be overlooked.  As of April 2003, 39 states including the 
District of Columbia provide coverage to children in families with income at 200 percent of the 
federal poverty line or higher, down from 40 states the year before.5  Two states   — Oregon and 
Illinois — enacted modest coverage expansions.6  Oregon increased income-eligibility for children 
in its separate SCHIP program from 170 percent of the federal poverty line to 185 percent of the 
federal poverty line.7  Illinois eliminated its three-month “waiting period,” no longer stipulating a 
period of time children are required to be uninsured before they can enroll in the states’ separate 
SCHIP program.8  Tennessee reduced eligibility for children applying for coverage under the 
TennCare waiver. In addition, although Nebraska’s income-eligibility limits remained the same, the 
state changed the method it uses to count family income and, as a result, some children no longer 
qualify for coverage. In addition, two states — Montana and Utah — responded to the tight fiscal 
situation by suspending the flow of state dollars to their SCHIP programs and freezing enrollment 
for some period during the year.  

 
States administer enrollment freezes in different ways.  In Montana, children are placed on a 

waiting list for an average of one to two months and can enroll in the program as slots open up.  
Utah, on the other hand, does not maintain a waiting list. Families of SCHIP-eligible children that 
submit paper applications during the freeze have to re-apply during an open enrollment period. In 
other words, an application submitted during the freeze is not accepted. (However, if the child 
appears to qualify for Medicaid, an eligibility determination will be made.) Families that visit the 

                                                 
5  Donna Cohen Ross and Laura Cox, Enrolling Children and Families in Health Coverage:  The Promise of Doing 
More, Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the Uninsured, June 2002. 
6  In addition, four states (Colorado, Montana, Nevada and Pennsylvania) expanded eligibility for 18-year-olds to 
comply with federal law requiring state Medicaid programs to cover children born after September 30, 1983 in families 
with income below the federal poverty line.  Thus, as of October 1, 2002, all poor children under age 19 are income-
eligible for Medicaid. 
7  Note:  This expansion was achieved under a recently approved federal waiver.  Since Oregon was allowed to waive 
the EPSDT requirement for children under a previous waiver, in the future, benefits could be reduced for this group. 
8 Such waiting periods ostensibly guard against “crowd-out,” the substitution of private coverage with public coverage.  
Federal regulations do not allow waiting periods in Medicaid without a waiver; waiting periods in SCHIP are not 
required, but states are required to monitor the program to ensure that “crowd-out” is not a problem. However, research 
has found that a relatively modest percentage of the additional individuals covered through public expansions 
previously had employer-based coverage. See, Lisa Dubay, Expansions in Public Health Insurance and Crowd-Out: 
What the Evidence Says, Kaiser Family Foundation, October 1999; Kathleen Call et al., AWho Is Still Uninsured in 
Minnesota?  Lessons from State Reform Efforts,@ Journal of the American Medical Association, October 8, 1997, 
p.1191-95; Leighton Ku, Marilyn Ellwood et al., AThe Evolution of Medicaid Managed Care Systems and Eligibility 
Expansions,@ Health Care Financing Review, Winter 2000; Jeremy Alberga, Wisconsin=s BadgerCare Program Offers 
Innovative Approach to Family Coverage, Robert Wood Johnson Foundation, January 2001; Amy Lutzky and Ian Hill, 
Has the Jury Reached a Verdict?  States= Early Experiences with Crowd-Out Under SCHIP, Urban Institute, June 2001; 
and Richard Kronick and Todd Gilmer, “Insuring Low-Income Adults: Does Public Coverage Crowd-Out Private?”, 
Health Affairs, January/February 2002. 
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state’s website to use the on-line application are instructed to check the website for updates on the 
next open enrollment period.9 

 
As the North Carolina experience illustrates (see box below), states that decide to impose 

an enrollment freeze will have critical choices to make: Will there be a waiting list and how will it 
be managed?  How will program participants, families of wait-listed children and the public be 
informed about whether enrollment is open or closed and about wait-list procedures?  Will there be 
a special route to coverage for children previously enrolled in Medicaid?  Policies and procedures to 
help minimize potential gaps in coverage are clearly important.  So, for example, if children will be 
allowed to remain on the program as long as they comply with renewal procedures, it will be critical 
to convey clear and encouraging messages about the need to renew coverage and to ensure renewal 
procedures are as streamlined as possible.  States that require children to be uninsured for a period 
of time prior to SCHIP enrollment (ostensibly to prevent substitution or “crowd-out”) could 
reconsider such policies and remove the waiting period, as North Carolina did around the time the 
freeze was imposed. 

 
 

 
North Carolina’s Enrollment Freeze: Severe Consequences for Children and Families 

 
The experience from North Carolina, which had an enrollment freeze in effect between January and 

October 2001, is instructive.  Children already on NC Health Choice, the state’s separate SCHIP program, were 
permitted to stay on the program after their year of continuous eligibility ended, provided their families re-
applied within a specified time-frame and the child still qualified.  A study of the North Carolina enrollment 
freeze conducted for the Kaiser Commission on Medicaid and the Uninsured found a large, unmet demand for 
the program during the time enrollment was closed.  Of the more than 34,000 children placed on the waiting list, 
most (60 percent) were children who had been on Medicaid but were no longer eligible due to income increases 
or by virtue of having “aged out” of their coverage category.10 Under normal circumstances such children would 
have “rolled over” into NC Health Choice if they qualified.  Just over one-third (35 percent) of the wait-listed 
children were new applicants and a small fraction (4.5 percent) were children who had previously been on the 
program but did not re-enroll in time. 

 
Children affected by the freeze were uninsured from four weeks to more than a year.  Generally, families 

reported not being able to obtain private coverage while they waited for NC Health Choice due to the high cost 
of premiums.  In focus groups they described serious problems getting care for sick children, especially with 
respect to obtaining needed medications.  Many described having to delay medical or dental care, with children 
suffering as a result.  Nearly all families faced financial hardships as a trade-off for securing necessary health care 
for their children.  Some families put off paying rent or utility bills. Families reported incurring large medical bills 
that they were still paying off.  Others reported going with less food or lower quality food. 

 
Source:  Pam Silberman, Joan Walsh, Rebecca Slifkin, and Stephanie Poley, The North Carolina Health Choice 
Enrollment Freeze of 2001: Health Risks and Financial Hardships for Working Families, Cecil G. Sheps Center for Health 
Services Research, University of North Carolina for the Kaiser Commission on Medicaid and the Uninsured, 
January 2003. 
 

 
 
 

                                                 
9 Communication with Gayleen Henderson, CHIP/PCN Program Coordinator, July 18, 2003. 
10 For example, since the income limit for a child declines from 133 percent of the poverty line to 100 percent on the 
child’s sixth birthday, a six-year-old with family income at 125 percent of the federal poverty line no longer qualifies 
for Medicaid. 
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Parent coverage suffered a setback 
 
The erosion of private health insurance coverage, a consequence of the economic downturn 

and rising health care costs, has worsened the insurance status of low-income parents.  This is 
particularly serious since low-income parents are almost twice as likely to be uninsured as low-
income children.  Census data show that 35 percent of low-income parents (with incomes below 
200 percent of the federal poverty line) were uninsured in 2001, compared to 20 percent of low-
income children.11  While states were beginning to make progress in expanding public coverage for 
low-income working parents up until 2001, some states reduced eligibility for low-income parents 
when state budget conditions began to decline.  In 2002, four states — Connecticut, Missouri, New 
Jersey and Tennessee — substantially reduced income eligibility, affecting tens of thousands of 
low-income parents.  Another state that planned a major eligibility expansion for parents, 
California, delayed its planned initiative.  In addition, Nebraska changed the way income is 
calculated for Medicaid purposes, causing many parents to lose their eligibility. 

 
Cutting health coverage eligibility for parents has serious ramifications.  Such programs 

provide critical support to parents working in low-wage jobs not likely to provide employer-based 
coverage.  Research shows that adults who enroll in Medicaid significantly improve their access to 
care.  They are more likely to have a usual source of care, are more likely to get the services they 
need, and are less likely to delay seeking care due to cost.  Women with Medicaid have less unmet 
need for surgical services and dental care than uninsured low-income women, and are more likely to 
receive regular primary and preventive care.  Individuals who lose Medicaid find that the 
advantages of having had coverage unravel.  Two years after losing Medicaid coverage individuals 
encounter more difficulty obtaining care and are more likely to report having had no physician visits 
in the previous 12 months than individuals who remain enrolled in Medicaid.12 
 

In addition to improving access to health care, having health coverage protects families from 
financial exposure — a critical concern when families are hit with job loss or reduced income.  
More than one-third of uninsured respondents in a 2001 survey of the uninsured had been contacted 
by a collections agency and more than one in four uninsured adults reported having to make 
significant changes to their lives to pay onerous medical bills.  They reported that to pay the 
medical bills they had to use all or most of their savings (70 percent), take out a loan or mortgage on 
their home (27 percent) or deal with problems paying for necessities like food or rent (55 percent).13 
 

The loss of parent coverage also is likely to have repercussions for children.  Research has 
shown that children are more likely to be enrolled in health coverage and receive preventive care 
when their parents also are covered.  A study conducted by the Urban Institute found that in states 

                                                 
11 Based on analyses of the Census Bureau’s March 2002 Current Population Survey.  The more recent CDC data do not 
distinguish between parents and childless adults, so Census data are provided which represent insurance status in 2001. 
12 Amy Davidoff, Bowen Garrett, and Alshadye Yemane, Medicaid-Eligible Adults Who are 
Not Enrolled: Who Are They and Do They Get the Care They Need?, Urban Institutute, 2001; R.A. Almeida and L. C. 
Dubay and G. Ko, “Access to Care and Use of Health Services by Low Income Women,” Health Care Financing 
Review 22 no. 4, 2001; J.D. Kasper, T. A. Giovannini, and C. Hoffman, “Gaining and Losing Health Insurance: 
Strengthening the Evidence for Effects on Access to Care and Health Outcomes,” Medical 
Care Research and Review 57, no. 3, 2000, as reported in Ellen O’Brien and Cindy Mann, Maintaining the Gains: The 
Importance of Preserving Coverage in Medicaid and SCHIP, Georgetown University for Covering Kids and Families, 
June 2003. 
13 Lisa Duchon, Cathy Schoen, Michelle M. Doty, Karen Davis, Erin Strumpf, and Stephanie Bruegman, Security 
Matters: How Instability in Health Insurance Puts U.S. Workers at Risk, The Commonwealth Fund, 2001, as reported in 
Ellen O’Brien and Cindy Mann, Maintaining the Gains: The Importance of Preserving Coverage in Medicaid and 
SCHIP, Health Policy Institute, Georgetown University for Covering Kids and Families, June 2003. 
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that have expanded coverage for parents under Medicaid, 81 percent of eligible children participate 
in Medicaid, compared to only about 57 percent of eligible children in states without family-based 
coverage programs.  Research also finds that children in Medicaid are more likely to get well-child 
care if their parents also are enrolled in the program.14  Dismantling the family-based element of the 
program, where it exists, could place children’s health in a more vulnerable position. 

 
After accounting for the cuts that took place in 2002, where do parent coverage expansions 

stand?  Unlike the rapid acceleration of children’s health coverage expansions, efforts to expand 
coverage for parents have taken much longer to gather steam.  While most states (39 states, 
including D.C.) now offer Medicaid or SCHIP to children in families with income at 200 percent of 
the federal poverty line or higher, only about one-third of the states (16 states, including D.C.) 
provide coverage to parents with income at just the federal poverty line or higher. In 14 states, 
income limits for parent coverage are at 50 percent of the federal poverty line or less, $636 per 
month for a family of three in 2003. So, for example, in Arkansas, where the income limit for a 
working parent is 20 percent of the federal poverty line, a parent who earns more than $255 per 
month for a family of three earns too much to qualify for health coverage.   

 
A major factor behind the differing pace of coverage expansions for these populations is that 

the influx of federal SCHIP funds to the states catalyzed the advance of children’s coverage, but no 
similar dedicated funding stream has been made available to bolster the expansion of parent 
coverage.  Still, each year for the past several years, a few states have taken steps to extend 
eligibility to more parents.  In 2002, two states — Arizona and New York — moved forward with 
expansions that had been planned previously. In addition, Pennsylvania implemented a health 
coverage program for parents supported solely with state funds.  The program, which has cost-
sharing obligations and limited benefits, had a waiting list of some 34,700 individuals during the 
survey period.  Washington, another state which expanded coverage for parents using state funds 
exclusively, also has frozen enrollment for most parents.  Utah implemented an expansion that 
provides a narrow benefit package to some adults who were not previously eligible for Medicaid.  
The program requires an enrollment fee and co-payments, and imposes an enrollment cap.15 
 

 
Simplification made some headway, but momentum slowed 

 
 
State efforts to maintain or implement additional simplification measures for health 

coverage programs were mixed, with 13 states adopting options considered by this survey and 5 
states rescinding them.  This seesaw trend represents a shift in momentum from the past, which was 
characterized by virtually uninterrupted progress in the direction of greater simplification.   

 
• At least one state — Virginia — adopted a package of process changes that had a 

marked positive effect on children’s enrollment (see box on p. 9). A central feature 
of this package included increasing Medicaid income-eligibility, raising the limit for 
children age six and older from 100 percent of the federal poverty line to 133 percent 

                                                 
14 Lisa Dubay and Genevieve Kenney, Covering Parents Through Medicaid and SCHIP: Potential Benefits to Low-
Income Parents and Children, Urban Institute for the Kaiser Commission on Medicaid and the Uninsured, October 
2001. 
15  The waiver reduces coverage for previously eligible parents and uses the funds obtained from this reduction to 
finance an expansion that provides a narrow benefit package to some adults who were not previously eligible for 
Medicaid. 
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to align it with the Medicaid income limit for infants and children under age six.  As 
a result, all children under age 19 in a given family now qualify for the same 
program — either Medicaid or FAMIS, the state’s separate SCHIP program — 
depending on the family’s income, but regardless of the child’s age.  Coordinating 
income-eligibility guidelines in the two programs simplifies the enrollment and 
renewal process for families and makes program administration easier.  After the 
simplified procedures were implemented in September 2002, enrollment increased 
dramatically. The data also show that better coordination of Medicaid and FAMIS 
has helped boost enrollment for lower-income children who were eligible for 
Medicaid. 

 
The states that adopted simplifications in their programs during 2002 made headway in 

addressing three areas previously identified as needing greater attention:16 (1) adoption of 
underutilized simplification strategies, (2) simplification of the enrollment process for parents to the 
same extent children’s coverage programs have been simplified and (3) assurance that the renewal 
process is as easy to navigate as the initial enrollment process.  Examples of steps taken in 2002 to 
reach these objectives include: 
 

• Two states adopted presumptive eligibility, an option that has been 
underutilized. Missouri and California adopted presumptive eligibility procedures in 
their children’s Medicaid programs.  Only one-fifth of the states have this option in 
either their Medicaid or their separate SCHIP program. Presumptive eligibility 
allows states to authorize “qualified entities” to enroll children temporarily in health 
coverage if they appear eligible while their families complete the formal application 
process.17 In the meantime, children can receive prompt attention for their medical 
concerns and providers can be reimbursed for delivering needed care. Although it is 
difficult to obtain statewide data on the final approval rates for children entering the 
system through presumptive eligibility, staff of individual qualified entities in a 
number of states report high rates of continued eligibility: 84 percent reported by a 
county health department in Nebraska;18 88 percent to 93 percent reported by a 
network of clinics in Connecticut.19  

  
Presumptive eligibility is a valuable tool for adding entry points into coverage and 
getting children into care without delay.  It also can help state agencies manage 
program operations more efficiently. One state official pointed out that presumptive 
eligibility may be providing some relief to caseworkers because qualified entities are 
doing some of the work up front.20  In another example, California has begun using 
presumptive eligibility — called accelerated enrollment in California — to jump- 
start Medicaid enrollment for children whose health coverage applications are  

                                                 
16 Donna Cohen Ross and Laura Cox, Enrolling Children and Families in Health Coverage:  The Promise of Doing 
More, Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the Uninsured, June 2002. 
17 Qualified entities may include health care providers, schools, WIC agencies, Head Start programs, certain emergency 
food and shelter programs, agencies that determine eligibility for subsidized child care, federal housing assistance, and 
child support enforcement, as well as the agencies administering Medicaid, SCHIP and TANF, and other entities the 
U.S. Secretary of Health and Human Services deems appropriate. 
18 Communication with Ann Schultz, Program Specialist, Economic Assistance, Nebraska Health and Human Service 
System, January 2003.  NOTE: Nebraska rescinded presumptive eligibility after the survey period. 
19 Communication with Christine Bianchi, Director of Community Programs, Staywell Health Center, Waterbury, CT, 
March 2003. 
20 Communication with Bob Beardsley, Client Services Bureau Chief, Medical Assistance Division, New Mexico 
Human Services Department, January 2003. 
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Improved Coordination Transforms Children’s Health Coverage in Virginia 

 
Children’s health coverage programs in Virginia reached a critical turning point in September 2002 when a 

slate of measures was implemented to simplify eligibility and enrollment in Medicaid and FAMIS, the state’s separate 
SCHIP program.  The new policies were designed to spur lagging enrollment by addressing problems attributed to the 
state’s bifurcated system that featured stark differences in application procedures for Medicaid and FAMIS.  

This program make-over, combined with an aggressive back-to-school outreach campaign, produced 
dramatic results.  The average net monthly enrollment growth increased two and half times — from 1,526 to 4,140 — 
in the nine months following the September changes as compared to the 13 months prior to implementation. The data 
also show that the changes have helped boost enrollment for lower-income children — those eligible for Medicaid — 
whose families previously were hard-pressed to bridge the administrative divide between the two programs. 

Prior to September 2002, children eligible for Medicaid had to submit their application to the local 
Department of Social Services (DSS) office; children eligible for FAMIS were required to use a different form and 
submit it to the FAMIS Central Processing Unit (CPU).  Since families cannot be expected to know the correct 
program for which the child qualifies — and about 40 percent of families with children in FAMIS also had children 
eligible for Medicaid — many applications were initially filed at the “wrong” place, delaying an appropriate eligibility 
determination or causing eligible children to miss out entirely if their families did not resubmit forms and verification 
documents to the correct program.  An analysis produced as a result of a study by Virginia’s Joint Legislative Audit 
and Review Commission found that of the 13,435 children identified as “Medicaid-likely” by the FAMIS CPU, only 
2,661— fewer than 20 percent — were later enrolled in Medicaid, indicating that the vast majority of the lowest 
income children who had applied were not obtaining benefits. 

The new policies and procedures focused on achieving better coordination between the two programs and 
increasing enrollment.  The procedural improvements feature a new, joint application form for Medicaid and FAMIS 
and a “no wrong door” policy which allows eligibility determination to proceed whether families submit applications 
to either the county DSS office or the CPU.  
The Medicaid income-eligibility limits for 
children ages six to 19 were increased from 
100 percent of the federal poverty line to 133 
percent to align them with the income 
guidelines for infants and children under age 
six, ensuring that all children in a particular 
family will qualify for the same program.  
Verification requirements for the two 
programs were made uniform and were 
reduced — for example, families no longer 
have to produce a copy of the child’s birth 
certificate. In addition, caretaker relatives can 
now apply for health coverage for a child and 
the requirement that children be uninsured for 
six months before enrolling in FAMIS can be 
waived if the prior insurance is considered 
unaffordable.  (In April 2002, prior to these 
procedural changes, the states had eliminated 
monthly premiums in FAMIS.) 

The transformation of Virginia’s program is not yet complete.  In addition to stepping up outreach activities, 
the state plans to take additional steps in August 2003: Medicaid will be re-named “FAMIS Plus”, the separate SCHIP 
component of the program will provide 12-month continuous eligibility and the waiting period will be further reduced 
from six to four months. 

Source: Communication with Linda Nablo, Director, Division of Child Health Insurance, VA Division of Medical 
Assistance Services (DMAS), June 2003 and VA DMAS Monthly Enrollment Reports.
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sent to the “Single Point of Entry” (SPE), the processing location for Healthy 
Families, the state’s separate SCHIP program. Under federal law, applications 
received by the separate SCHIP program must be screened to assess whether the 
child may be eligible for no-cost Medicaid (called Medi-Cal in California).  If 
found eligible, the child must be enrolled in that program.  Since the SPE can be 
authorized as a “qualified entity,” SPE staff can now directly enroll children 
presumptively in Medi-Cal if they appear eligible. Children can begin receiving 
all benefits while their application is sent to the appropriate county office for final 
determination.  

 
• Two states eliminated the asset test for parents, narrowing the disparity 

between simplification in coverage programs for parents and children.  In 
2001, most states (44 states, including D.C.) did not count assets in determining 
eligibility for children applying for health coverage, but less than half that number 
(19 states, including D.C.) had a similar policy for parents.21  During 2002, a step 
was taken toward aligning eligibility rules for children and parents when Alabama 
and Louisiana removed the asset test for parents applying for Medicaid. As a 
result, 21 states including D.C. now have adopted this option for parents.  

 
Since families at very low-income levels are not likely to have significant assets, 
the asset test acts more as a procedural barrier to coverage than as a means of 
limiting eligibility.  In Louisiana, to qualify for Medicaid, a working parents’ 
income may not exceed 21 percent of the federal poverty line, just $264 per 
month for a family of three in 2003.  Since Louisiana’s asset test was eliminated 
in April 2002, 935 parents were enrolled, an increase of less than three percent.22 
However, removing the asset questions on the application means that a host of 
questions are no longer asked, and verification is no longer required, on the 
following items:  prior month’s statements from all bank accounts; all life and 
burial insurance policies (current or lapsed) and funeral contracts; proof of the 
value of savings, bonds, stocks, owned mortgages or notes, trust funds or other 
such items; proof of ownership, value and amount owed on any vehicles (car, 
boat, truck, etc.); proof of ownership, value and amount owed on any land 
(including land which is owned jointly or land owned in an undivided estate.) 

 
Eliminating the asset test also makes it more feasible to coordinate coverage for 
the whole family.  For example, when Alabama removed the asset test for parents 
— a change it made years ago for children — the state was able to create a single 
application that families can use to apply for health coverage for a family unit 
(both children and parents).  

 
• Several states eliminated the requirement for a face-to-face interview at 

renewal, making it easier for beneficiaries to retain coverage for as long as 
they qualify.  Seven states, including Alabama, Georgia, Maryland, Nebraska, 

                                                 
21 Donna Cohen Ross and Laura Cox, Enrolling Children and Families in Health Coverage:  The Promise of Doing 
More, Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the Uninsured, June 
2002. 
22 Communication with Ruth Kennedy, Medicaid Deputy Director, Louisiana Department of Health and Hospitals, 
June 2003. 
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New York, North Carolina and Utah dropped the face-to-face interview 
requirement at renewal for parents, bringing the process in line with the process 
for renewing coverage for children in those states.  New York State stopped 
requiring a face-to-face interview at renewal for both children and parents, 
allowing families to renew their coverage by mail.   

 
Mail-in Process Shows Quick Improvement on Renewal in One New York County 

 
In Rensselaer County, the response to the new mail-in renewal procedure was rapid and 

substantial.  Previously, families renewed their Medicaid coverage during group sessions in which 
Medicaid staff walked through the renewal form with about 60 people all at the same time.  
Afterwards, each person would meet for about 45 minutes with a caseworker to complete the 
renewal process.  According to M. Chris Reo, Principle Social Welfare Examiner for the Medicaid 
Unit in Rensselaer County, cases for about half the families would be closed because they did not 
show up.  “The mail-in process is good for our clients,” she says. “They’re working and reserve their 
sick time for when their children are sick.  They can’t afford to take time off to come into our office.  
We’ve had the experience of people being fired because they took time off to come in [to the 
Medicaid office]. From the employer’s perspective, it was just the last straw.” The new process is 
initially harder on eligibility workers, who have to make a series of phone calls to be sure clients 
understand what they are expected to do under the new procedure. But by February 2003 — only 
two months into the mail-in process — the response to renewals was up to about 70 percent.  Reo 
anticipates that once everyone gets used to the new process the response rate will improve even 
further.   
 
Source:  Communication with M. Chris Reo, Principle Social Welfare Examiner for the Medicaid 
Unit in Rensselaer County, New York, June 2003. 
 
 

The Cautionary Tale 
 

 
The health program cuts implemented in 2002 present a cautionary tale that suggests the 

progress made in expanding coverage and simplifying procedures is tenuous.  Since the survey 
period, additional states have implemented program changes or passed legislation to pare back 
eligibility or impose administrative barriers.  In addition, some states have taken steps to 
establish or increase cost-sharing as a way to curb spending.  Moreover, the full impact of 
administrative changes enacted in 2002 may be more severe than is immediately apparent. States 
that have added reporting and verification requirements may have done so to monitor more 
closely any fluctuations in family circumstances that might signal an enrollee has become 
ineligible.  However, there is ample evidence to indicate that such measures do much to deny 
coverage to people who actually qualify, but who are unable to surmount procedural stumbling 
blocks.  To compound this problem, reinstating more complicated, time-consuming procedures is 
likely to send a discomforting message to working families that have demonstrated their 
eagerness to enroll in the “new” streamlined programs.  After promoting changes that recast 
Medicaid as a health insurance program, distinct from welfare, summoning up associations with 
the more intrusive enrollment system of the past could have long-lasting negative effects on 
participation.   
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Eliminating 12-month continuous eligibility puts enrollment of eligible children at risk 

 
 
While income eligibility for children was largely preserved during the survey period, 

children’s coverage was not completely spared from actions that will detract from enrollment.  
The first warning sign is that three states — Connecticut, Indiana, and Nebraska — removed the 
guarantee of 12 months of continuous coverage for children, an option afforded states by the 
Balanced Budget Act of 1997.  This option allows eligible children to obtain coverage and keep 
it for a full year, regardless of changes in their family’s income or other circumstances.  
Retracting 12-month continuous eligibility means that families will be faced with increased 
administrative requirements in order to keep coverage for their children.  This heightens the risk 
that children will lose coverage even when they continue to qualify.  Such a scenario is 
beginning to play out in Nebraska, one of the three states that eliminated 12-month continuous 
eligibility for children in 2002.  Within one calendar quarter after the changes were implemented 
the state saw an increase in the percentage of people who lost coverage due to “failure to comply 
with procedures.”  (See box on p. 14.) 

 
The 12-month continuous eligibility option is recognized as having many advantages.  

First, the year-long guarantee of coverage protects a child from having his or her health care 
disrupted, which can have deleterious effects for children who have ongoing health needs or who 
are in the midst of treatment.  Unnecessary gaps in coverage also may place extreme financial 
pressure on families that will be faced with covering the cost of care during the gap.  In addition, 
12-month continuous eligibility reduces the number of transactions required for maintaining 
coverage, simplifying procedures for both the eligibility office and the beneficiary.  In a study by 
Mathematica Policy Research, researchers observed that extending coverage through the use of 
12-month continuous eligibility could lower Medicaid administrative costs by reducing the staff 
needed to process applications and handle related paperwork.  They estimated that instituting this 
practice for children could reduce overall administrative costs between two and 12 percent.23  

 
By definition, eliminating 12-month continuous eligibility subjects families to more 

frequent renewals and often to another closely associated administrative burden — increased 
verification requirements.  Even in states that maintain annual renewal periods — the policy in 
place for children in 41 states — families re-establish their eligibility every 12 months, but are 
usually required to report any changes in income or other circumstances that occur in the interim.  
Reports may be initiated by the family or they may be triggered by routine data matches with 
wage reporting systems that signal eligibility staff to request information from the family when a 
change is identified.  Low-income families may experience fluctuations of income during the 
year and, in most states, even minor fluctuations would require them to report and provide 
verification of their income. (It should be noted that states can be flexible and may set policies 
that exempt some families from having to report minor income changes.24)  Thus, removing 12-

                                                 
23 Carol Irvin, D. Peikes, C. Trenholm and N. Kahn, Discontinuous Coverage in Medicaid and the Implications for 
12-Month Continuous Coverage for Children, Mathematica Policy Research, October 2001. 
24 According to federal guidance, “while states must carry out a prompt renewal of eligibility when they learn of 
changes in circumstances, they can use less restrictive methodologies under Sections 1902(r)(2) and 1931 to 
disregard small fluctuations in income. For example, a state can choose to disregard increases in income of less than 
$100 until the next regularly scheduled redetermination or until a redetermination is triggered by some change other 
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month continuous eligibility increases the chances that children could lose coverage because 
their families have difficulty complying with these requirements.   

 
This is a well-founded concern: excessive paperwork requirements create confusing and 

unnecessary administrative barriers that cause people to lose their insurance even if they are 
eligible.  A study conducted by the National Academy of State Health Policy (NASHP) found 
that half the families of children whose SCHIP coverage had lapsed reported that they had not 
been told or did not recall being told that they would have to renew their child’s coverage.  The 
NASHP study also found that 44 percent of families whose children’s coverage had lapsed said 
the documents required for renewal were too difficult to obtain.25  Another study of 
disenrollment from SCHIP by the Child Health Insurance Research Initiative (CHIRI) found that 
the administrative requirements imposed by states for renewal lead a large share of children to be 
dropped from coverage.  However, up to one quarter of disenrolled children returned to the 
program within two months, strongly suggesting that they were likely to have still been eligible 
for coverage at the point of disenrollment.  (Many of the children in families that did not attempt 
to re-enroll are likely to have remained eligible, as well. These families may not have realized 
their children could still qualify or they may have been discouraged from returning to the 
program by the complexity of the procedures.)  The CHIRI study also found that more frequent 
renewal produces higher disenrollment levels over time.26 
 

A forthcoming study of the renewal process in New York City for CHP-B, the state’s 
separate SCHIP program, found that only seven percent of CHP-B beneficiaries are ineligible for 
coverage at recertification based on income and family size.  Nevertheless, the study found that 
half the children required to recertify fail to do so and lose coverage.  Moreover, families that did 
not complete the recertification process had significantly lower incomes than those who 
completed it — on average, $14,482 vs $18,950 — indicating that those most likely in need of 
maintaining public coverage were more apt to lose it.27  Another study in New York City found 
that two-thirds of families that failed to recertify eligibility for CHP-B in 2001 reported that their 
children were re-enrolled a year later, suggesting that they may have continued to qualify during 
the coverage lapse.28  

 
 
 
 
 

                                                                                                                                                             
than an increase in income. If a state chooses to do this, individuals would not be required to report increases in 
income of less than $100 above the amount reported at application or redetermination until the next  
continued … 
 
redetermination.”  U.S. Department of Health and Human Services, Centers for Medicare and Medicaid Services, 
Continuing the Progress: Enrolling and Retaining Families and Children in Health Care Coverage, August 2001. 
25 T. Riley, C. Pernice, M. Perry and S. Kannel, Why Eligible Children Lose or Leave CHIP, National Academy for 
State Health Policy, 2002. 
26 Andrew W. Dick, R. Andrew Allison, Susan G. Haber, Cindy Brach, and Elizabeth Shenkman, “Consequences of 
State Policies for SCHIP Disenrollment,” Health Care Financing Review 23 (3), Spring 2002. 
27 Karen Lipson, E. Fishman, P. Boozang and D. Bachrach, Rethinking Recertification: Health Program Paperwork 
Excludes Far More Eligible Than Ineligible Enrollees in New York, for  The Commonwealth Fund, forthcoming. 
28 Michael Birnbaum and Danielle Holahan, Renewing Coverage in New York's Child Health Plus B Program: 
Retention Rates and Enrollee Experiences, United Hospital Fund, 2003. 
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Increased Reporting Makes it Harder for Nebraskans to Stay Covered 

 
As a result of new Medicaid policies and procedures that took effect in Nebraska in November 2002, 

some 23,000 children and adults in families lost coverage, and there is evidence to suggest that the new rules 
will continue to have repercussions down the road.  One significant change is that children enrolled in 
Medicaid will no longer be guaranteed a full year of coverage, regardless of fluctuations in their family income 
or other circumstances.  As of November 2002, children enrolled in Medicaid are guaranteed coverage only 
for the first six months.  After that point, families must report any changes in their income within ten days 
and must formally renew their children’s eligibility every six months, rather than annually. Along with the 
more frequent renewal, many families will be required to provide a greater amount of income documentation 
than in the past.  Previously, families were asked to verify income for one month —  for example, by 
providing pay stubs  —  but if the verification was not attached to the renewal form the eligibility worker 
could use another source, such as the state wage report database or Food Stamp Program records, to verify 
the information. State officials were satisfied that this method was reliable and did not pose error problems. 
However, families that have fluctuating income  —  which is the case for many low-income families  —  now 
will be required to verify three months of income rather than just one. 
 

While it is not possible to quantify precisely the impact of the increased reporting and verification on 
children’s enrollment, for the period between January and March 2003, among all Medicaid cases, 38,608 
persons — two-thirds of whom were children — were denied Medicaid eligibility or had their cases closed 
during a review. Of the total number of persons found ineligible, over half (53.9 percent) were found 
ineligible because they "failed to meet eligibility procedures," which includes failure to provide information;  
in contrast, in the calendar quarter prior to implementation of the new documentation requirements, 41.6 
percent of Medicaid cases were found ineligible for procedural reasons.  

 
Other provisions also contributed to the loss of coverage for children and parents.  Although income 

limits for these populations were not reduced, a fundamental change in the way income-eligibility is calculated 
resulted in many families losing their coverage.  Also, the period of time for which families can receive 
Transitional Medical Assistance, which supports families leaving welfare for work by allowing them to retain 
their Medicaid, has been reduced from two years to one. 

 
Source: Communication with George Kahlandt and Rob Stevenson, NE Health and Human Services 
System, June 2003 and Reports to the Governor and Legislature on LB8 Changes to Medicaid Eligibility, NE 
Health and Human Services System, November 18, 2002 and May 16, 2003. 
 

 
Even though procedures that reduce verification can be simple and reliable, 

some states reinstated more difficult verification requirements 
 
 
As a result of procedural changes states instituted in 2002, families in several states will 

have increased verification requirements.  For example, Mississippi now requires families to 
provide pay stubs or other documents to verify income statements on children’s health coverage 
application or renewal forms, although many families were not required to do so in the past.  As 
noted earlier, in states that also increased reporting requirements, the problems associated with 
having to provide verification are compounded since they may now have to assemble documents 
numerous times.  
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Families with children eligible for Medicaid and SCHIP often cite requirements to 
produce significant amounts of verification as a major factor thwarting their efforts to obtain and 
retain coverage for their children.  A survey of barriers to the Medicaid application process found 
that more than two-thirds (67 percent) of families with eligible children had applied, but only 43 
percent had successfully enrolled their child.  Almost three-quarters of the families that were 
unsuccessful (72 percent) cited “difficulty getting all the required papers” as an important reason 
they were unable to complete the enrollment process.29  Another study found that among low-
income families with uninsured children that inquired about Medicaid and SCHIP, 38 percent 
cited “administrative hassles” as the main reason for not applying.30  The NASHP study cited 
earlier suggests that burdensome verification requirements are a factor impeding renewal, as 
well.31  
 

States have considerable flexibility to reduce the amount of verification they require.  
Under federal law (both Medicaid and SCHIP), the only document that individuals must provide 
in establishing eligibility is proof of immigration status if the person applying for benefits is a 
non-citizen.32  Currently, 12 states do not require families to provide verification of their income. 
Rather, they use other methods such as conducting audits or data matching with state wage 
reporting systems and other benefit programs to corroborate information reported on the family’s 
health coverage application.  Experience from several states has shown that such policies 
simplify the process for families and eligibility staff and do not lead to enrollment of ineligible 
individuals. 
 

• Michigan: Michigan stopped requiring families to provide documentation of their 
income when applying for Medicaid and SCHIP.  As a result of the change, the 
proportion of applications for which eligibility could not be determined because 
the application was incomplete dropped from three-fourths to less than one-fifth.  
Following three years of decline, between June 2000 and June 2001, the state’s 
enrollment for children, families and pregnant women grew by 8.5 percent. 
Michigan also reports that the change in verification rules did not result in a high 
error rate.33 

 
• Maryland: Quality Control Reviews for the Maryland Children’s Health Program 

(MCHP) released in March 2002 and March 2003 found no problems associated 
with the state’s reduced verification policy, under which families do not have to 
submit documentation of their income with their children’s application for 
coverage.  As part of each review, a sample of cases are drawn and the reviewers 
request income verification from families in a subset of those cases.  In the March 
2002 review, income was verified in 109 cases and only one eligibility error was 

                                                 
29 Michael Perry, Susan Kannel, R. Burciaga Valdez and Christina Chang, Medicaid and Children 
Overcoming Barriers to Enrollment Findings from a National Survey, The Kaiser Commission on Medicaid 
and the Uninsured, January 2000. 
30 Genevieve Kenney and Jennifer Haley, Why Aren’t More Children Enrolled in Medicaid and SCHIP?, Urban 
Institute, May 2001. 
31 T. Riley, C. Pernice, M. Perry and S. Kannel, Why Eligible Children Lose or Leave CHIP, National Academy for 
State Health Policy, 2002. 
32 Sally Richardson, Director, Center for Medicaid and State Operations, Letter to State Health Officials, 
Health Care Financing Administration, September 10, 1998. 
33 U.S. General Accounting Office, Medicaid and SCHIP: States’ Enrollment and Payment Policies Can 
Affect Children’s Access to Care, (GAO-01-883), September 2001. 
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detected.  In the March 2003 review, income was verified in 269 cases and nine 
eligibility errors were detected.  Both years the payment error rate (defined as the 
amount of health coverage program funds spent on claims for ineligible cases 
divided by the amount of health coverage program funds spent on the total 
number of cases in the sample for which income verification was completed) was 
less than one percent.34 

 
• Ohio: A pilot project to test the reliability of allowing families to apply for 

Healthy Start (Medicaid) for their children without submitting verification of their 
income was conducted by Cuyahoga County (Cleveland area), with funding from 
the Centers for Medicare and Medicaid Services. The evaluation of the pilot 
project found that the reduced verification procedure directly contributed to the 
enrollment of at least 24,000 eligible children and concluded that the procedure 
had a 98 percent accuracy rate. (Five percent of Healthy Start applicants 
understated their income, however review of actual income found only two 
percent ineligible.) The simplified process accounted for higher approval rates — 
85 percent of applications were approved, up from 65 percent before the new 
procedure was implemented.  The simplified process also allowed applications to 
be processed faster: two weeks to 30 days rather than 30 to 60 days.35 

 
While requiring families to comply with added paperwork and reporting procedures may 

save money by reducing the number of people participating in the programs, it should be noted 
that costs also are incurred as a result of making such changes.  In addition to the large costs 
associated with uncompensated care when uninsured people seek needed medical attention, and 
the serious financial burdens low-income families must shoulder to pay for treatment on their 
own, there also are expenses associated with the administrative tasks necessary to implement 
more labor-intensive procedures.  Where financial pressures have already resulted in state 
workforce reductions or hiring freezes, it is important to keep in mind that changes such as 
increasing reporting and verification requirements are likely to require more staff time.  If the 
staffing issue goes unaddressed, the impact of such changes could actually be more severe than 
assumed because significant delays in processing eligibility could result in eligibility 
determinations not being made in accordance with required processing timeframes.  This could 
exacerbate the problems associated with gaps in health coverage for children and parents, 
especially those with ongoing medical conditions. 

 
 
 
 
 
 
 
                                                 
34 Maryland Children’s Health Program Quality Review Program, Corrective Action Plan and Final Report, 
November 2000 to October 2001, Maryland Department of Health and Mental Hygiene, March 6, 2002 and 
Maryland Children’s Health Program Quality Review Program, Annual Corrective Action Plan and Final Report for 
November 2001 to October 2002, Maryland Department of Health and Mental Hygiene, March 2003. 
35 Catherine Penn and R. Staib, Income Self-Declaration Boosts Enrollment for Healthy Start/Healthy Families, 
Ohio Department of Job and Family Services, Cuyahoga Health and Nutrition, Project Number 11P-91269/5-01, 
January 2002. 
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States are increasingly turning to cost-sharing as a way 
to contain costs in their health coverage programs 

 
 
Federal law generally protects low-income Medicaid beneficiaries from cost-sharing 

requirements.  Most Medicaid beneficiaries may not be charged premiums, and children and 
pregnant women may not be charged co-payments.  The amount other beneficiaries are charged 
must be nominal.  Some states that have increased Medicaid coverage to children and parents at 
higher income levels have secured Section 1115 waivers to allow them to impose higher cost-
sharing.  Premiums and co-payments are permitted in separate SCHIP programs, which cover 
children in families with higher incomes.  Federal law limits the total cost of premiums and co-
payments to five percent of family income. 
 

Many states are looking at increasing cost-sharing for beneficiaries as a way to reduce 
state expenditures. Data on the premium and co-payment policies in Medicaid and SCHIP for 
families and children was a new element in the current survey, so trends could not be analyzed.  
(The major findings are reported on p. 27.)  However, several state officials reported that that the 
information they supplied for this report represented an increase in premium or co-payment 
amounts from 2001.  For example, premiums in New Hampshire for children’s coverage 
programs rose from $20 to $25 per month for children in families with income between 185 
percent and 250 percent of the federal poverty line, and from $40 to $45 per month for children 
in families with income between 250 percent and 300 percent of the federal poverty line.  New 
Jersey reported that its premiums for 2002 represented a 10 percent increase over the amounts 
charged the previous year.  Massachusetts reported a $12 per month premium, up to a family 
maximum of $36, an increase over 2001 when the monthly premium was $10 per month, up to a 
family maximum of $30. 
 

Premiums and co-payments can detract from enrollment.36  Research indicates that higher 
premiums depress participation rates in public programs for low-income individuals, even if the 
premiums charged are relatively small.  Non-payment of premiums is one of the leading causes 
of disenrollment in SCHIP.  More research is needed to determine the relationship between the 
amount of premiums and the decision to forgo or disenroll from coverage. A recent survey found 
that about 40 percent of families whose children were disenrolled from SCHIP reported having 
difficulties affording premiums; among those who had to pay $20 or more per month, the 
proportion having difficulties was 50 percent.37 Monthly premiums also limited retention in 
Oregon’s expansion program, the Oregon Health Plan.38  On the other hand, a study of Florida’s 
Healthy Kids program found retention rates improved substantially after the state lowered 
premiums.39  
                                                 
36 Julie Hudman and Molly O’Malley, Health Insurance Premiums and Cost-Sharing: Findings from the Research 
on Low-Income Populations, Kaiser Commission on Medicaid and the Uninsured, March 2003 and Leighton Ku, 
Charging the Poor More for Health Care: Cost-Sharing in Medicaid, Center on Budget and Policy Priorities, May 
2003.  
37 T. Riley, C. Pernice, M. Perry and S. Kannel, Why Eligible Children Lose or Leave CHIP, National Academy for 
State Health Policy, 2002. 
38 S. Haber, J. Mitchell and A. McNeill, Effects of Premiums on Eligibility for the Oregon Health Plan. Health 
Economics Research, Inc. 2002.  

39 Elizabeth Shenkman., Bruce Vogel, James M. Boyett and Rose Naff, “Disenrollment and Re-enrollment Patterns 
in a CHIP,” Health Care Financing Review 23 (3), 2002. 

17



  
Imposing point of service co-payments also can have problematic effects. Higher cost-

sharing risks making Medicaid less effective because if services are unaffordable people will 
avoid or delay getting care or drop insurance altogether.  One study found that low-income adults 
and children reduced their use of effective medical services by as much as 44 percent when they 
were required to make co-payments, a much deeper reduction than occurred among those with 
higher incomes.  The study also found that cost-sharing led to poorer health among low-income 
adults — including worse blood pressure and vision — than among those who were not subject 
to co-payments.  Similarly, low-income children with cost-sharing obligations were more likely 
to be anemic and to have more untreated dental problems than children who received free care.40 

 
 

After the survey period, states continued to roll back eligibility and simplification  
 
 
Changes enacted or implemented after the survey period illustrate even more than 2002 

survey data that eligibility expansions and procedural simplifications cannot be considered 
secure.41   The following states are among those that have recently passed or implemented 
changes that will have a negative impact on enrollment: 
 

• Texas.  On June 10, 2003, Governor Perry approved a number of deep cutbacks  
that will affect enrollment or services available to children in Texas’ Medicaid 
and SCHIP programs.  Several of the new provisions reverse or undercut policies 
that were designed to simplify enrollment or improve retention for children and 
had been shown to be effective.42  For children in Medicaid, the state may require 
face-to-face interviews if information cannot be obtained by phone or mail and it 
plans to postpone the adoption of a previously-enacted policy of 12-month 
continuous eligibility in Medicaid until September 2005.  While the impact of 
these changes cannot be predicted precisely, the state’s budget estimates indicate 
these actions will lower growth in children’s Medicaid enrollment by more than 
300,000 children over a two-year period. The legislature also directed the state to 
seek increases in cost-sharing for all Medicaid beneficiaries, but specific plans 
have not yet been determined.   

 
In addition, the state adopted policies that are expected to reduce SCHIP 
participation by about 170,000 children, or about one-third of the current 
caseload.  The budget imposes an asset limit in SCHIP for the first time, a 90-day 
waiting period after eligibility is determined, and higher co-payments and 
premiums.  It eliminates income disregards and reduces continuous eligibility 

                                                 
40 Joseph Newhouse, Free for All?  Lessons from the Rand Health Insurance Experiment, Harvard University Press, 
1996.   
41 Information on health coverage programs budget cuts states have enacted since April 2003, as well as information 
on how they have used fiscal relief funds to restore or forestall cuts, was obtained from a variety of sources 
including: state budget documents, reports from the National Conference of State Legislature and the Kaiser 
Commission on Medicaid and the Uninsured, as well as communication with state officials and advocates. 
 
42 Anne Dunkelberg, Simplified Eligibility for Children’s Medicaid in Texas: A Status Report at Nine Months, 
Kaiser Commission on Medicaid and the Uninsured, 2003. 
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from 12 to six months.  The state also will substantially reduce the scope of 
SCHIP benefits.  Additionally, the budget lowers coverage of pregnant women 
from 185 to 158 percent of the poverty line, which is expected to reduce 
participation by about 8,300 women per month.  Texas also eliminated medically 
needy coverage for adults, which will affect about 10,000 people each month.  
 

• Maryland.  Maryland's Children's Health Program, MCHP, capped enrollment 
for children with incomes between 200 and 300 percent of the federal poverty line 
on July 1, 2003.  Currently enrolled children with family income in that range will 
have their coverage “grandfathered,” but new applicants will not be approved and 
those who let certification lapse will be unable to rejoin the program. MCHP will 
also impose a $38 monthly family premium for enrollees with income between 
185 percent and 200 percent of the federal poverty line, effective September 2003. 

 
• Washington.  Washington rescinded 12-month continuous eligibility for children 

and will require children and parents to renew coverage every six months as 
opposed to every 12 months.  The state also imposed stricter verification 
requirements than in the past.  These changes will be fully implemented by 
October 2003. The state also approved substantial increases in premiums for 
children with incomes above the federal poverty line, although the final 
implementation of these changes is subject to federal approval of a waiver request 
from the state. 

 
• Florida. Florida approved a number of changes that will increase cost-sharing in 

Medicaid and SCHIP.   Monthly premiums will rise from $15 to $20 for children 
in SCHIP.  If families do not pay the premium, their children will be ineligible for 
coverage for at least 60 days.  Florida also plans to increase co-payments to $5 for 
certain services for children enrolled in Healthy Kids.  In Medicaid, the state will 
impose 2.5 percent coinsurance for prescription drugs and a $15 co-payment for 
non-emergency use of emergency rooms (children and pregnant women in 
Medicaid are exempt because of federal law, but parents and other populations 
will be affected).  Enrollment in Florida’s separate SCHIP programs (Healthy 
Kids, Medi-Kids and a program for children with special health care needs) was 
frozen on July 1, 2003 and as of July 18 more than 9,600 children were on a 
waiting list. 

 
 

States Have an Opportunity to Protect Health Coverage Programs 
 

State officials continue to weigh an array of alternatives aimed at controlling costs, 
including reducing income-eligibility levels or making administrative changes to the programs.  
The strong possibility that state revenues will be less than anticipated in 2004 and will not 
rebound before 2005 suggests that states are likely to heighten their quest for cost-savings.  
However, they may be able to mitigate any harm to health coverage, at least temporarily, by 
taking advantage of the fiscal relief funds made available to them through the Jobs and Growth 
Tax Relief Reconciliation Act of 2003. In addition to $10 billion in grants states can use for 
broad budgetary relief, the legislation provides another $10 billion in the form of a temporary 
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increase in the federal matching rate for Medicaid — called the Federal Medical Assistance 
Percentage or FMAP — lowering the state’s share of the costs associated with the program.  

 
Before the fiscal relief funds were made available, every dollar states spent on Medicaid 

brought $1 to $3 in federal matching funds into the state.  As a result of the new legislation, until 
June 2004, each dollar of state spending will bring in a greater amount of federal funding.  
Because of the higher federal matching rates, states’ share of Medicaid expenditures will fall, so 
there will be less need for reductions in Medicaid spending.  Moreover, a previously planned 
cutback will save a state less than the amounts estimated before the matching rates changed and 
will lead to a greater loss in federal revenue. Thus, states can take advantage of this opportunity 
to protect health coverage programs by reversing cuts that have already been approved or by 
postponing action on future cuts being contemplated.43   
 

Several states already are using these funds to rescind or forestall health coverage cuts 
that had been planned.  Examples of states that have taken such steps include: 
 

• Ohio. State fiscal relief enabled Ohio to abandon its proposal to cut from 
Medicaid 50,000 working parents with incomes below the federal poverty line.  
Federal aid also was used to maintain five optional services (vision, podiatric, 
dental, psychiatric and chiropractic) for 800,000 adults. Governor Taft signed 
Ohio’s SFY 2004-2005 budget with no cuts to Medicaid eligibility. 

 
• Minnesota. The availability of state fiscal relief funds helped the state avert or 

delay a number of eligibility reductions in Medicaid and its Medicaid expansion 
program, MinnesotaCare.  A reduction in coverage for an estimated 30,000 
childless adults with income between 75 percent and 175 percent of the federal 
poverty line was avoided.  In addition, the state had planned to reduce Medicaid 
eligibility for children from 170 to 150 percent of the federal poverty line on 
October 1, 2003.  These children would have instead become eligible for 
MinnesotaCare which has a more limited benefit package and charges premiums. 
The plan also would have reduced eligibility for pregnant women from 275 
percent to 200 percent of the federal poverty line. These changes had been 
scheduled to go into effect in early 2004 and have been delayed to July 1, 2004.  
Finally, fiscal relief tempered changes in caps on the value of outpatient benefits 
that could be received by childless adults in MinnesotaCare.  The state had 
planned to lower the cap on outpatient benefits from $10,000 to $2,000, but the 
fiscal relief funds enabled the legislature to partially restore the limit to $5,000 per 
year. 

 
• Missouri. Fiscal relief funds helped the state reject a planned reduction in 

Medicaid eligibility for low-income parents by reducing income eligibility from 
77 percent of the federal poverty line to 69 percent, which would have ended 
coverage for 13,000 working parents. (This would have meant a second round of 
cuts to parent coverage.  As discussed earlier, Missouri had already reduced 
eligibility for parents from 100 percent of the federal poverty line to 77 percent.) 

                                                 
43 Leighton Ku, State Fiscal Relief Provides an Opportunity to Safeguard Medicaid Budgets, Center on Budget and 
Policy Priorities, June 2003. 
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The state legislature had earlier passed a version of the state budget including 
such a reduction, but a revised version, passed after fiscal relief funds became 
available, eliminated these cuts. 

 
 
III. Conclusion 
 

In 2002, states’ efforts to protect health coverage for low-income children and parents 
collided with the most precarious state fiscal crisis in decades.  Some states nevertheless 
continued to make progress in expanding and simplifying health programs, but others lost 
ground.  Generally, support for children’s coverage continued, although in some cases eligible 
children found their access to coverage restricted. On the other hand, coverage for parents 
suffered significant setbacks, with some states reducing eligibility deeply.  In addition, a number 
of states rescinded simplified procedures, making it harder for eligible individuals to obtain and 
keep their coverage.  

 
The pressure to reduce overall state spending is likely to persist for some time and will 

lead states to consider a variety of options, including making cuts in children’s health coverage 
programs. Whether these cuts are achieved by rolling back eligibility or by making 
administrative changes that restrict coverage for those who remain eligible, they will have the 
same effect: fewer people will be covered.  Moreover, raising administrative barriers to health 
coverage programs could cause long-term damage to health coverage programs by undermining 
the willingness to participate and by compromising public and political support for the programs.  
 
 
IV. The Survey 
 

This report presents the findings of a survey of eligibility, enrollment and renewal 
procedures, and cost-sharing rules in Medicaid and SCHIP for children and parents in the 50 
states and District of Columbia.  It is part of a series of such surveys conducted by the Center on 
Budget and Policy Priorities for the Kaiser Commission on Medicaid and the Uninsured.  The 
survey findings reflect policies and procedures in effect in the states in April 2003.  The survey 
was conducted through extensive telephone interviews with state program administrators.   
 
Findings are presented for: 
  
 pregnant women and children in 51 Medicaid programs (including Section 1115 waivers 

and SCHIP-funded Medicaid expansions) and children in 35 separate SCHIP programs 
 

 parents in 51 “regular” Medicaid programs and programs that have expanded coverage to 
parents (under Section 1931, waivers, or separate state programs) 

 
Program elements investigated: 
 
 Eligibility Criteria 

 
 Income eligibility for pregnant women, children, and parents  
 Use of asset tests 

21



 Length of “waiting period” (state-required period without insurance before 
child can enroll) in Medicaid (under waivers) and separate SCHIP 
programs 

 Implementation of enrollment freezes  
 

 Application Procedures  
 

 Use of joint Medicaid/SCHIP application form for children; use of single 
family coverage form for children and parents 

 Face-to-face interview requirements at initial application for children and 
parents 

 Use of presumptive eligibility procedures for children and pregnant 
women 

 Selected verification requirements for children (age, income, residency)  
 
 Renewal Procedures  

 
 Length of enrollment periods for children and parents 
 Adoption of 12-month continuous eligibility for children  
 Use of joint Medicaid/SCHIP renewal form for children 
 Face-to-face interview requirements at renewal for children and parents 

 
 Cost-sharing  

 
 Premiums in children’s Medicaid and SCHIP  
 Co-payments for physician visits (non-preventive), emergency room care 

and inpatient hospital stays for children 
 Co-payments for emergency room care and inpatient hospital stays for 

parents 
 Co-payments for prescription drugs for children and parents 

 
 

Key Survey Findings 
 

Despite the need to contend with serious fiscal problems, between January 2002 and 
April 2003, the survey found that health coverage programs for low-income children were 
largely protected from severe cuts, although some states did retract procedural simplifications. 
This represents a shift in momentum from previous years which saw steady movement in the 
direction of greater simplification. While some states proceeded with planned expansions and 
simplifications in their parent coverage programs, the survey revealed that deep cuts in parent 
eligibility occurred in a number of states.   
 

States maintained health coverage income-eligibility expansions for children.  With 
the exception of Tennessee, which restricted eligibility for children under its waiver, no state 
reduced income-eligibility levels for children during 2002.  Two states made modest 
improvements to help facilitate the enrollment of eligible children either by expanding income 
eligibility or by eliminating the requirement that children be uninsured for a period of time 
before they can enroll in SCHIP.  On the other hand, although Nebraska did not change the 
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income-eligibility level for children, the state now uses a new method to calculate income, which 
has disqualified many children.  In addition, due to the unavailability of state funds, two states 
imposed enrollment freezes restricting the ability of some eligible children to obtain benefits. As 
of April 2003: 
 

 Thirty-nine (39) states, including D.C., make health coverage available to children 
in families with income up to 200 percent of the federal poverty line or higher. 

 
• In 2002, Tennessee restricted children’s eligibility so that new applicants 

to the TennCare waiver program cannot have income higher than 100 
percent of the federal poverty line.  (Current enrollees and children 
“rolling over” from regular Medicaid — because they no longer meet 
Medicaid eligibility criteria — can have income up to 200 percent of the 
federal poverty line.) 

 
 Forty-four (44) states, including D.C., disregard assets in determining eligibility 

for children’s health coverage. 
 

 Twenty (20) states, including D.C. — 11 SCHIP-funded Medicaid expansions and 
nine separate SCHIP programs — do not impose a so-called “waiting period” (a 
period of time children are required to be uninsured before they can enroll in 
SCHIP).  Of the 38 states that imposed such waiting periods when they 
implemented SCHIP, 12 have reduced or eliminated them.  

 
• In 2002, Illinois eliminated its waiting period. 

 
 During the timeframe covered by the survey, two states — Montana and Utah — 

froze enrollment for some period of time in their separate SCHIP programs. 
 

Income eligibility expansions for parents took some small steps forward, but also 
suffered significant setbacks. As of April 2003: 
 

 Sixteen (16) states, including D.C., cover parents with income at or above the 
federal poverty line. 

 
• Five states — Connecticut, Missouri, Nebraska, New Jersey and 

Tennessee — significantly reduced eligibility.  Connecticut now limits 
eligibility to parents with income up to the federal poverty line (reduced 
from 150 percent of the federal poverty line) and in Missouri and New 
Jersey parents will no longer qualify for coverage if their income exceeds 
levels well below the federal poverty line  — 77 percent in Missouri and 
35 percent in New Jersey.  Tennessee reduced the income-eligibility limit 
for adults applying for the TennCare waiver program to 100 percent of the 
federal poverty line.  Although Nebraska did not change the income-
eligibility level for parents, the state now uses a new method to calculate 
income which has rendered many parents ineligible. 
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• Two states — Arizona and New York — proceeded with planned parent 
coverage expansions to 200 percent and 150 percent of the federal poverty 
line, respectively. (A third state, California, continued to delay 
implementation of a planned parent expansion, despite having received 
federal approval to move forward.)  

 
• Under a federal waiver, Utah began providing a package of primary care 

benefits for parents who exceed the Medicaid income limit up to 150 
percent of the federal poverty line.  Enrollees are subject to an enrollment 
fee and cost-sharing.   

 
• Pennsylvania and Washington both cover parents not eligible for Medicaid 

up to 200 percent of the federal poverty line in programs that are 
supported solely with state funds.  Both programs offer a limited benefit 
package as compared to Medicaid and also impose cost-sharing 
obligations. During the survey period, Pennsylvania imposed an 
enrollment freeze on its program and 34,700 parents were put on a waiting 
list. This waiting list reached 50,000 by the end of June 2003.  Washington 
also imposed an enrollment freeze for most parents eligible for its 
program. 

 
 Twenty-one (21) states including D.C. disregard assets in determining eligibility 

for parents in Medicaid.   
 

• Alabama and Louisiana dropped the asset test for parents during 2002. 
While this strategy can help some people become eligible, state officials 
generally regard dropping the asset test as a simplification tool that eases 
administrative burdens.  

 
State efforts to maintain or implement additional simplification measures for 

children’s coverage programs were mixed. This represents a shift in momentum from 
previous years which saw steady movement in the direction of greater simplification.  In 
2002, six states added and five states rescinded at least one simplification strategy considered in 
this survey.  While some basic procedures are almost universally in use, the adoption of others 
still lags. As of April 2003: 
 

• Fourteen (14) states guarantee 12 months of continuous eligibility. In 2002, three 
states rescinded the guarantee of 12-months of continuous eligibility, which 
allows eligible children to retain benefits for a full year regardless of fluctuations 
in their family income or other circumstances.  As a result, families in these states 
must now comply with increased reporting and other paperwork requirements to 
keep their eligible children enrolled.  

 
• In 2002, Connecticut, Indiana and Nebraska eliminated 12-month 

continuous eligibility. 
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 The vast majority of states (46 states, including D.C.) do not impose a face-to-
face interview requirement on families applying for Medicaid or separate SCHIP 
programs for their children. 

 
• In 2002, Kentucky added a face-to-face interview at enrollment. 

 
 Of the 35 separate SCHIP programs, 34 allow families to use a single application 

form to apply for Medicaid or SCHIP for their children. 
 

• In 2002, Virginia implemented a joint application form. 
 

 Seven (7) states out of 35 states with separate SCHIP programs have the same 
income-eligibility guidelines for Medicaid for all children under age 19.  Thus, all 
children in a single family qualify for the same program.  

 
• In 2002, Virginia increased eligibility for Medicaid so that all children 

under age 19 with family income at or below 133 percent of the federal 
poverty line qualify.  

 
 Twelve (12) states do not require families to provide verification of their income 

in the form of pay stubs or other documentation (so-called “self-declaration of 
income”); rather, the states use other mechanisms, such as audits of a sample of 
cases or state wage database checks, to verify such information.   

 
• In 2002, Mississippi reinstated the requirement that families submit 

income documentation with a child’s health coverage application. 
 

 Forty-five (45) states do not require families to verify their residency and 47 
states do not require families to verify the age of their child when applying for 
health coverage. 

 
• In 2002, two states — New Jersey and Virginia — lifted requirements 

related to verifying a child’s age, no longer requiring families to produce a 
child’s birth certificate or other verification of age. 

 
 Eight (8) states have adopted presumptive eligibility for children eligible for  

Medicaid programs. Some of these states also have adopted presumptive 
eligibility in their separate SCHIP programs.  Two (2) states have implemented 
the option for their separate SCHIP programs only.  Under presumptive 
eligibility, states can authorize qualified entities such as health care providers, 
schools, certain state agencies and others to temporarily enroll a child who 
appears eligible in Medicaid or SCHIP and the child can receive coverage for 
health services, pending a final eligibility determination.  Presumptive eligibility 
can help ensure children get the health care they need without delay. 

 
• In 2002, two states (California and Missouri) adopted presumptive 

eligibility, and one state (Mississippi) rescinded the option. 
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 Nineteen (19) states out of 35 states with separate SCHIP programs allow families 

to use a joint form to renew children’s coverage in Medicaid and SCHIP. 
 

 Most states (41 states, including D.C.) allow children to renew coverage annually 
and 49 states, including D.C., have no face-to-face interview at renewal. 

 
• In 2002, when Nebraska eliminated 12-month continuous eligibility it 

adopted a requirement that families renew their children’s coverage every 
six months. 

 
• In 2002, Kentucky and New York eliminated the requirement that families 

have a face-to-face interview to renew their children’s coverage. 
 

While some progress has been made with respect to simplifying enrollment and 
renewal procedures for parents, it remains harder for an eligible parent to obtain coverage 
than it is for an eligible child. In addition, it is harder for parents and children to secure 
coverage when they apply as a family unit, than it is for children who apply without other 
family members.  In 2002, eight states adopted simplified enrollment and renewal procedures in 
their parent coverage programs.  As of April 2003: 
 

 Twenty-five (25) states, including D.C., allow parents and children to apply for 
health coverage using a single application.  (In all states, families can apply as one 
unit if they use the combined TANF, Food Stamp and Medicaid application.  The 
applications referred to here are for health coverage only, covering Medicaid and 
SCHIP, and do not require parents to fill out additional forms to obtain coverage 
for themselves.) 

 
• In 2002, Alabama and Tennessee began using family-based applications. 

 
 Thirty-six (36) states, including D.C., no longer require families to have a face-to-

face interview when applying for coverage for a parent, as compared with 46 
states that have dropped this requirement when applying for a child. 

 
• In 2002, Georgia eliminated the face-to-face interview at application for 

parents. 
 

 Thirty-eight (38) states, including D.C., allow parents to renew coverage every 12 
months, as compared to 41 states that allow children to renew every 12 months.  
(In the remaining states, health coverage must be renewed more frequently.) 

 
 Forty-two (42) states, including D.C., have dropped the face-to-face interview 

requirement for parents at renewal time, as compared with 49 states that have 
done so for children.  
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• In 2002, seven states — Alabama, Georgia, Maryland, Nebraska, New 
York, North Carolina and Utah — dropped the face-to-face interview 
requirement at renewal for parents. 

 
In a few states that expanded Medicaid coverage for parents, enrollment or renewal 

procedures for parents covered under “regular” Medicaid are different from the procedures for 
parents covered under the state’s expansion.  Such discrepancies often mean that lower-income 
parents have a more difficult time obtaining and retaining their coverage than do eligible 
moderate-income parents. 
 

States’ rules on premiums and cost-sharing vary.  These policies can affect a child’s 
enrollment in health coverage as well as the ability to retain coverage.  Some states also 
maintain policies that can make it more difficult for a child to re-enter the program if a 
child has lost coverage for having missed a premium payment.  As of April 2003: 
 

 Twenty-eight (28) states impose premiums in their children's health coverage 
programs: Five (5) states impose premiums in children's Medicaid under Section 
1115 waivers; 23 states impose premiums in separate SCHIP programs.  In 
addition to the states that charge premiums, three states — Alabama, Colorado 
and North Carolina — charge families an annual enrollment fee in their separate 
SCHIP programs.   

 
 Seven (7) states impose premiums on families with income below 150 percent of 

the federal poverty line.  Texas charges an annual enrollment fee for children with 
income at this level. 

 
 In states with premiums, the monthly cost for two children in a family with 

income at 151 percent of the federal poverty line ranges between $8 per month 
(California) and $70 per month (Tennessee).  The cost for two children in a 
family with income of 200 percent of the poverty line is between $5 per month 
(Michigan) and $250 per month (Tennessee). 

 
 A number of states impose penalties on families when premium payments are not 

received, making it more difficult for children to re-enter the program after being 
disenrolled.  Some states, such as Indiana and New Jersey, require families to pay 
back premiums before their children can re-enroll.  Other states impose a “lock-
out” period which is a period of time the child is barred from re-entry into the 
program.  For example, Florida’s lock-out period is 60 days; the lock-out period 
in Texas is three months. 

 
 Twenty-two (22) states require a co-payment for at least one of the following 

services for children: physician visits (non-preventive), emergency room care, 
inpatient hospital care and prescription drugs. 

 
In states requiring co-payments for these services, the range of cost is as follows: 

 
 non-preventive physician visits: $3 to $15 
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 emergency room care: $5 to $50 
 

 in-patient hospital care: $5 to $100 (Two states — Arkansas and Utah — require a 
percentage of the Medicaid payment.) 

 
 prescription drugs:  $1 to $20  (may be generic or brand name) 

 
 

Although the Center’s survey did not address changes in outreach activities conducted by 
states, many state officials acknowledged that spending on outreach has been curtailed or 
eliminated.  In addition to cutting funding for media campaigns and other high-profile outreach 
activities, many states have stopped funding grants and application assistance fees for 
community organizations and institutions that have been providing direct enrollment assistance 
to families.  This is likely to adversely affect families’ ability to complete application and 
renewal forms and procedures.  It also is likely to increase the amount of time eligibility workers 
must spend to fully process eligibility determinations. 
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Table 1 
 

State Income Eligibility Guidelines for Children’s Regular Medicaid, Children’s 
SCHIP-funded Medicaid Expansions and Separate SCHIP Programs1 

(Percent of the Federal Poverty Line) 
April 2003 

 
 

 Medicaid 
Infants (0-1)2 

Medicaid 
Children (1-5) 

Medicaid 
Children (6-19) 

Separate State 
Program (SSP)3 

Enrollment 
Freeze 

Implemented4 
      
Alabama         133 133 100 200  
Alaska 200 200 200   
Arizona 140 133 100 200  
Arkansas 200 200 200   
California 200 133 100 250  
Colorado5                   133 133 100 185  
Connecticut 185 185 185 300  
Delaware 200 133 100 200  
District of Columbia 200 200 200   
Florida6 200 133 100 200  
Georgia7 235 133 100 235  
Hawaii 200 200 200   
Idaho 150 150 150   
Illinois7 200 133 133 185  
Indiana 150 150 150 200  
Iowa 200 133 133 200  
Kansas 150 133 100 200  
Kentucky 185 150 150 200  
Louisiana 200 200 200   
Maine7 200 150 150 200  
Maryland 200 200 200 300  
Massachusetts8 200 150 150 200 (400+)  
Michigan 185 150 150 200  
Minnesota 280 275 275   
Mississippi 185 133 100 200  
Missouri 300 300 300   
Montana5                    133 133 100 150 U 
Nebraska 185 185 185   
Nevada5                       133 133 100 200  
New Hampshire 300 185 185 300  
New Jersey7 200 133 133 350  
New Mexico 235 235 235   
New York 200 133 133 250  
North Carolina 185 133 100 200  
North Dakota 133 133 100 140  
Ohio 200 200 200   
Oklahoma 185 185 185   
Oregon                        133 133 100 185  
Pennsylvania5/8               185 133 100 200 (235)  
Rhode Island 250 250 250   
South Carolina 185 150 150   
South Dakota 140 140 140 200  
Tennessee9 185/100 133/100 100/100   
Texas 185 133 100 200  
Utah 133 133 100 200 U 
Vermont10 300 300 300 300  
Virginia                     133 133 133 200  
Washington 200 200 200 250  
West Virginia 150 133 100 200  
Wisconsin 185 185 185   
Wyoming 133 133 100 133  

 
SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured, 2003.  See notes on following page. 

30



Indicates that a state has expanded eligibility in at least one of its children’s health insurance programs between January 2002 and April 2003. 
 
1.  The income eligibility levels noted may refer to gross or net income depending on the state.  "Regular" Medicaid refers to coverage under 
Medicaid eligibility standards for children in place prior to SCHIP; states receive "regular" Medicaid matching payments as opposed to enhanced 
SCHIP matching payments for these children.   
 
2.  To be eligible in the infant category, a child has not yet reached his or her first birthday.  Minnesota covers children under age 2 in the infant 
category.  To be eligible in the 1-5 category, the child is age 1 or older, but has not yet reached his or her sixth birthday.   
        
3.  The states noted use federal SCHIP funds to operate separate child health insurance programs for children not eligible for Medicaid.  Such 
programs may provide benefits similar to Medicaid or they may provide a limited benefit package.  They also may impose premiums or other 
cost-sharing obligations on some or all families with eligible children. 
 
4.  This column indicates whether the state stopped enrolling eligible children at any time between June 2002 and April 2003.  In Montana, 
children are placed on a waiting list for the separate SCHIP program and are enrolled as space becomes available.  In Utah, children may only 
enroll in the separate SCHIP program during an open enrollment period.  In Tennessee, enrollment is closed for some but not all children eligible 
under the state’s waiver. 
 
5.  The states noted (Colorado, Montana, Nevada and Pennsylvania) expanded coverage for 18 year-olds so that all children born after September 
30, 1983 in families with income at or below the federal poverty line now qualify for Medicaid.  This represents the full phase-in of the federal 
expansion for poverty-level children. 
 
6.  Florida operates two SCHIP-funded separate programs.  Healthy Kids covers children ages 5 through 19, as well as some of their younger 
siblings in some locations.  Medi-Kids covers children ages 1 through  4. 
 
7.  Illinois and Maine cover infants in families with income at or below 200 percent of the federal poverty line who are born to mothers enrolled 
in Medicaid.  Illinois covers infants not born to Medicaid enrolled mothers in families with income at or below 133 percent of the federal poverty 
line.  Maine covers infants not born to Medicaid enrolled mothers in families with income at or below 185 percent of the federal poverty line.   
Georgia covers infants in families with income at or below 235 percent of the federal poverty line who are born to mothers enrolled in Medicaid.  
Georgia covers infants not born to Medicaid enrolled mothers in families with income at or below 185 percent of the federal poverty line.  New 
Jersey covers infants in families with income at or below 200 percent of the federal poverty line who are born to mothers enrolled in Medicaid.  
New Jersey covers infants not born to Medicaid enrolled mothers in families with income at or below 185 percent of the federal poverty line.   
 
8.  Massachusetts and Pennsylvania provide state-financed coverage to children with incomes above SCHIP levels. Eligibility is shown in 
parentheses.   
 
9.  In Tennessee, the first number represents the income eligibility guidelines under “regular” Medicaid.  The second number represents the 
income eligibility guideline for new applicants to the TennCare waiver program.  Enrollment is closed to some but not all children covered under 
the state’s waiver. 
 
10.  In Vermont, Medicaid covers uninsured children in families with income at or below 225 percent of the federal poverty line;   uninsured 
children in families with income between 226 and 300 percent of the federal poverty line are covered under a separate SCHIP program.  
Underinsured children are covered under Medicaid up to 300 percent of the federal poverty line.  This expansion of coverage for underinsured 
children was achieved through an amendment to the state’s Medicaid Section 1115 waiver.   
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Table 2 
 

Length of Time a Child is Required to Be Uninsured 
Prior to Enrolling in Children’s Health Coverage* 

April 2003 
 

 At 
Implementation 

April 2003 
 
 

Total Number of States 
with a Waiting Period 

38 31 

   
Alabama1 3 3 
Alaska2 12 12 
Arizona 6 3 
Arkansas2 12 6 
California 3 3 
Colorado 3 3 
Connecticut 6 2 
Delaware 6 6 
District of Columbia None None 
Florida None None 
Georgia 3 3 
Hawaii None None 
Idaho None None 
Illinois 3 None 
Indiana 3 3 
Iowa3 6 6 
Kansas 6 None 
Kentucky4 6 6 
Louisiana 3 None 
Maine 3 3 
Maryland4 6 6 
Massachusetts None None 
Michigan 6 6 
Minnesota2 4 4 
Mississippi 6 None 
Missouri2 6 6 
Montana 3 3 
Nebraska None None 
Nevada 6 6 
New Hampshire 6 6 
New Jersey 12 6 
New Mexico 12 None 
New York None None 
North Carolina 6 None 
North Dakota 6 6 
Ohio None None 
Oklahoma None None 
Oregon 6 6 
Pennsylvania None None 
Rhode Island 4 None 
South Carolina None None 
South Dakota 3 3 
Tennessee None None 
Texas1 3 3 
Utah1 3 3 
Vermont None None 
Virginia 12 6 
Washington 4 4 
West Virginia 6 6 
Wisconsin2 3 3 
Wyoming 1 1 

 
SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured, 2003.  See notes on following page. 
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* The length of time a child is required to be uninsured prior to enrolling in health coverage is sometimes referred to as the waiting period.  For 
states in bold, the waiting period applies to the separate SCHIP program, unless noted otherwise.  States are not permitted to have a waiting 
period in SCHIP-funded Medicaid expansions without a waiver.  For states not in bold, the waiting period applies to SCHIP-funded Medicaid 
expansions.    
 
1. In Alabama, Texas and Utah the waiting period is 90 days. 
 
2. In Alaska, the waiting period only applies to children covered under the SCHIP-funded Medicaid expansion.  In Arkansas, Missouri and 
Wisconsin, the waiting period only applies to children covered under Medicaid Section 1115 expansion programs.  In Minnesota, the waiting 
period only applies to children covered under the Medicaid Section 1115 expansion program in families with income above 150 percent of the 
federal poverty line.   
 
3. In Iowa, the waiting period will be eliminated effective July 1, 2003. 
 
4. In Kentucky and Maryland, the waiting periods noted are used in both the SCHIP-funded Medicaid expansion and the SCHIP-funded separate 
program. 
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Table 3 
 

Income Threshold for Parents Applying for Medicaid1 
(Based on a Family of Three as of April 2003) 

 

 Income threshold for non-working parents Income threshold for working parents 

Enrollment 
Freeze 

Implemented3 
        

State 

Monthly 
Dollar 

Amount 
Annual Dollar 

Amount 
As a percent of 

poverty line 

Monthly 
Dollar 

Amount 
Annual Dollar 

Amount 
As a percent of 

poverty line  
US Median $546 $6,552 43% $903 $10,836 71%  
AL $164 $1,968 13% $254 $3,048 20%  
AK $1,202 $14,424 76% $1,292 $15,504 81%  
AZ* $2,543 $30,520 200% $2,543 $30,520 200%  
AR $204 $2,448 16% $255 $3,060 20%  
CA $1,272 $15,260 100% $1,362 $16,340 107%  
CO $510 $6,120 40% $600 $7,200 47%  
CT $1,272 $15,260 100% $1,362 $16,340 107%  
DE* $1,272 $15,260 100% $1,528 $18,334 120%  
DC $2,543 $30,520 200% $2,543 $30,520 200%  
FL $303 $3,636 24% $806 $9,672 63%  
GA $424 $5,088 33% $756 $9,068 59%  
HI* $1,463 $17,550 100% $1,463 $17,550 100%  
ID $317 $3,804 25% $407 $4,884 32%  
IL $623 $7,476 49% $1,054 $12,648 83%  
IN $288 $3,456 23% $378 $4,536 30%  
IA $426 $5,112 33% $1,065 $12,780 84%  
KS $403 $4,836 32% $493 $5,916 39%  
KY $526 $6,312 41% $909 $10,903 71%  
LA $174 $2,088 14% $264 $3,168 21%  
ME $1,908 $22,890 150% $1,998 $23,970 157%  
MD $434 $5,208 34% $524 $6,288 41%  
MA $1,691 $20,296 133% $1,691 $20,296 133%  
MI $459 $5,508 36% $774 $9,285 61%  
MN* $3,498 $41,976 275% $3,498 $41,976 275%  
MS $368 $4,416 29% $458 $5,496 36%  
MO $980 $11,760 77% $1,070 $12,840 84%  
MT $491 $5,892 39% $855 $10,256 67%  
NE $626 $7,512 49% $726 $8,712 57%  
NV $348 $4,176 27% $1,120 $13,440 88%  
NH $625 $7,500 49% $781 $9,375 61%  
NJ $443 $5,316 35% $533 $6,396 42%  
NM $389 $4,668 31% $903 $10,836 71%  
NY* $1,908 $22,890 150% $1,908 $22,890 150%  
NC $544 $6,528 43% $750 $9,004 59%  
ND $509 $6,108 40% $1,198 $14,376 94%  
OH $1,272 $15,260 100% $1,272 $15,260 100%  
OK $471 $5,652 37% $591 $7,092 46%  
OR* $1,272 $15,260 100% $1,272 $15,260 100%  
PA*/3 $421/$2,543 $5,052/$30,520 33%/200% $842/$2,543 $10,104/$30,520 66%/200% U 
RI* $2,353 $28,231 185% $2,443 $29,311 192%  
SC $625 $7,500 49% $1,250 $15,000 98%  
SD $796 $9,552 63% $796 $9,552 63%  
TN*/3 $1,272 $15,260 100% $1,272 $15,260 100%  
TX $188 $2,256 15% $432 $5,182 34%  
UT*/4 $583/$1,908 $6,996/$22,890 46%/150% $673/$1,908 $8,076/$22,890 53%/150%  
VT* $2,353 $28,231 185% $2,443 $29,311 192%  
VA $309 $3,708 24% $399 $4,788 31%  
WA*/3 $546/$2,543 $6,552/$30,520 43%/200% $1,092/$2,543 $13,104/$30,520 86%/200% U 
WV $253 $3,036 20% $499 $5,992 39%  
WI* $2,353 $28,231 185% $2,353 $28,231 185%  
WY $590 $7,080 46% $790 $9,480 62%  

 
SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured, 2003.  See notes on following page. 
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Notes:  (1) These tables take earnings disregards into account when determining income thresholds for working parents.  In some cases, these 
disregards may be time limited.  States may also use additional disregards in determining eligibility.  (2)  States marked with (*) have expanded 
coverage for parents under waivers using Medicaid and/or SCHIP funds, while Pennsylvania and Washington State have used state funds to 
expand coverage for parents.  The Medicaid eligibility levels precede the state-funded program eligibility levels in Pennsylvania and Washington. 
(3) This column indicates whether the state stopped enrolling eligible parents at any time between June 2002 and April 2003.  Pennsylvania 
stopped enrolling parents in its state-funded program.  Washington stopped enrolling most parents in its state-funded program.  In Tennessee, 
enrollment is closed to some but not all parents eligible under the state’s waiver.  (4)  In Utah, waiver coverage provides a limited benefit package 
with enrollment fees and co-payments and is subject to an enrollment cap.  The state’s Section 1931 guidelines precede the state’s waiver 
guidelines.   
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Table 4 
 

Selected Criteria Related to Health Coverage of Pregnant Women 
April 2003 

 
 Income Eligibility Level 

(Percent of Federal 
Poverty Line) 

No Asset Test Presumptive 
Eligibility 

Total N/A 44 29 
    
Alabama 133 U  
Alaska 200 U  
Arizona 133 U  
Arkansas 200   U 
California1 200 (300) U U 
Colorado 133 U U 
Connecticut 185 U  
Delaware 200 U U 
District of Columbia 200 U U 
Florida 185 U U 
Georgia 235 U U 
Hawaii 185 U  
Idaho 133  U 
Illinois 200 U U 
Indiana 150 U  
Iowa 200  U 
Kansas 150 U  
Kentucky 185 U U 
Louisiana 200 U U 
Maine 200 U U 
Maryland 250 U  
Massachusetts 200 U U 
Michigan 185 U  
Minnesota 275 U  
Mississippi 185 U  
Missouri 185 U U 
Montana 133  U 
Nebraska 185 U U 
Nevada 133   
New Hampshire 185 U U 
New Jersey2 200 U U 
New Mexico 185 U U 
New York 200 U U 
North Carolina 185 U U 
North Dakota 133 U  
Ohio 150 U  
Oklahoma 185 U U 
Oregon 185 U  
Pennsylvania 185 U U 
Rhode Island3 250 (350) U  
South Carolina 185 U  
South Dakota 133   
Tennessee 185 U U 
Texas 185 U U 
Utah 133  U 
Vermont 200 U  
Virginia 133 U  
Washington 185 U  
West Virginia 150 U  
Wisconsin 185 U U 
Wyoming 133 U U 
    

 
SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured, 2003.  See notes on following page. 
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1.  In California, a state-funded program is available to pregnant women with income between 201 and 300 percent of the federal poverty line.  
 
2.  In New Jersey, the “regular” Medicaid income eligibility level for pregnant women is 185 percent of the federal poverty line.  Expanded 
coverage for women with income between 186 and 200 percent of the federal poverty line is provided under a Medicaid Section 1115 waiver.  
Under the expanded waiver coverage, pregnant women must be uninsured and no income deductions are allowed. 
 
3.  In Rhode Island, the Medicaid income eligibility level for pregnant women is 250 percent of the federal poverty line.  There is also a state-
funded program for women with income between 251 and 350 percent of the federal poverty line.  The state-funded coverage requires that 
pregnant women pay the full cost of the premium. 
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Table 5 
 

Selected Simplified Enrollment Procedures in Children’s Regular Medicaid,  
Children’s SCHIP-funded Medicaid Expansions and Separate SCHIP Programs1 

April 2003 
 

  
 
Program 

Joint 
application 

No Face-to-
Face Interview 

No Asset Test Presumptive 
eligibility2 

Total Medicaid (51)* N/A 46 45 8 
 SCHIP (35) ** N/A 33 34 4 
 Aligned Medicaid and 

Separate SCHIP *** 
34 46 44 5 

      
Medicaid for Children  U  Alabama3 
Separate SCHIP U 

U U  
Alaska Medicaid for Children N/A U U  

Medicaid for Children U U  Arizona4 
Separate SCHIP U 

U U  
Arkansas Medicaid for Children N/A U U  

Medicaid for Children U U U California2                   
Separate SCHIP U 

U U  
Medicaid for Children U   Colorado 
Separate SCHIP U 

U U  
Medicaid for Children U U U Connecticut 
Separate SCHIP U 

U U  
Medicaid for Children U U  Delaware 
Separate SCHIP U 

U U  
District of Columbia Medicaid for Children N/A U U  

Medicaid for Children U U  Florida2 
Separate SCHIP U 

U U  
Medicaid for Children U U  Georgia 
Separate SCHIP U 

U U  
Hawaii Medicaid for Children N/A U U  
Idaho Medicaid for Children N/A U   

Medicaid for Children U U  Illinois 
Separate SCHIP U 

U U  
Medicaid for Children U U  Indiana5 
Separate SCHIP U 

U U  
Medicaid for Children U U  Iowa 
Separate SCHIP U 

U U  
Medicaid for Children U U  Kansas                      

 Separate SCHIP U 
U U  

Medicaid for Children  U  Kentucky                    
 Separate SCHIP U  U  

Louisiana Medicaid for Children N/A U U  
Medicaid for Children U U  Maine 
Separate SCHIP U 

U U  
Medicaid for Children U U  Maryland 
Separate SCHIP U 

U U  
Medicaid for Children U U U Massachusetts 
Separate SCHIP U 

U U U 
Medicaid for Children U U  Michigan 
Separate SCHIP U 

U U U 
Minnesota Medicaid for Children N/A U U  

Medicaid for Children U U  Mississippi                  
Separate SCHIP U U U  

Missouri6                                 Medicaid for Children N/A U U U 
Medicaid for Children U   Montana 
Separate SCHIP U 

U U  
Nebraska Medicaid for Children N/A U U U 

Medicaid for Children U   Nevada 
Separate SCHIP U 

U U  
Medicaid for Children U U U New Hampshire 
Separate SCHIP U 

U U  
Medicaid for Children U U U New Jersey 
Separate SCHIP U 

U U U 
New Mexico Medicaid for Children N/A U U U 
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Program 

Joint 
application 

No Face-to-
Face Interview 

No Asset Test Presumptive 
eligibility2 

Medicaid for Children  U  New York2/7 
Separate SCHIP 

U 
U U U 

Medicaid for Children U U  North Carolina 
Separate SCHIP U 

U U  
Medicaid for Children U U  North Dakota 
Separate SCHIP U 

U U  
Ohio Medicaid for Children N/A U U  
Oklahoma Medicaid for Children N/A U U  

Medicaid for Children U U  Oregon 
Separate SCHIP U 

U   
Medicaid for Children U U  Pennsylvania8 
Separate SCHIP U 

U U  
Rhode Island Medicaid for Children N/A U U  
South Carolina Medicaid for Children N/A U U  

Medicaid for Children U U  South Dakota 
Separate SCHIP U 

U U  
Tennessee9 Medicaid for Children N/A  U  

Medicaid for Children U   Texas 
Separate SCHIP U 

U U  
Medicaid for Children    Utah10 
Separate SCHIP  

 U  
Medicaid for Children U U  Vermont 
Separate SCHIP U 

U U  
Medicaid for Children U U  Virginia                      

 Separate SCHIP U U U  
Medicaid for Children U U  Washington 
Separate SCHIP U 

U U  
Medicaid for Children U U  West Virginia 
Separate SCHIP U 

U U  
Wisconsin Medicaid for Children N/A U U  

Medicaid for Children U U  Wyoming 
Separate SCHIP U 

U U  
 
SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured, 2003.   

Indicates that a state has simplified one or more of its procedures between January 2002 and April 2003. 
Indicates that a state has rescinded one or more simplified procedures between January 2002 and April 2003. 

 
*   “Total Medicaid” indicates the number of states that have adopted a particular enrollment simplification strategy for their children’s Medicaid 
program.  All 50 states and the District of Columbia operate such programs. 
 
**   “Total SCHIP” indicates number of states that have adopted a particular enrollment simplification strategy for their SCHIP-funded separate 
program.  Thirty-five states operate such programs.  The remaining 15 states and the District of Columbia used their SCHIP funds to expand 
Medicaid, exclusively. 
 
*** “Aligned Medicaid and Separate SCHIP” indicates the number of states that have adopted a particular enrollment simplification strategy and 
have applied the procedure to both their children’s Medicaid program and their SCHIP-funded separate program.  States that have used SCHIP 
funds to expand Medicaid exclusively are considered “aligned” if the simplified procedure applies to children in the “regular” Medicaid program 
and the SCHIP-funded expansion program. 
 
1.  "Regular" Medicaid refers to coverage under Medicaid eligibility standards for children in place prior to SCHIP; states receive "regular" 
Medicaid matching payments as opposed to enhanced SCHIP matching payments for these children. 
 
2.  Under federal law, states may implement presumptive eligibility procedures in Medicaid and SCHIP.  Florida and New York (Medicaid) have 
adopted presumptive eligibility, but have yet to implement procedures.   The New York SCHIP program has a presumptive-like process in which 
health plans can provide coverage for a temporary period while the family submits necessary documentation.  California plans to implement 
presumptive eligibility in SCHIP in July 2003. 
 
3.  Alabama requires an interview for families applying for Medicaid for their children, however the interview is usually done by telephone.   
 
4.  In Arizona, families that apply for Medicaid for their children using the SCHIP paper or electronic application do not have to have a face-to-
face interview. 
 
5.  In Indiana, there is no face-to-face interview requirement, however a telephone interview is required of all families. 
 
6.  Missouri has eliminated the asset test for children’s “regular” Medicaid.  Children in the Medicaid expansion group are subject to a “net 
worth” test of $250,000. 
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7.  In New York, a contact with a community-based “facilitated enroller” will meet the face-to-face interview requirement. 
 
8.  Pennsylvania uses Medicaid and SCHIP applications that solicit “common data elements” in collecting information for Medicaid and SCHIP, 
thus making Medicaid and SCHIP applications interchangeable.   
 
9.  Tennessee requires an interview for families applying for Medicaid for their children, however the interview can be done by telephone. 
 
10. In Utah, an interview is required for Medicaid and SCHIP, though families are permitted to do the interview by phone.   Utah still counts 
assets in determining Medicaid eligibility for children over the age of 6.   Families that use the SCHIP application, but are found to be eligible for 
Medicaid, must complete an addendum on asset information before eligibility can be determined. 
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Table 6 
 

Selected Verification Procedures:  Families are Not Required to Provide Verification of 
Income, Residency or Age in Children’s Regular Medicaid, Children’s SCHIP-funded 

Medicaid Expansions and Separate SCHIP Programs1 
April 2003 

 
  

Program 
 

Income2 
 

Residency 
 

Age  
Total Medicaid (51)* 12 45 47 
 SCHIP (35) ** 11 32 33 
 Aligned Medicaid and 

Separate SCHIP *** 
12 45 47 

     
Medicaid for Children  U U Alabama 
Separate SCHIP U U U 

Alaska Medicaid for Children  U U 
Medicaid for Children  U U Arizona 
Separate SCHIP U U U 

Arkansas Medicaid for Children U U  
Medicaid for Children  U U California3 
Separate SCHIP  U U 
Medicaid for Children  U U Colorado 
Separate SCHIP  U U 
Medicaid for Children U U U Connecticut 
Separate SCHIP U U U 
Medicaid for Children  U U Delaware 
Separate SCHIP  U U 

District of Columbia Medicaid for Children   U 
Medicaid for Children U U U Florida 
Separate SCHIP U U U 
Medicaid for Children U U U Georgia 
Separate SCHIP U U U 

Hawaii4 Medicaid for Children  U U 
Idaho Medicaid for Children U U U 

Medicaid for Children  U U Illinois 
Separate SCHIP  U U 
Medicaid for Children  U U Indiana 
Separate SCHIP  U U 
Medicaid for Children  U U Iowa 
Separate SCHIP  U U 
Medicaid for Children  U U Kansas 
Separate SCHIP  U U 
Medicaid for Children  U U Kentucky 
Separate SCHIP  U U 

Louisiana Medicaid for Children  U U 
Medicaid for Children  U U Maine 
Separate SCHIP  U U 
Medicaid for Children U U U Maryland 
Separate SCHIP U U U 
Medicaid for Children  U U Massachusetts 
Separate SCHIP  U U 
Medicaid for Children U U U Michigan 
Separate SCHIP U U U 

Minnesota Medicaid for Children  U U 
Medicaid for Children  U U Mississippi                     
Separate SCHIP  U U 

Missouri Medicaid for Children  U U 
Medicaid for Children  U U Montana3 
Separate SCHIP U U U 

Nebraska Medicaid for Children  U U 
Medicaid for Children   U Nevada 
Separate SCHIP  U U 
Medicaid for Children    New Hampshire 
Separate SCHIP    
Medicaid for Children  U U New Jersey                    

 Separate SCHIP  U U 
New Mexico Medicaid for Children  U  
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Program 

 
Income2 

 
Residency 

 
Age  

Medicaid for Children    New York 
Separate SCHIP    
Medicaid for Children  U U North Carolina 
Separate SCHIP  U U 
Medicaid for Children  U U North Dakota 
Separate SCHIP  U U 

Ohio Medicaid for Children  U U 
Oklahoma Medicaid for Children U U U 

Medicaid for Children   U Oregon 
Separate SCHIP   U 
Medicaid for Children  U U Pennsylvania 
Separate SCHIP  U U 

Rhode Island Medicaid for Children  U U 
South Carolina Medicaid for Children  U U 

Medicaid for Children  U U South Dakota 
Separate SCHIP  U U 

Tennessee Medicaid for Children   U 
Medicaid for Children  U U Texas 
Separate SCHIP  U U 
Medicaid for Children  U U Utah 
Separate SCHIP  U U 
Medicaid for Children U U U Vermont 
Separate SCHIP U U U 
Medicaid for Children  U U Virginia                          

 Separate SCHIP  U U 
Medicaid for Children U U U Washington5 
Separate SCHIP U U U 
Medicaid for Children  U U West Virginia 
Separate SCHIP  U U 

Wisconsin Medicaid for Children U U U 
Medicaid for Children U U U Wyoming 
Separate SCHIP U U U 

 

SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured, 2003.   
 

Indicates that a state has eliminated a verification requirement between January 2002 and April 2003. 
Indicates that a state has instituted a verification requirement between January 2002 and April 2003. 

*   “Total Medicaid” indicates the number of states that have adopted a particular verification simplification strategy for their children’s Medicaid 
program.  All 50 states and the District of Columbia operate such programs. 
 

**   “Total SCHIP” indicates number of states that have adopted a particular verification simplification strategy for their SCHIP-funded separate 
program.  Thirty-five states operate such programs.  The remaining 15 states and the District of Columbia used their SCHIP funds to expand 
Medicaid, exclusively. 
 

*** “Aligned Medicaid and Separate SCHIP” indicates the number of states that have adopted a particular verification simplification strategy and 
have applied the procedure to both their children’s Medicaid program and their SCHIP-funded separate program.  States that have used SCHIP 
funds to expand Medicaid exclusively are considered “aligned” if the simplified procedure applies to children in the “regular” Medicaid program 
and the SCHIP-funded expansion program. 
 

1.  "Regular" Medicaid refers to coverage under Medicaid eligibility standards for children in place prior to SCHIP; states receive "regular" 
Medicaid matching payments as opposed to enhanced SCHIP matching payments for these children. 
 

2.  While families do not have to provide verification of income in the states noted, such states generally verify this information by accessing data 
from other government agencies, such as the Social Security Administration and state Departments of Labor. 
 

3.  In California, families must submit birth certificates for children applying for SCHIP.  In Montana, families must submit birth certificates or 
other proof of citizenship for children applying for Medicaid.  In both states, birth certificates are used to verify citizenship. 
 

4.  In Hawaii, the state is using a “delayed verification” process.  Under this policy, eligibility will be determined without verification of income, 
however families are required to submit income verification following an eligibility determination.   
 
5.  As of April 2003, the children’s application did not request verification of income from families, though this will change in the near future.   
Until this change is made, income verification will be requested only when this information can not be verified using other sources, such as 
employment security  or Food Stamp Program records.   
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Table 7 
 

Selected Simplified Renewal Procedures in Children’s Regular Medicaid, Children’s 
SCHIP-funded Medicaid Expansions and Separate SCHIP Programs1 

April 2003 
 

  
 
Program 

 
Frequency┼ 

(months) 

12-Month 
Continuous 
Eligibility 

No Face-to-
Face 

Interview 

Joint 
Renewal 

Form 
Total Medicaid (51)* 42 15 49 N/A 
 SCHIP (35) ** 33 21 35 N/A 
 Aligned Medicaid and 

Separate SCHIP *** 
41 14 49 19 

      
Medicaid for Children 12 U U Alabama2 
Separate SCHIP 12 U U  

Alaska Medicaid for Children 6  U N/A 
Medicaid for Children 12   Arizona3 
Separate SCHIP 12 U U 

 
 

Arkansas4 Medicaid for Children 12  U N/A 
Medicaid for Children 12 U U California 
Separate SCHIP 12 U U  

Medicaid for Children 12  U Colorado 
Separate SCHIP 12 U U  

Medicaid for Children 12  U Connecticut                   
 Separate SCHIP 12  U  

Medicaid for Children 12  U Delaware 
Separate SCHIP 12 U U U 

District of Columbia Medicaid for Children 12  U N/A 
Medicaid for Children 6/12 U (under age 5) U Florida5 
Separate SCHIP 6  U  

Medicaid for Children 6  U Georgia6 
Separate SCHIP 12  U U 

Hawaii Medicaid for Children 12  U N/A 
Idaho Medicaid for Children 12 U U N/A 

Medicaid for Children 12 U U Illinois 
Separate SCHIP 12 U U  

Medicaid for Children 12  U Indiana                          
 Separate SCHIP 12  U U 

Medicaid for Children 12  U Iowa 
Separate SCHIP 12 U U  

Medicaid for Children 12 U U Kansas 
Separate SCHIP 12 U U U 

Medicaid for Children 12  U Kentucky                      
 Separate SCHIP 12  U U 

Louisiana Medicaid for Children 12 U U N/A 
Medicaid for Children 12 U U Maine 
Separate SCHIP 12 U U U 

Medicaid for Children 12  U Maryland 
Separate SCHIP 12  U U 

Medicaid for Children 12  U Massachusetts 
Separate SCHIP 12  U U 

Medicaid for Children 12  U Michigan 
Separate SCHIP 12 U U  

Minnesota4 Medicaid for Children 6  U N/A 
Medicaid for Children 12 U U Mississippi 
Separate SCHIP 12 U U U 

Missouri Medicaid for Children 12  U N/A 
Medicaid for Children 12  U Montana7 
Separate SCHIP 12 U U  

Nebraska                        Medicaid for Children 6  U N/A 
Medicaid for Children 12  U Nevada 
Separate SCHIP 12 U U  

Medicaid for Children 12  U New Hampshire 
Separate SCHIP 12  U U 

Medicaid for Children 12  U New Jersey8 
Separate SCHIP 12  U U 

New Mexico9 Medicaid for Children 12 U U N/A 
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Program 

 
Frequency┼ 

(months) 

12-Month 
Continuous 
Eligibility 

No Face-to-
Face 

Interview 

Joint 
Renewal 

Form 
Medicaid for Children 12 U U New York                      
Separate SCHIP 12  U 

 

Medicaid for Children 12 U U North Carolina 
Separate SCHIP 12 U U U 

Medicaid for Children 1  U North Dakota10 
Separate SCHIP 12 U U  

Ohio Medicaid for Children 12  U N/A 
Oklahoma Medicaid for Children 6  U N/A 

Medicaid for Children 12  U Oregon 
Separate SCHIP 6  U U 

Medicaid for Children 12  U Pennsylvania 
Separate SCHIP 12 U U  

Rhode Island Medicaid for Children 12  U N/A 
South Carolina Medicaid for Children 12 U U N/A 

Medicaid for Children 12  U South Dakota 
Separate SCHIP 12  U U 

Tennessee4/11 Medicaid for Children 6   N/A 
Medicaid for Children 6  U Texas 
Separate SCHIP 12 U U  

Medicaid for Children 12  U Utah 
Separate SCHIP 12 U U  

Medicaid for Children 12  U Vermont 
Separate SCHIP 12  U U 

Medicaid for Children 12  U Virginia12 

 Separate SCHIP 12  U U 

Medicaid for Children 12 U U Washington13 
Separate SCHIP 12 U U U 

Medicaid for Children 12 U U West Virginia 
Separate SCHIP 12 U U U 

Wisconsin Medicaid for Children 12  U N/A 
Medicaid for Children 12 U U Wyoming 
Separate SCHIP 12 U U U 

 
SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured, 2003.   

Indicates that a state has simplified one or more of its procedures between January 2002 and April 2003. 
Indicates that a state has rescinded one or more simplified procedures between January 2002 and April 2003. 

 
*   “Total Medicaid” indicates the number of states that have adopted a particular renewal  simplification strategy for their children’s Medicaid 
program.  All 50 states and the District of Columbia operate such programs. 
 
**   “Total SCHIP” indicates number of states that have adopted a particular renewal  simplification strategy for their SCHIP-funded separate 
program.  Thirty-five states operate such programs.  The remaining 15 states and the District of Columbia used their SCHIP funds to expand 
Medicaid, exclusively. 
 
*** “Aligned Medicaid and Separate SCHIP” indicates the number of states that have adopted a particular renewal simplification strategy and 
have applied the procedure to both their children’s Medicaid program and their SCHIP-funded separate program.  States that have used SCHIP 
funds to expand Medicaid exclusively are considered “aligned” if the simplified procedure applies to children in the “regular” Medicaid program 
and the SCHIP-funded expansion program. 
 
┼  If the frequency of renewal is every 12 months, as opposed to six months or more frequently, the procedure is considered “simplified” for the 
purposes of this table. 
 
1.  "Regular" Medicaid refers to coverage under Medicaid eligibility standards for children in place prior to SCHIP; states receive "regular" 
Medicaid matching payments as opposed to enhanced SCHIP matching payments for these children. 
 
2.   In Alabama, different renewal forms will be used in SCHIP and Medicaid, effective May 2003. 
 
3.   In Arizona, there is a Medicaid interview requirement, however it can be done by telephone.  Twelve-month continuous eligibility only 
applies to the first 12 months of coverage in SCHIP. 
 
4.  In Arkansas, Minnesota and Tennessee, renewal procedures differ for families with children enrolled in Medicaid, depending on whether they 
are eligible under “regular” Medicaid or under expansions pursuant to Medicaid Section 1115 waivers or SCHIP-funded Medicaid expansions.  In 
Minnesota and Tennessee, children who qualify under waiver programs can renew eligibility every 12 months, as opposed to every 6 months 
under “regular” Medicaid.  In Arkansas, children who qualify under expansion rules receive 12 months of continuous eligibility, as opposed to a 
12-month renewal period in “regular” Medicaid.     
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5.  In Florida, the Medicaid eligibility period depends on the age of the child and the route they use to enroll in the program.  All children who 
enroll through a local office receive a 12-month renewal period.  Regardless of how they enter the program, all children in Medicaid under age 5 
receive 12 months of continuous eligibility and all children 5 and older in Medicaid receive 6 months of continuous eligibility.  Children who 
enter the program by mailing a simplified KidCare application to the central location receive 6 months of eligibility if they are age 5 or older and 
12 months of eligibility if they are under age 5.  
  
6.  In Georgia, all families that apply for coverage using the joint Medicaid/SCHIP application receive the same renewal form.  Families that 
apply at the Medicaid office for Medicaid only receive a form used to renew eligibility for TANF, Medicaid and food stamps. 
 
7.  In Montana, the continuous eligibility period begins when a child is determined eligible.  Since an enrollment freeze has been implemented, 
children spend some time on a waiting list after they have been determined eligible, thus they may not get a full 12 months of continuous 
coverage. 
 
8.  In New Jersey, families of children who receive Medicaid and SCHIP can renew coverage using a joint renewal form issued by the central 
SCHIP office.  However, families that receive other benefits, such as TANF and food stamps, must renew their children’s Medicaid coverage 
through their county Medicaid office.   
 
9.  In New Mexico, families receive a notice instructing them to call to receive a renewal form. 
 
10.  In North Dakota, families with children enrolled in Medicaid must report their income monthly.  A full review of eligibility is done annually. 
 
11.  In Tennessee, there is a Medicaid interview requirement, however it can be done by telephone. 
 
12.  In Virginia, families of children enrolled in SCHIP get a renewal form that is pre-printed with some of the information provided at initial 
application.  Families of children enrolled in Medicaid receive the same form but it is not pre-printed. 
 
13.  Effective July 2003, Washington State eliminated 12-month continuous eligibility for children in Medicaid and SCHIP.  Instead, families will 
have to reestablish their children’s eligibility every 6 months, as well as report any changes that occur in the interim.   
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Table 8 

Selected Simplified Enrollment Procedures in  
Medicaid for Parents and Children’s Health Coverage Programs 

April 2003 
 

  
 

Program 

Family 
Application┼ 

No Face-to-Face 
Interview 

No Asset Test 

Total Aligned Medicaid for Children 
and Separate SCHIP * 

46 44 

 Total Medicaid for Parents (51)** 
25 

36 21 
     

Medicaid for Children   U 
Separate SCHIP U U 

Alabama1                            

 Medicaid for Parents 
U 

 U 
Medicaid for Children U U Alaska 
Medicaid for Parents  

  
Medicaid for Children U U 
Separate SCHIP U U 
Medicaid for Parents U U 

Arizona2 

Expanded Medicaid for Parents 

U 

U U 
Medicaid for Children U U Arkansas3 
Medicaid for Parents    
Medicaid for Children U U 
Separate SCHIP U U 
Medicaid for Parents U  

California4 

Expanded Medicaid for Parents 

 

U  
Medicaid for Children U  
Separate SCHIP U U 

Colorado 

Medicaid for Parents 
U 

U  
Medicaid for Children U U 
Separate SCHIP U U 
Medicaid for Parents U U 

Connecticut 

Expanded Medicaid for Parents 

U 

U U 
Medicaid for Children U U 
Separate SCHIP U U 
Medicaid for Parents U U 

Delaware 

Expanded Medicaid for Parents 

U 

U U 
Medicaid for Children U U 
Medicaid for Parents U U 

District of Columbia 

Expanded Medicaid for Parents 
U 

U U 
Medicaid for Children U U 
Separate SCHIP U U 

Florida 

Medicaid for Parents 
 

  
Medicaid for Children U U 
Separate SCHIP U U 

Georgia4 

 

 Medicaid for Parents 
 

U  
Medicaid for Children U U 
Medicaid for Parents U  

Hawaii4 

Expanded Medicaid for Parents 
 

U  
Medicaid for Children U  Idaho4 
Medicaid for Parents  

U  
Medicaid for Children U U 
Separate SCHIP U U 

Illinois4 

Medicaid for Parents 
 

U U 
Medicaid for Children U U 
Separate SCHIP U U 

Indiana5 

Medicaid for Parents 
 

  
Medicaid for Children U U 
Separate SCHIP U U 

Iowa4 

Medicaid for Parents 
 

  
Medicaid for Children U U 
Separate SCHIP U U 

Kansas 

Medicaid for Parents 
U 

U U 
Medicaid for Children  U 
Separate SCHIP  U 

Kentucky 

Medicaid for Parents 
U 

  
Medicaid for Children U U Louisiana3 

 Medicaid for Parents  
U U 
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Program 

Family 
Application┼ 

No Face-to-Face 
Interview 

No Asset Test 

Medicaid for Children U U 
Separate SCHIP U U 
Medicaid for Parents U  

Maine 

Expanded Medicaid for Parents 

U 

U  
Medicaid for Children U U 
Separate SCHIP U U 

Maryland 

Medicaid for Parents 
 

  
Medicaid for Children U U 
Separate SCHIP U U 
Medicaid for Parents U U 

Massachusetts 

Expanded Medicaid for Parents 

U 

U U 
Medicaid for Children U U 
Separate SCHIP U U 

Michigan 

Medicaid for Parents 
 

U  
Medicaid for Children U U 
Medicaid for Parents U  

Minnesota 

Expanded Medicaid for Parents 
U 

U  
Medicaid for Children U U 
Separate SCHIP U U 

Mississippi4 

Medicaid for Parents 
 

U U 
Medicaid for Children U U Missouri6 
Medicaid for Parents U 

U U 
Medicaid for Children U  
Separate SCHIP U U 

Montana 

Medicaid for Parents 
 

U  
Medicaid for Children U U Nebraska 
Medicaid for Parents    
Medicaid for Children U  
Separate SCHIP U U 

Nevada 

Medicaid for Parents 
 

U  
Medicaid for Children U U 
Separate SCHIP U U 

New Hampshire 

Medicaid for Parents 
 

  
Medicaid for Children U U 
Separate SCHIP U U 
Medicaid for Parents U U 

New Jersey7 

Expanded Medicaid for Parents 

U 

N/A N/A 
Medicaid for Children U U New Mexico 
Medicaid for Parents U 

U U 
Medicaid for Children  U 
Separate SCHIP U U 
Medicaid for Parents   

New York8 

Expanded Medicaid for Parents 

U 

 U 
Medicaid for Children U U 
Separate SCHIP U U 

North Carolina4 

Medicaid for Parents 
 

U  
Medicaid for Children U U 
Separate SCHIP U U 

North Dakota 

Medicaid for Parents 
U 

U U 
Medicaid for Children U U 
Medicaid for Parents U U 

Ohio 

Expanded Medicaid for Parents 
U 

U U 
Medicaid for Children U U Oklahoma4 
Medicaid for Parents  

U U 
Medicaid for Children U U 
Separate SCHIP U  
Medicaid for Parents U  

Oregon 

Expanded Medicaid for Parents 

U 

U  
Medicaid for Children U U 
Separate SCHIP U U 
Medicaid for Parents U U 

Pennsylvania9/12 

Expanded Coverage for Parents 

U 

U U 
Medicaid for Children U U 
Medicaid for Parents U U 

Rhode Island 

Expanded Medicaid for Parents 
U 

U U 
Medicaid for Children U U South Carolina4 
Medicaid for Parents  

U U 
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Program 

Family 
Application┼ 

No Face-to-Face 
Interview 

No Asset Test 

Medicaid for Children U U 
Separate SCHIP U U 

South Dakota 

Medicaid for Parents 
U 

U  
Medicaid for Children  U 
Medicaid for Parents   

Tennessee                 

 Expanded Medicaid for Parents 
U 

 U 
Medicaid for Children U  
Separate SCHIP U U 

Texas 

Medicaid for Parents 
 

  
Medicaid for Children   
Separate SCHIP  U 
Medicaid for Parents   

Utah10 

Expanded Medicaid for Parents 

 

U U 
Medicaid for Children U U 
Separate SCHIP U U 
Medicaid for Parents U  

Vermont11 

Expanded Medicaid for Parents 

U 

U U 
Medicaid for Children U U 
Separate SCHIP U U 

Virginia 

Medicaid for Parents 
 

U  
Medicaid for Children U U 
Separate SCHIP U U 
Medicaid for Parents U  

Washington12 

Expanded Coverage for Parents 

 

U U 
Medicaid for Children U U 
Separate SCHIP U U 

West Virginia 

Medicaid for Parents 
 

  
Medicaid for Children U U 
Medicaid for Parents U U 

Wisconsin 

Expanded Medicaid for Parents 
U 

U U 
Medicaid for Children U U 
Separate SCHIP U U 

Wyoming 

Medicaid for Parents 
U 

U U 
 
SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured, 2003.   

Indicates that a state has simplified one or more of its procedures for parents between January 2002 and April 2003. 
Indicates that a state has rescinded one or more simplified procedures for parents between January 2002 and April 2003. 

 
* “Aligned Medicaid for Children and Separate SCHIP” indicates the number of states that have adopted a particular enrollment simplification 
strategy and have applied the procedure to both their children’s Medicaid and their SCHIP-funded separate program.  States that have used 
SCHIP funds to expand Medicaid exclusively, are considered “aligned” if the simplified procedure applies to children in the “regular” Medicaid 
program and the SCHIP-funded Medicaid expansion program.  "Regular" Medicaid refers to coverage under Medicaid eligibility standards for 
children in place prior to SCHIP; states receive "regular" Medicaid matching payments as opposed to enhanced SCHIP matching payments for 
these children. 
 
**  “Total Medicaid for Parents” indicates the number of states that have adopted a particular enrollment simplification strategy and have applied 
the procedure to both pre-expansion Medicaid for parents and expanded coverage for parents, if the state has expanded coverage for parents.  All 
50 states and the District of Columbia operate a Medicaid program for parents.  Sixteen states have expanded coverage for parents. 
 
┼  This column indicates whether a single application can be used to apply for coverage for children and parents.  In states with “family” 
applications, parents are not required to complete additional forms to obtain coverage for themselves. 
 
1.  Alabama requires that families applying for Medicaid complete an interview, however the interview is usually done by phone. 
 
2.  In Arizona, families who apply for Medicaid using the SCHIP paper or electronic application do not have to do a face-to-face interview. 
 
3.  The joint Medicaid/SCHIP applications in Arkansas and Louisiana have a place for parents to indicate they are interested in health coverage 
for themselves.  In both of these states, parents are required to complete a separate Medicaid application. 
 
4.  In California, Georgia, Hawaii, Idaho, Illinois, Iowa, Mississippi, North Carolina, Oklahoma and South Carolina the same application can be 
used to apply for coverage for children and parents.  However, parents must complete additional forms or take additional steps (such as to provide 
information on assets for absent parents) prior to an eligibility determination for themselves.  In Illinois, the additional form will only be required 
until a revised application is released. 
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5.  In Indiana, there is no face-to-face interview requirement for children, however a telephone interview is required.  A face-to-face interview is 
required of parents, though a telephone interview will meet this requirement. 
 
6.  Missouri has eliminated the asset test for children’s “regular” Medicaid.  Children in the Medicaid expansion group are subject to a “net 
worth” test of $250,000. 
 
7.  New Jersey is no longer enrolling parents in its expanded Medicaid/SCHIP program, NJ Family Care, unless their incomes are below the 
state’s income limit for welfare benefits.  Parents already enrolled in the expanded NJ Family Care program may remain covered. 
 
8.  In New York families may apply for health coverage for their children using one of two possible applications, one of which can also be used 
for apply for parents.  A contact with a community-based “facilitated enroller” will meet the Medicaid face-to-face interview requirement.   
 
9.  Pennsylvania uses Medicaid and SCHIP applications that solicit “common data elements” in collecting information for Medicaid and SCHIP, 
thus making Medicaid and SCHIP applications interchangeable.   
  
10.  In Utah, an interview is required for Medicaid and SCHIP, though families are permitted to do the interview by phone.   Utah counts assets in 
determining Medicaid eligibility for children over the age of 6.   Families that use the SCHIP application, but are found to be Medicaid-eligible, 
must complete a Medicaid addendum to provide asset information.  Parents covered under expansion coverage are required to participate in a 
program orientation. 
 
11.   In Vermont, families may apply for health coverage for their children using one of two possible applications, one of which can also be used 
to apply for parents.   
 
12.  In Pennsylvania and Washington, expanded coverage for parents is state-funded. 
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Table 9 
 

Selected Simplified Renewal Procedures in Medicaid  
for Parents and Children’s Health Coverage Programs 

April 2003 
  

  
 

Program 

Frequency┼ 
(months) 

No Face-to-Face Interview 

Total Aligned Medicaid for Children 
and Separate SCHIP * 

41 49 

 Total Medicaid for Parents (51)** 38 42 
    

Medicaid for Children 12 U 
Separate SCHIP 12 U 

Alabama 
 

 Medicaid for Parents 12 U 
Medicaid for Children 6  U Alaska 
Medicaid for Parents 6 U 
Medicaid for Children 12  
Separate SCHIP 12 U 

Arizona1 

Medicaid for Parents 12  
Medicaid for Children 12 U Arkansas 
Medicaid for Parents 12  U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 
Medicaid for Parents 12 U 

California 

Expanded Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

Colorado 

Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 
Medicaid for Parents 12 U 

Connecticut 

Expanded Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 
Medicaid for Parents 12 U 

Delaware 

Expanded Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Medicaid for Parents 12 U 

District of Columbia 

Expanded Medicaid for Parents 12 U 
Medicaid for Children 6/12 U 
Separate SCHIP 6 U 

Florida2 

Medicaid for Parents 12  
Medicaid for Children 6 U 
Separate SCHIP 12 U 

Georgia 
 

 Medicaid for Parents 6 U 
Medicaid for Children 12 U 
Medicaid for Parents 12 U 

Hawaii 

Expanded Medicaid for Parents 12 U 
Medicaid for Children 12 U Idaho 
Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

Illinois 

Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

Indiana3 

Medicaid for Parents 12  
Medicaid for Children 12 U 
Separate SCHIP 12 U 

Iowa 

Medicaid for Parents 12  
Medicaid for Children 12 U 
Separate SCHIP 12 U 

Kansas 

Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

Kentucky 

Medicaid for Parents 12  
Medicaid for Children 12 U Louisiana 
Medicaid for Parents 12 U 
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Program 

Frequency┼ 
(months) 

No Face-to-Face Interview 

Medicaid for Children 12 U 
Separate SCHIP 12 U 
Medicaid for Parents 12 U 

Maine 

Expanded Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

Maryland 
 

 Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 
Medicaid for Parents 12 U 

Massachusetts 

Expanded Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

Michigan 

Medicaid for Parents 12 U 
Medicaid for Children 6 U 
Medicaid for Parents 6 U 

Minnesota4 

Expanded Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

Mississippi 

Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Medicaid for Parents 12 U 

Missouri 

Expanded Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

Montana 

Medicaid for Parents 12 U 
Medicaid for Children 6 U Nebraska 

 Medicaid for Parents 3 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

Nevada 

Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

New Hampshire 

Medicaid for Parents 12  
Medicaid for Children 12 U 
Separate SCHIP 12 U 
Medicaid for Parents 12 U 

New Jersey 

Expanded Medicaid for Parents 12 U 
Medicaid for Children 12 U New Mexico 
Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 
Medicaid for Parents 12 U 

New York 
 

 
Expanded Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

North Carolina 
 

 Medicaid for Parents 6 U 
Medicaid for Children 1 U 
Separate SCHIP 12 U 

North Dakota5 

Medicaid for Parents 1 U 
Medicaid for Children 12 U 
Medicaid for Parents 6 U 

Ohio 

Expanded Medicaid for Parents 6 U 
Medicaid for Children 6 U Oklahoma 
Medicaid for Parents 6 U 
Medicaid for Children 12 U 
Separate SCHIP 6 U 
Medicaid for Parents 12 U 

Oregon6 

Expanded Medicaid for Parents 6 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 
Medicaid for Parents 12 U 

Pennsylvania9 

Expanded Coverage for Parents 12 U 
Medicaid for Children 12 U 
Medicaid for Parents 12 U 

Rhode Island 

Expanded Medicaid for Parents 12 U 
South Carolina Medicaid for Children 12 U 
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Program 

Frequency┼ 
(months) 

No Face-to-Face Interview 

 Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

South Dakota 

Medicaid for Parents 12 U 
Medicaid for Children 6  
Medicaid for Parents 6  

Tennessee4/7 

Expanded Medicaid for Parents 12  
Medicaid for Children 6 U 
Separate SCHIP 12 U 

Texas 

Medicaid for Parents 6  
Medicaid for Children 12 U 
Separate SCHIP 12 U 
Medicaid for Parents 4-12 U 

Utah8 

 

 Expanded Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 
Medicaid for Parents 6 U 

Vermont 

Expanded Medicaid for Parents 6 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

Virginia 

Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 
Medicaid for Parents 12 U 

Washington9 

Expanded Coverage for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

West Virginia 

Medicaid for Parents 12  
Medicaid for Children 12 U 
Medicaid for Parents 12 U 

Wisconsin 

Expanded Medicaid for Parents 12 U 
Medicaid for Children 12 U 
Separate SCHIP 12 U 

Wyoming 

Medicaid for Parents 12 U 
 
SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured, 2003.   

Indicates that a state has simplified one or more of its procedures for parents between January 2002 and April 2003. 
Indicates that a state has rescinded one or more simplified procedures for parents between January 2002 and April 2003. 

 
* “Aligned Medicaid for Children and Separate SCHIP” indicates the number of states that have adopted a particular renewal simplification 
strategy and have applied the procedure to both their children’s Medicaid and their SCHIP-funded separate program.  States that have used 
SCHIP funds to expand Medicaid exclusively, are considered “aligned” if the simplified procedure applies to children in the “regular” Medicaid 
program and the SCHIP-funded Medicaid expansion program.  "Regular" Medicaid refers to coverage under Medicaid eligibility standards for 
children in place prior to SCHIP; states receive "regular" Medicaid matching payments as opposed to enhanced SCHIP matching payments for 
these children. 
 
 
**  “Total Medicaid for Parents” indicates the number of states that have adopted a particular renewal simplification strategy and have applied the 
procedure to both pre-expansion Medicaid for parents and expanded coverage for parents, if the state has expanded coverage for parents.  All 50 
states and the District of Columbia operate a Medicaid program for parents. 
 
┼  If the frequency of renewal is every 12 months, as opposed to six months or more frequently, the procedure is considered “simplified” for the 
purposes of this table. 
 
1.  In Arizona, the required Medicaid interview can be done by telephone.   
 
2.  In Florida, the Medicaid eligibility period depends on the age of the child and the route they use to enroll in the program.  All children who 
enroll through a local office receive a 12-month renewal period.  Regardless of how they enter the program, all children in Medicaid under age 5 
receive 12 months of continuous eligibility and all children 5 and older in Medicaid receive 6 months of continuous eligibility.  Children who 
enter the program by mailing a simplified KidCare application to the central location receive 6 months of eligibility if they are age 5 or older and 
12 months of eligibility if they are under age 5.  .Parents who are enrolled in Medicaid, and do not receive other benefits such as food stamps or 
TANF, have a 12 month renewal period. 
 
3.  In Indiana, the required Medicaid interview can be done by telephone.   
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4.  In Minnesota and Tennessee renewal procedures differ for families with children enrolled in Medicaid, depending on whether they are 
enrolled under pre-expansion Medicaid or under Medicaid Section 1115 waiver expansions or SCHIP-funded Medicaid expansions.  In 
Minnesota and Tennessee, children and parents who qualify under waiver programs can renew eligibility every 12 months, as opposed to every 6 
months under pre-expansion Medicaid.  In Minnesota, the same renewal form is used for the 12 month renewal for families receiving pre-
expansion Medicaid only or the expansion program.   Families receiving other benefits, such as TANF, receive a different form.   
 
6.  In North Dakota, children and parents enrolled in Medicaid must report their income monthly.  A full review of eligibility is done annually. 
 
7.  In Oregon, the eligibility period for pre-expansion Medicaid is 12 months.  The eligibility period for Section 1115 waiver coverage is 6 
months. 
 
8.  In Tennessee, there is an interview requirement, however it can be done by telephone 
 
9.  In Utah, renewal periods for parent coverage vary from 4 months to 12 months, based on the stability of the income.  More frequent renewals 
are required if income fluctuates.   
 
10.  In Washington and Pennsylvania, expansion coverage for parents is through a state-funded program.  In Washington, eligibility for the state-
funded expansion program is reviewed every 12 months, unless the family’s income information is not available in other state databases.  If the 
information is not available in other state databases, eligibility must be renewed every 6 months. 
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Table 10 
Premium Payments for Children’s Health Coverage Programs for a 

Family of Three with Two Children at Selected Income Levels1 
April 2003 

 

 Frequency 
of 

payment  

Amount at 
125% of the 

Federal Poverty 
Line  

($19,075) 

 Amount at 
151% of the 

Federal Poverty 
Line 

($23,043) 

Amount at 
200% Percent of 

the Federal 
Poverty Line 

($30,520) 

Effective Annual 
Amount at 151% 

Percent of  
the Federal  

Poverty Line 

Effective Annual 
Amount at 200% 

Percent of  
the Federal  

Poverty Line 
Total 31 Req. 

Payment 
8 22 25 N/A N/A 

       
Alabama2 Annually $0 $100  $100  $100  $100 
Alaska None  —  —  —  —  —  
Arizona Monthly $0 $15 $20 $180 $240 
Arkansas None —  —  —  —  —  
California Monthly $8 $8/$14 $12/$18 $96/$168 $144/$216 
Colorado2 Annually $0 $35 No eligibility  $35 No eligibility 
Connecticut3 Monthly $0 $0 $0 $0 $0 
Delaware Monthly $10 $15 $25 $180 $300 
Dist. of Columbia None —  —  —  —  —  
Florida Monthly $15 $15 $15 $180 $180 
Georgia4 Monthly $15 $15 $15 $180 $180 
Hawaii None —  —  —  —  —  
Idaho None —  No eligibility No eligibility No eligibility No eligibility 
Illinois Monthly $0 $25 No eligibility $300 No eligibility 
Indiana Monthly $0 $16.50 $24.75 $198 $297 
Iowa Monthly $0 $20 $20 $240 $240 
Kansas Monthly $0 $30 $45 $360 $540 
Kentucky None —  —  —  —  —  
Louisiana None —  —  —  —  —  
Maine Monthly $0 $10 $40 $120 $480 
Maryland3 Monthly $0 $0 $0 $0 $0 
Massachusetts Monthly $0 $24 $24 $288 $288 
Michigan Monthly $0 $0 $5 $0 $60 
Minnesota Monthly $0 $58 $118 $696 $1416 
Mississippi None —  —  —  —  —  
Missouri3 Monthly $0 $0 $0 $0 $0 
Montana None —  No eligibility No eligibility No eligibility No eligibility 
Nebraska None —  —  No eligibility —  No eligibility   
Nevada Quarterly $10 $25  $50  $100 $200 
New Hampshire Monthly $0 $0 $25 $0 $300 
New Jersey Monthly $0 $16.50 $16.50 $198 $198 
New Mexico None —  —  —  —  —  
New York Monthly $0 $0 $18 $0 $216 
North Carolina2 Annually $0 $100  $100  $100 $100 
North Dakota None —  No eligibility No eligibility No eligibility No eligibility 
Ohio None —  —  —  —  —  
Oklahoma None —  —  —  —  —  
Oregon None —  —  No eligibility —  No eligibility 
Pennsylvania3 Monthly $0 $0 $0 $0 $0 
Rhode Island Monthly $0 $61  $77 $732 $924 
South Carolina None —  No eligibility No eligibility No eligibility No eligibility 
South Dakota None —  —  —  —  —  
Tennessee Monthly $40 $70 $250 $840 $3000 
Texas2/5 Monthly $15 (Annual) $15 $18 $180 $216 
Utah Quarterly $13 $25 $25  $100 $100 
Vermont Quarterly $0 $0 $60 $0 $240 
Virginia None —  —  —  —  —  
Washington Monthly $0 $0 $20 $0 $240 
West Virginia None —  —  —  —  —  
Wisconsin6 Monthly $0 $45 $75 $540 $900 
Wyoming None —  No eligibility No eligibility No eligibility No eligibility 

 
SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured, 2003.   See notes on following page. 
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1. Federal Medicaid law prohibits premiums from being required of children, unless a federal waiver permitting this has been obtained by the 
state.  States in italics require the premiums noted in their children’s Medicaid programs per waivers.  All other states require the premiums noted 
in their separate SCHIP programs.  A dash ( — ) indicates that no premiums are required in the program;  $0 indicates that no premium is 
required at this income level; “no eligibility” indicates that coverage is not available at this income level. 
 
2.  Alabama, Colorado and North Carolina charge annual enrollment fees rather than premiums.  In addition, Texas charges an annual enrollment 
fee for children in families with income at 125 percent of the federal poverty line.   
 
3.  These states require premiums, but do not charge them at the income levels where $0 is noted.  In Connecticut, premiums are required of 
families with income at or above 235 percent of the federal poverty line.  In Maryland, premiums are required of families with income above 200 
percent of the federal poverty line.  In Missouri, premiums are required of families with income at or above 225 percent of the federal poverty 
line.  In Pennsylvania, premiums are required of families with income above 200 percent of the federal poverty line. 
 
4.  In Georgia, premiums are required only of families with children age 6 and older.   
 
5.  In Texas, there is a $15 enrollment fee for families with income at 125 percent of the federal poverty line. 
 
6.  Wisconsin enrolls children in Medicaid in families with income up to 185 percent of the federal poverty line, however recipients may have 
income up to 200 percent of the federal poverty line. 
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Table 11 
Co-payments for Specific Services in Children’s  

Health Coverage Programs at Selected Income Levels1 
April 2003 

 
 Family Income is 151% of the Federal Poverty Line Family Income is 200% of the Federal Poverty Line 
 Non-preventive 

Physician Visit 
Emergency 
Room Visit 

Inpatient 
Hospital Visit 

Non-preventive 
Physician Visit 

Emergency 
Room Visit 

Inpatient 
Hospital Visit 

Total 13 9 6 16 11 8 
       
Alabama $0 $0 $0 $5 $5 $5 
Alaska2 $0 $0 $0 $0 $0 $0 
Arizona3 $0 $0 $0 $0 $0 $0 
Arkansas $10 $10 20 % of the 

Medicaid 
payment for first 

day 

$10 $10 20 % of the 
Medicaid payment 

for first day 

California3/4 $5 $5 $0 $5 $5 $0 
Colorado $5 $15 $0 No eligibility No eligibility No eligibility 
Connecticut4 $0 $0 $0 $5 None $0 
Delaware3 $0 $0 $0 $0 $0 $0 
District of 
Columbia 

$0 $0 $0 $0 $0 $0 

Florida3/5 $3 $0 $0 $3 $0 $0 
Georgia $0 $0 $0 $0 $0 $0 
Hawaii $0 $0 $0 $0 $0 $0 
Idaho No eligibility No eligibility No eligibility No eligibility No eligibility No eligibility 
Illinois3 $5 $0 $0 No eligibility No eligibility No eligibility 
Indiana $0 $0 $0 $0 $0 $0 
Iowa3 $0 $0 $0 $0 $0 $0 
Kansas $0 $0 $0 $0 $0 $0 
Kentucky $0 $0 $0 $0 $0 $0 
Louisiana $0 $0 $0 $0 $0 $0 
Maine $0 $0 $0 $0 $0 $0 
Maryland $0 $0 $0 $0 $0 $0 
Massachusetts3 $0 $0 $0 $0 $0 $0 
Michigan $0 $0 $0 $0 $0 $0 
Minnesota $0 $0 $0 $0 $0 $0 
Mississippi $5 $15 $0 $5 $15 $0 
Missouri $0 $0 $0 $5 $0 $0 
Montana No eligibility No eligibility No eligibility No eligibility No eligibility No eligibility 
Nebraska $0 $0 $0 No eligibility No eligibility No eligibility 
Nevada $0 $0 $0 $0 $0 $0 
New 
Hampshire4 

$0 $0 $0 $10 $50 $0 

New Jersey $5 $10 $0 $5 $10 $0 
New Mexico $0 $0 $0 $5 $15 $25 
New York $0 $0 $0 $0 $0 $0 
N. Carolina3 $5 $0 $0 $5 $0 $0 
North Dakota No eligibility No eligibility No eligibility No eligibility No eligibility No eligibility 
Ohio $0 $0 $0 $0 $0 $0 
Oklahoma $0 $0 $0 No eligibility No eligibility No eligibility 
Oregon $0 $0 $0 No eligibility No eligibility No eligibility 
Pennsylvania $0 $0 $0 $0 $0 $0 
Rhode Island $0 $0 $0 $0 $0 $0 
South Carolina No eligibility No eligibility No eligibility No eligibility No eligibility No eligibility 
South Dakota $0 $0 $0 $0 $0 $0 
Tennessee4 $5 $25 $100 $5 $25 $100 
Texas $5 $50 $50 $10 $50 $100 
Utah $15 $35 10 % of daily 

rate 
$15 $35 10 % of daily rate 

Vermont $0 $0 $0 $0 $0 $0 
Virginia3 $5 $0  $25 $5 $0 $25 
Washington $0 $0 $0 $0 $0 $0 
West Virginia4 $15 $35 $25 $15 $35 $25 
Wisconsin $0 $0 $0 $0 $0 $0 
Wyoming No eligibility No eligibility No eligibility No eligibility No eligibility No eligibility 
SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on 
Medicaid and the Uninsured, 2003.   See notes on following page.
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1.  Federal Medicaid law prohibits co-payments from being required of children, unless a federal waiver permitting this has been obtained by the 
state.  States in italics require the co-payments noted in their children’s Medicaid programs per waivers.   All other states charge the co-payments 
noted in their separate SCHIP programs.  No co-payments are required of Alaska Native or American Indian children. “No eligibility” indicates 
that the state does not provide coverage at this income level. 
 
2.  In Alaska, 18 year olds are subject to the Medicaid co-payment requirements for adults.  This includes $50 a day for the first four days of an 
inpatient stay. 
 
3.  In the states noted, the co-payments for emergency room use in non-emergency situations are higher than noted in the table.  They are as 
follows: In Arizona, $5; In Connecticut, $25, In Delaware and Florida, $10; In Illinois, $2 for families with income between 133 and 150 percent 
of the federal poverty line and $25 for families with income above 150 percent of the federal poverty line;  In Iowa, $25 for families with income 
above 150 percent of the federal poverty line;  In Massachusetts,  $3; In North Carolina, $20; In Virginia, $25 . 
 
4.  In California, Connecticut, New Hampshire, Tennessee and West Virginia, the co-payment for emergency room use is waived if the child is 
admitted to the hospital. 
 
5.  In Florida, co-payments apply only to children age 5 and older.   
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Table 12 
Co-payments for Specific Services in Health Coverage Programs for Parents 

April 2003 
 

 Cost-sharing Applies for 
Parents in a Family of  3 at 

or Below the Following 
Monthly Income Limits 

Inpatient Hospital  
(Per admission 

unless otherwise 
noted) 

Emergency Room Visit 
 

    
Total N/A 22 8 
    
Alabama1 $254 $50 $0 
Alaska $1,292 $50 per day for first four days $0 
Arizona2 $2,543 $0 $0 
Arkansas $255 10 percent of cost of first day $0 
California $1,362 $0  $0 
Colorado $600 $15 $0 
Connecticut $1,362 $0 $0 
Delaware $1,528 $0 $0 
District of Columbia $2,543 $0 $0 
Florida3 $806 $3 $0 
Georgia $756 $12.50 $0 
Hawaii $1,463 $0 $0 
Idaho $407 $0 $0 
Illinois $1,054 $3 per day $0 
Indiana3 $378 $0 $0 
Iowa 1,065 $0 $0 
Kansas $493 $48 $0 
Kentucky $909 $0 $0 
Louisiana $264 $0 $0 
Maine $1,998 $3 per day $0 
Maryland $524 $0  $0 
Massachusetts3 $1,691 $0 $0 
Michigan $774 $0 $0 
Minnesota4 $3,498 $0 $0 
Mississippi $458 $10 $0 
Missouri5 $1,070 $10 $2/$10 
Montana $855 $100 $0 
Nebraska $726 $0  $0 
Nevada $1,120 $0 $0 
New Hampshire $781 $0 $0 
New Jersey6 $533 $0  $0/$35 
New Mexico $903  $0  $0 
New York7 $1,908 $25 per discharge $0 
North Carolina $750 $3 per day $0 
North Dakota $1,182 $50 $0 
Ohio $1,272 $0 $0 
Oklahoma $591 $3 per day $0 
Oregon8 $1,272 $250 $50 
Pennsylvania9 $2,543 $3 per day (maximum of $21)/$0 $0/$25 
Rhode Island $2,443 $0 $0 
South Carolina $1,250 $0 $0 
South Dakota $796 $0 Five percent of the allowable Medicaid 

reimbursement up to $50 
Tennessee10 $1,272 $100 $25 
Texas $432 $0 $0 
Utah11 $1,908 $220/no coverage $0/$30 
Vermont12 $2,443 $50 $0/$25 
Virginia $466 $100 $0 
Washington13 $2,543 $0/$100 $0/$50 
West Virginia $499 $0 $0 
Wisconsin $2,353 $0 $0 
Wyoming14 $790 $0 $0 
 
SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured, 2003.   See notes on following page. 
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1.  In Alabama, there is a $6 co-payment for emergency room visits for non-emergency situations. 
 
2.  In Arizona, there is a $5 co-payment for emergency room visits for non-emergency situations. 
 
3.  In Florida, Indiana and Massachusetts, there is a $3 co-payment for emergency room visits for non-emergency situations.  
 
4.  In Minnesota, co-payments apply only to parents in the state’s Section 1115 waiver expansion, not to parents under “regular” Medicaid.  There 
is a $10,000 cap per year for in-patient coverage for families with income above 175 percent of the federal poverty line. 
 
5.  In Missouri, parents covered under the expansion program must pay $10 per emergency room visit.  Parents covered under Section 1931 pay 
$2 per emergency room visit. 
 
6.  In New Jersey, there is no cost-sharing required of parents covered under Section 1931 (Medicaid).  Parents whose coverage under the 
expansion program was grandfathered must pay a co-payment of $35 for emergency room visits. 
 
7.  In New York, there are no co-payments required in the expanded coverage for parents, known as Family Health Plus. 

8.  In Oregon, co-payments for parents vary depending on whether or not the family is receiving TANF. The amounts shown in the table reflect 
the co-payments required of parents with income up to 100 percent of the federal poverty line who are not receiving TANF.  Parents receiving 
TANF are not required to pay a co-payment for these services. 

9.  In Pennsylvania, co-payments for parents vary based on whether they are covered under Medicaid or the state-funded expansion program.  
The first amount shown in the table applies to Medicaid.  The second amount shown applies to the state-funded program.  The co-payment for 
emergency room use under the separate program is waived if the parent is admitted.   
 
10.  In Tennessee, co-payments apply only to parents in the state’s Section 1115 waiver expansion, not to parents under “regular” Medicaid.  The 
$25 co-payment is waived if the patient is admitted to the hospital. 
 
11.  In Utah, there is a $6 co-payment for emergency room visits for non-emergency situations for parents covered under Section 1931 
(Medicaid).   Parents and childless adults covered under the state’s waiver program, the Primary Care Network Program, must pay a $30 co-
payment for each emergency room visit.   Parents covered under Section 1931 (Medicaid) must pay a $220 co-payment for each non-emergency 
inpatient admission.  Inpatient admissions are not covered by the Primary Care Network Program. 
 
12.  In Vermont, the co-payment for emergency room visits depends on whether the parent is covered under pre-expansion Medicaid or the 
expanded coverage for parents.  There is no co-payment for  parents covered under pre-expansion Medicaid.  Parents covered under expanded 
Medicaid must pay $25 for emergency room visits.  The co-payment for these parents is $60 if the emergency room was used for a non-
emergency situation.  
 
13.  In Washington, the state-funded program for parents requires co-payments for in-patient hospital stays and emergency room care.  The co-
payment for emergency room care is waived if the patient is admitted to the hospital. 
 
14.  In Wyoming, there is a $6 co-payment for emergency room visits in non-emergency situations. 
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Table 13 
Co-payments for Prescriptions in Children’s 

Health Coverage Programs?1   
April 2003 

 
State Prescription Co-payment for Children 
  
Total 21 
  
Alabama2 $1.00 (generic)  $3.00 (brand name) 
Alaska3 $0 
Arizona $0 
Arkansas4 $5.00 
California $5.00 
Colorado $3.00 (generic)  $5.00 (brand name) 
Connecticut $3.00 (generic)  $6.00 (brand name) 
Delaware $0 
District of Columbia $0 
Florida5 $3.00 
Georgia $0 
Hawaii $0 
Idaho $0 
Illinois6 $2.00-$3.00 (generic)  $2.00-$5.00 (brand name) 
Indiana $3.00 (generic)  $10.00 (brand name) 
Iowa $0 
Kansas $0 
Kentucky3 $0 
Louisiana $0 
Maine $0 
Maryland $0 
Massachusetts $2.00 
Michigan $0 
Minnesota $0 
Mississippi $0 
Missouri7 $9.00 
Montana $3.00 (generic)  $5.00 (brand name) 
Nebraska $0 
Nevada $0 
New Hampshire8 $5.00 (generic)  $10.00 (brand name) 
New Jersey6 $1.00 (generic)  $5.00 (brand name)/ $5.00, $10.00 (for 

more than a 34 day supply) 
New Mexico9 $2.00 
New York $0 
North Carolina10 $6.00 
North Dakota $2.00 
Ohio $0  
Oklahoma $0 
Oregon $0 
Pennsylvania $0 
Rhode Island $0 
South Carolina $0 
South Dakota $0 
Tennessee4 $5.00-$10.00 
Texas6 $0-$5.00 (generic)  $3.00-$20.00 (brand name)   
Utah6 $1.00-$3.00 / $5.00-50 percent of cost  
Vermont $0 
Virginia6 $2.00/$5.00 
Washington $0 
West Virginia6 $0 (generic) $5.00-$10.00 (brand name) $5.00-$15.00 

(preferred) 
Wisconsin $0 
Wyoming $0 

 
SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured, 2003.   See notes on following page. 
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1.  Federal Medicaid law prohibits co-payments from being required of children, unless a federal waiver permitting this has been obtained by the 
state.  States in italics require the co-payments noted in their children’s Medicaid programs per waivers.  All other states require the co-payments 
noted in their separate SCHIP programs.   
 
2.  In Alabama, co-payments are required only of children in families with income above 150 percent of the federal poverty line. 
 
3.  In Alaska, 18 year-olds are subject to the $2 Medicaid co-payment for adults.  In Kentucky, 18 year-olds are subject to the $1 Medicaid co-
payment for adults. 
 
4.  In Arkansas, the co-payment noted only applies to children covered under the state’s Section 1115 expansion component.  In Tennessee, the 
co-payments noted are required only of children covered under the state’s Section 1115 expansion component. 
 
5.  In Florida, co-payments apply only to children age 5 and older.   
 
6.  In Illinois, New Jersey, Texas, Utah, Virginia and West Virginia, the co-payment amounts for children depend on the family’s income: 
• In Illinois, families with children with income up to 150 percent of the federal poverty line pay $2 for all prescriptions.  Families with 

children with income above 150 percent pay $3.00 for generic drugs and $5.00 for brand name prescriptions.   
• In New Jersey, the first amount shown in the table is required of families with income between 150 and 200 percent of the federal 

poverty line.  The second amount shown is for families with income above 200 percent of the federal poverty line.   
• In Texas, families with income at 100 percent of the federal poverty line are required to pay $3 for brand name drugs.  Families with 

income between 101 and 150 percent of the federal poverty line are required to pay $5 for brand name drugs.  Families with income 
between 151 and 200 percent of the federal poverty line are required to pay $5 for generic drugs and $20 for brand name drugs. 

• In Utah, the first amounts shown in the table are for families with income up to 150 percent of the federal poverty line.  The second 
amounts shown are for families with income above 150 percent of the federal poverty line.   

• In Virginia, the first amount shown in the table is for families with income up to 150 percent of the federal poverty line.  The second 
amount shown is for families with income above 150 percent of the federal poverty line.    

• In West Virginia, families with income up to 150 percent of the federal poverty line are required to pay $5 for brand name or 
preferred drugs.  Families with income above 150 percent of the federal poverty line are required to pay $10 for brand name drugs and 
$15 for preferred drugs.   

 
7.  In Missouri, the co-payment applies only to children in families with income between 226 and 300 percent of the federal poverty line.   
 
8.  In New Hampshire, brand name prescriptions for children are $5.00 if no generic version is available. 
 
9.  In New Mexico, the co-payment applies only to children in families with income above 185 percent of the federal poverty line. 
 
10.  In North Carolina, co-payments are only required of children in families with income of 150 percent of the federal poverty line or higher.   
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Table 14 
Co-payments for Prescriptions in Health Coverage Programs for Parents1   

April 2003 
 

State Prescription Co-payment for Parents 
  
Total 35 
  
Alabama $.50-$3.00 
Alaska $2.00 
Arizona $0 
Arkansas $.50 -$3.00 
California $0 
Colorado $.75 (generic)  $3.00 (brand name) 
Connecticut $0 
Delaware $0 
District of Columbia $0 
Florida $0 
Georgia $.50 
Hawaii $0 
Idaho $0 
Illinois $1.00 (generic)  $3.00 (brand name) 
Indiana $.50 -$3.00 
Iowa $1.00 
Kansas $3.00 
Kentucky $1.00 
Louisiana $.50-$3.00 
Maine $.50-$3.00 
Maryland $0 
Massachusetts $2.00 
Michigan $1.00 
Minnesota3 $3.00 
Mississippi $1.00 (generic)  $3.00 (brand name) 
Missouri4 $0/$5.00 
Montana $1.00-$5.00 
Nebraska $2.00 
Nevada $0 
New Hampshire $.50 (generic)  $1.00 (brand name) 
New Jersey4 $0/ $5.00, $10.00 ( more than a 34 day supply) 
New Mexico $0 
New York $0  
North Carolina $1.00 
North Dakota $0 (generic)  $3.00 (brand name) 
Ohio $0 
Oklahoma $1.00-$2.00 
Oregon5 $2 (generic) $3 (brand name for mental health, HIV 

and cancer) $15 (all other brand name) 
Pennsylvania4  $.50/$0 
Rhode Island $0 
South Carolina $3.00 
South Dakota $2.00 
Tennessee2 $5.00-$10.00 
Texas $0 
Utah4 $2/$5.00 (generic and brand name on preferred list) 

25 percent of cost (not on preferred list) 
Vermont4 $1.00-$3.00/50-60 percent of cost 
Virginia $1.00 
Washington4 $0/$3.00-50 percent of cost 
West Virginia $.50-$2.00 
Wisconsin $0 
Wyoming $2.00 

 
SOURCE: Based on a national survey conducted by the Center on Budget and Policy Priorities for the Kaiser Commission on Medicaid and the 
Uninsured, 2003.   See notes on following page. 
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1.  In all states except Pennsylvania and Washington, co-payments noted for parents are required in Medicaid or Medicaid expansion programs.  
Pennsylvania and Washington require co-payments in their state-funded programs. 
 
2.  In Tennessee, the co-payments noted is required only of individuals covered under the state’s Section 1115 expansion component. 
 
3.  In Minnesota, co-payments apply only to parents in the state’s Section 1115 waiver expansion, not to parents under “regular” Medicaid. 
 
4.  In Missouri, New Jersey, Pennsylvania, Utah, Vermont and Washington, the co-payment amounts vary depending on whether the parent is 
covered under  pre-expansion Medicaid or the state’s expanded coverage for parents.  The first amount shown in the table is the range for pre-
expansion Medicaid.  The second amount shown is for the Medicaid expansion program or, in the case of Washington and Pennsylvania, the 
state-funded separate program for parents. 

5.  In Oregon, co-payments for parents vary depending on whether or not the family is receiving TANF. The amounts shown in the table reflect 
the co-payments required of parents with income up to 100 percent of the federal poverty line who are not receiving TANF.  Parents receiving 
TANF pay $2 for generic prescriptions and $3 for brand name prescriptions. 
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T h e  H e n r y  J .  K a i s e r  F a m i l y  F o u n d a t i o n  i s  a n  i n d e p e n d e n t ,  n a t i o n a l  h e a l t h  c a r e  p h i l a n t h r o p y  d e d i c a t e d
t o  p r o v i d i n g  i n f o r m a t i o n  a n d  a n a l y s i s  o n  h e a l t h  i s s u e s  t o  p o l i c y m a k e r s ,  t h e  m e d i a ,  a n d  t h e  g e n e r a l
p u b l i c .   T h e  F o u n d a t i o n  i s  n o t  a s s o c i a t e d  w i t h  K a i s e r  P e r m a n e n t e  o r  K a i s e r  I n d u s t r i e s .



1 3 3 0  G  S T R E E T N W , W A S H I N G T O N , D C  2 0 0 0 5

P H O N E : ( 2 0 2 )  3 4 7 - 5 2 7 0 ,  F A X : ( 2 0 2 )  3 4 7 - 5 2 7 4

W E B S I T E : W W W . K F F . O R G / K C M U

A d d i t i o n a l  c o p i e s  o f  t h i s  r e p o r t  ( # 4 1 2 5 )  a r e  a v a i l a b l e  
o n  t h e  K a i s e r  F a m i l y  F o u n d a t i o n ’ s  w e b s i t e  a t  w w w . k f f . o r g .




