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FLORIDA DEPARTMENT Of STATE

RON DESANTIS LAUREL M. LEE
Governor Secretary of State
May 28, 2019

Financial Impact Estimating Conference

c/o Amy Baker, Coordinator

Office of Economic and Demographic Research
111 West Madison Street, Ste. 574
Tallahassee, Florida 32399-6588

Dear Ms. Baker:

Section 15.21, Florida Statutes, provides that the Secretary of State shall submit an initiative petition
to the Financial Impact Estimating Conference when a sponsoring political committee has met the
registration, petition form submission and signature criteria set forth in that section.

The criteria in section 15.21, Florida Statutes, has now been met for the initiative petition titled Provide
Medicaid Coverage to Eligible Low-Income Adults, Serial Number 18-16. Therefore, | am submitting

the proposed constitutional amendment petition form, along with a status update for the initiative
petition, and a chart that provides a statewide signature count and count by congressional districts.

I M. Lee
Secretary of State

LL/am/ljr
pc: Whitney Untiedt, Chairperson, Florida Decides Healthcare, Inc.

Enclosures

R.A. Gray Building ¢ 500 South Bronough Street ¢ Tallahassee, Florida 32399
850.245.6500  850.245.6125 (Fax) « DOS.MyFlorida.com



CONSTITUTIONAL AMENDMENT PETITION FORM

Note:
o All information on this form, including your signature, becomes a public record upon
receipt by the Supervisor of Elections.
o Under Florida law, it is a first degree misdemeanor, punishable as provided in s. 775.082
or s. 775.08, Florida Statutes, to knowingly sign more than one petition for an issue.
[Section 104.185, Florida Statutes]

o [fall requested information on this form is not completed, the form will not be valid.

Your name:

Please Print Name as it appears on your Voter Information Card
Your address:

City Zip County

[ Please change my legal residence address on my voter registration record to the above residence
address (check box, if applicable).

Voter Registration Number or Date of Birth

I am a registered voter of Florida and hereby petition the Secretary of State to place the following
proposed amendment to the Florida Constitution on the ballot in the general election:

BALLOT TITLE: Provide Medicaid Coverage to Eligible Low-Income Adults.

BALLOT SUMMARY: Requires State to provide Medicaid coverage to individuals over age 18 and
under age 65 whose incomes are at or below 138 percent of the federal poverty level and meet other
nonfinancial eligibility requirements, with no greater burdens placed on eligibility, enrollment, or
benefits for these newly eligible individuals compared to other Medicaid beneficiaries. Directs Agency
for Health Care Administration to implement the initiative by maximizing federal financial participation
for newly eligible individuals.

ARTICLE AND SECTION BEING CREATED OR AMENDED: Creates New Section 33 in Article

X.
FULL TEXT OF THE PROPOSED CONSTITUTIONAL AMENDMENT:

A new Section 33 is added to Article X of the State Constitution, as follows:

SECTION 33. Provide Medicaid Coverage to Eligible Low-Income Adults.—

(a) MEDICAID COVERAGE FOR LOW-INCOME ADULTS. The State shall provide Medicaid
benefits to Low Income Adults over age 18 and under age 65 whose income is one-hundred thirty-eight
percent (138%) of the federal poverty level or below, and who meet other nonfinancial eligibility
requirements of the federal Medicaid statute. The State shall not impose on Low Income Adults any
greater or additional burdens or restrictions on eligibility, enrollment, or benefits than on any other
population eligible for medical assistance.

(Continues on back)
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(Continued from front)

(b)  DEFINITIONS. For the purposes of this section, the following words and terms shall have the
stated meanings:

(1) “Low Income Adults” refers to those individuals over age 18 and under age 65, whose income is
one-hundred thirty-eight percent (138%) of the federal poverty level or below, as described by and using
the income methodology provided for by the federal Medicaid statute at 42 U.S.C.

§ 1396a(a)(10)(A)(Q)(VIID), and who meet applicable non-financial eligibility conditions for Medicaid
under 42 CFR Part 435, Subpart E.

(2) “Agency for Health Care Administration” or “Agency” refers to the single State agenc

responsible for administering Florida’s Medicaid plan pursuant to 42 U.S.C. § 1396a(a)(5) and §

409.902, Fla. Stat.
(3) “State Plan Amendment” refers to the document(s) the State submits to the Centers for Medicare

and Medicaid Services (CMS) for review and approval before making a change to its program policies,
including setting forth the groups of individuals to be covered.

(4) “Centers for Medicare and Medicaid Services” refers to the agency responsible for administering
the Medicaid program at the federal level. including review and approval of State Plan Amendments.
(c) IMPLEMENTATION.

(1) Within 90 days of voter approval of this Section, in order to implement the provision of
Medicaid coverage to Low Income Adults and obtain Federal Medical Assistance Percentage funds for
the cost of their coverage, the Agency for Health Care Administration shall submit a State Plan
Amendment and all other necessary documents, as well as take any additional necessary steps to seek
required approvals from the Centers for Medicare and Medicaid Services to include Low Income Adults
as a coverage group in Florida’s Medicaid program.

(2) Nothing in this Section shall limit the Legislature from enacting laws consistent with this

Section. Specifically, it is consistent with this section to add a new subsection (section (9) below) to

Fla. Stat. 409.903 Mandatory payments for eligible persons.—
(9) A person over age 18 and under age 65 whose income is 138 percent of the poverty level or

below.

X
DATE OF SIGNATURE SIGNATURE OF REGISTERED VOTER
Return signed form to:
Initiative petition sponsored by Florida Decides Healthcare, Inc., P.O. Florida Decides Healthcare. Inc.
Box 15415, Coral Gables, FL 33114-5415. P.O. Box 15415 ’

Coral Gables, FL. 33114-5415

If paid petition circulator is used: For Official Use Only:

Serial Number: 18-16

Circulator’s name
Circulator’s address Date Approved: 12/12/2018
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FLORIDA DEPARTMENT OF STATE
DIVISION OF ELECTIONS

SUMMARY OF PETITION SIGNATURES

Political Committee: Florida Decides Healthcare, Inc.

Amendment Title: Provide Medicaid Coverage to Eligible Low-Income Adults

For Review For Ballot
) Voting Electors 10% of 8% Required 8% Required By .
Congressional ~in2016 By Section 1521  Atticle X, Section 3 Signatures

District Presidential Election Florida Statutes Florida Constitution Certified
FIRST 386,504 3,093 30,921 872
SECOND 360,098 2,881 28,808 1,240 !
THIRD 356,715 2,854 28,538 3,467 ok ‘
FOURTH 428,190 3,426 34,256 1,731 {
FIFTH 316,115 2,529 25,290 3,509 e ;
\.

SIXTH 385,918 3,088 30,874 1,544 ‘,
SEVENTH 370,466 2,964 29,638 3,206 i
EIGHTH 409,569 3,277 32,766 4,955 ok §
NINTH 362,593 2,901 29,008 7,347 b ‘
TENTH 320,548 2,565 25,644 3,975 o j
ELEVENTH 417,253 3,339 33,381 1,996 ;
TWELFTH 386,775 3,095 30,942 795
THIRTEENTH 367,818 2,943 29,426 4,761 e i
FOURTEENTH 336,289 2,691 26,904 4116 e :
FIFTEENTH 340,331 2,723 27,227 2,812 ok ‘r
SIXTEENTH 403,805 3,231 32,305 2,825 (
SEVENTEENTH 360,061 2,881 28,805 3,296 ek ‘L
EIGHTEENTH 388,772 3,111 31,102 1,888 E
NINETEENTH 389,415 3,116 31,154 3,519 b
TWENTIETH 291,984 2,336 23,359 5,714 i
TWENTY-FIRST 355,842 2,847 28,468 2,504 :
TWENTY-SECOND 361,305 2,891 28,905 2,229 ;
TWENTY-THIRD 342,784 2,743 27,423 2,486
TWENTY-FOURTH 269,446 2,156 21,556 5,872 i ’
|

TWENTY-FIFTH 269,983 2,160 21,599 936 1
TWENTY-SIXTH 294,742 2,358 23,580 1,994 g
TWENTY-SEVENTH 304,012 2,433 24,321 1,992 :

TOTAL.: 9,577,333 76,632 766,200 81,581

Date’ 5/30/2019 3.28 53 PM



Attachment for Initiative Petition

Provide Medicaid Coverage to Eligible Low-Income Adults
Serial Number 18-16

Name and address of the sponsor of the initiative petition:

Whitney Untiedt, Chairperson

Florida Decides Healthcare, Inc.

2 South Biscayne Boulevard

Suite 3100

Miami, Florida 33131
Name and address of the sponsor’s attorney, if the sponsor is represented:
Unknown

A statement as to whether the sponsor has obtained the requisite number of
signatures on the initiative petition to have the proposed amendment put on
the ballot: As of May 28, 2019, the sponsor has not obtained the requisite number
of signatures to have the proposed amendment placed on the ballot. A total of
766,200 valid signatures are required for placement on the 2020 general election

ballot.

If the sponsor has not obtained the requisite number of signatures on the
initiative petition to have the proposed amendment put on the ballot, the
current status of the signature-collection process: As of May 28, 2019,
Supervisors of Elections have certified a total of 81,581 valid petition signatures to
the Division of Elections for this initiative petition. This number represents more
than 10% of the total number of valid signatures needed from electors statewide and
in at least one-fourth of the congressional districts in order to have the initiative
placed on the 2020 general election ballot.

The date of the election during which the sponsor is planning to submit the
proposed amendment to the voters: Unknown. The earliest date of election that
this proposed amendment can be placed on the ballot is November 3, 2020,
provided the sponsor successfully obtains the requisite number of valid signatures

by February 1, 2020.

The last possible date that the ballot for the target election can be printed in
order to be ready for the election: Unknown

A statement identifying the date by which the Financial Impact Statement will
be filed, if the Financial Impact Statement is not filed concurrently with the
request: The Secretary of State forwarded a letter to the Financial Impact
Estimating Conference in the care of the coordinator on May 28, 2019.

The names and complete mailing addresses of all of the parties who are to be
served: This information is unknown at this time.
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(14) Income determined using modified adjusted gross income.-

(A) In general.-Notwithstanding subsection (r) or any other provision of this subchapter, except as provided in
subparagraph (D), for purposes of determining income eligibility for medical assistance under the State plan or
under any waiver of such plan and for any other purpose applicable under the plan or waiver for which a
determination of income is required, including with respect to the imposition of premiums and cost-sharing, a
State shall use the modified adjusted gross income of an individual and, in the case of an individual in a family
greater than 1, the household income of such family. A State shall establish income eligibility thresholds for
populations to be eligible for medical assistance under the State plan or a waiver of the plan using modified
adjusted gross income and household income that are not less than the effective income eligibility levels that
applied under the State plan or waiver on March 23, 2010. For purposes of complying with the maintenance of
effort requirements under subsection (gg) during the transition to modified adjusted gross income and household
income, a State shall, working with the Secretary, establish an equivalent income test that ensures individuals
eligible for medical assistance under the State plan or under a waiver of the plan on March 23, 2010, do not lose
coverage under the State plan or under a waiver of the plan. The Secretary may waive such provisions of this
subchapter and subchapter XXI as are necessary to ensure that States establish income and eligibility
determination systems that protect beneficiaries.

(B) No income or expense disregards.-Subject to subparagraph (I), no type of expense, block, or other income
disregard shall be applied by a State to determine income eligibility for medical assistance under the State plan
or under any waiver of such plan or for any other purpose applicable under the plan or waiver for which a
determination of income is required.

(C) No assets test.-A State shall not apply any assets or resources test for purposes of determining eligibility for
medical assistance under the State plan or under a waiver of the plan.

(D) Exceptions.-

(1) Individuals eligible because of other aid or assistance, elderly individuals, medically needy individuals, and
individuals eligible for medicare cost-sharing.-Subparagraphs (A), (B), and (C) shall not apply to the
determination of eligibility under the State plan or under a waiver for medical assistance for the following:

(D) Individuals who are eligible for medical assistance under the State plan or under a waiver of the plan on a
basis that does not require a determination of income by the State agency administering the State plan or waiver,
including as a result of eligibility for, or receipt of, other Federal or State aid or assistance, individuals who are
eligible on the basis of receiving (or being treated as if receiving) supplemental security income benefits under
subchapter X VI, and individuals who are eligible as a result of being or being deemed to be a child in foster care
under the responsibility of the State.

(IT) Individuals who have attained age 65.

(IIT) Individuals who qualify for medical assistance under the State plan or under any waiver of such plan on the
basis of being blind or disabled (or being treated as being blind or disabled) without regard to whether the
individual is eligible for supplemental security income benefits under subchapter XVI on the basis of being blind
or disabled and including an individual who is eligible for medical assistance on the basis of paragraph (3).

(IV) Individuals described in subsection (a)(10)(C).

(V) Individuals described in any clause of subsection (a)(10)(E).

(i1) Express lane agency findings.-In the case of a State that elects the Express Lane option under paragraph (13),
notwithstanding subparagraphs (A), (B), and (C), the State may rely on a finding made by an Express Lane



agency in accordance with that paragraph relating to the income of an individual for purposes of determining the
individual's eligibility for medical assistance under the State plan or under a waiver of the plan.

(ii1) Medicare prescription drug subsidies determinations.-Subparagraphs (A), (B), and (C) shall not apply to any
determinations of eligibility for premium and cost-sharing subsidies under and in accordance with section
1395w—114 of this title made by the State pursuant to section 1396u—5(a)(2) of this title.

(iv) Long-term care.-Subparagraphs (A), (B), and (C) shall not apply to any determinations of eligibility of
individuals for purposes of medical assistance for nursing facility services, a level of care in any institution
equivalent to that of nursing facility services, home or community-based services furnished under a waiver or
State plan amendment under section 1396n of this title or a waiver under section 1315 of this title, and services
described in section 1396p(c)(1)(C)(ii) of this title.

(v) Grandfather of current enrollees until date of next regular redetermination.-An individual who, on January 1,
2014, is enrolled in the State plan or under a waiver of the plan and who would be determined ineligible for
medical assistance solely because of the application of the modified adjusted gross income or household income
standard described in subparagraph (A), shall remain eligible for medical assistance under the State plan or
waiver (and subject to the same premiums and cost-sharing as applied to the individual on that date) through
March 31, 2014, or the date on which the individual's next regularly scheduled redetermination of eligibility is to
occur, whichever is later.

(E) Transition planning and oversight.-Each State shall submit to the Secretary for the Secretary's approval the
income eligibility thresholds proposed to be established using modified adjusted gross income and household
income, the methodologies and procedures to be used to determine income eligibility using modified adjusted
gross income and household income and, if applicable, a State plan amendment establishing an optional
eligibility category under subsection (a)(10)(A)(ii)(XX). To the extent practicable, the State shall use the same
methodologies and procedures for purposes of making such determinations as the State used on March 23, 2010.
The Secretary shall ensure that the income eligibility thresholds proposed to be established using modified
adjusted gross income and household income, including under the eligibility category established under
subsection (a)(10)(A)(i1)(XX), and the methodologies and procedures proposed to be used to determine income
eligibility, will not result in children who would have been eligible for medical assistance under the State plan or
under a waiver of the plan on March 23, 2010, no longer being eligible for such assistance.

(F) Limitation on secretarial authority.-The Secretary shall not waive compliance with the requirements of this
paragraph except to the extent necessary to permit a State to coordinate eligibility requirements for dual eligible
individuals (as defined in section 1396n(h)(2)(B) of this title) under the State plan or under a waiver of the plan
and under subchapter XVIII and individuals who require the level of care provided in a hospital, a nursing
facility, or an intermediate care facility for the mentally retarded.

(G) Definitions of modified adjusted gross income and household income.-In this paragraph, the terms
"modified adjusted gross income" and "household income" have the meanings given such terms in section
36B(d)(2) of the Internal Revenue Code of 1986.

(H) Continued application of medicaid rules regarding point-in-time income and sources of income.-The
requirement under this paragraph for States to use modified adjusted gross income and household income to
determine income eligibility for medical assistance under the State plan or under any waiver of such plan and for
any other purpose applicable under the plan or waiver for which a determination of income is required shall not
be construed as affecting or limiting the application of-

(1) the requirement under this subchapter and under the State plan or a waiver of the plan to determine an
individual's income as of the point in time at which an application for medical assistance under the State plan or
a waiver of the plan is processed; or



(i1) any rules established under this subchapter or under the State plan or a waiver of the plan regarding sources
of countable income.

(I) Treatment of portion of modified adjusted gross income.-For purposes of determining the income eligibility
of an individual for medical assistance whose eligibility is determined based on the application of modified
adjusted gross income under subparagraph (A), the State shall-

(1) determine the dollar equivalent of the difference between the upper income limit on eligibility for such an
individual (expressed as a percentage of the poverty line) and such upper income limit increased by 5 percentage
points; and

(i1) notwithstanding the requirement in subparagraph (A) with respect to use of modified adjusted gross income,
utilize as the applicable income of such individual, in determining such income eligibility, an amount equal to
the modified adjusted gross income applicable to such individual reduced by such dollar equivalent amount.

(J) Exclusion of parent mentor compensation from income determination.-Any nominal amount received by an
individual as compensation, including a stipend, for participation as a parent mentor (as defined in paragraph (5)
of section 1397mm(f) of this title) in an activity or program funded through a grant under such section shall be
disregarded for purposes of determining the income eligibility of such individual for medical assistance under
the State plan or any waiver of such plan.

(K) Treatment of certain lottery winnings and income received as a lump sum.-

(1) In general.-In the case of an individual who is the recipient of qualified lottery winnings (pursuant to lotteries
occurring on or after January 1, 2018) or qualified lump sum income (received on or after such date) and whose
eligibility for medical assistance is determined based on the application of modified adjusted gross income under
subparagraph (A), a State shall, in determining such eligibility, include such winnings or income (as applicable)
as income received-

(I) in the month in which such winnings or income (as applicable) is received if the amount of such winnings or
income is less than $80,000;

(IT) over a period of 2 months if the amount of such winnings or income (as applicable) is greater than or equal
to $80,000 but less than $90,000;

(IIT) over a period of 3 months if the amount of such winnings or income (as applicable) is greater than or equal
to $90,000 but less than $100,000; and

(IV) over a period of 3 months plus 1 additional month for each increment of $10,000 of such winnings or
income (as applicable) received, not to exceed a period of 120 months (for winnings or income of $1,260,000 or
more), if the amount of such winnings or income is greater than or equal to $100,000.

(i1) Counting in equal installments.-For purposes of subclauses (II), (III), and (IV) of clause (i), winnings or
income to which such subclause applies shall be counted in equal monthly installments over the period of
months specified under such subclause.

(ii1) Hardship exemption.-An individual whose income, by application of clause (i), exceeds the applicable
eligibility threshold established by the State, shall continue to be eligible for medical assistance to the extent that
the State determines, under procedures established by the State (in accordance with standards specified by the



Secretary), that the denial of eligibility of the individual would cause an undue medical or financial hardship as
determined on the basis of criteria established by the Secretary.

(iv) Notifications and assistance required in case of loss of eligibility.-A State shall, with respect to an individual
who loses eligibility for medical assistance under the State plan (or a waiver of such plan) by reason of clause

(1)-
(I) before the date on which the individual loses such eligibility, inform the individual-

(aa) of the individual's opportunity to enroll in a qualified health plan offered through an Exchange established
under title I of the Patient Protection and Affordable Care Act during the special enrollment period specified in
section 9801(f)(3) of title 26 (relating to loss of Medicaid or CHIP coverage); and

(bb) of the date on which the individual would no longer be considered ineligible by reason of clause (i) to
receive medical assistance under the State plan or under any waiver of such plan and be eligible to reapply to
receive such medical assistance; and

(IT) provide technical assistance to the individual seeking to enroll in such a qualified health plan.

(v) Qualified lottery winnings defined.-In this subparagraph, the term "qualified lottery winnings" means
winnings from a sweepstakes, lottery, or pool described in paragraph (3) of section 4402 of title 26 or a lottery
operated by a multistate or multijurisdictional lottery association, including amounts awarded as a lump sum
payment.

(vi) Qualified lump sum income defined.-In this subparagraph, the term "qualified lump sum income" means
income that is received as a lump sum from monetary winnings from gambling (as defined by the Secretary and
including gambling activities described in section 1955(b)(4) of title 18).

http://uscode.house.gov/view.xhtml?req=granuleid:USC-prelim-title42-section1396a&num=0&edition=prelim



42 USC 1396a: State plans for medical assistance Text contains those laws in effect on June 6, 2019

From Title 42-THE PUBLIC HEALTH AND WELFARECHAPTER 7-SOCIAL SECURITYSUBCHAPTER
XIX-GRANTS TO STATES FOR MEDICAL ASSISTANCE PROGRAMS

Jump To: Source CreditFuture AmendmentsReferences In TextCodificationAmendmentsEffective
DateRegulationsMiscellaneousTermination DateConstruction

§1396a. State plans for medical assistance

(a) Contents

A State plan for medical assistance must-

(1) provide that it shall be in effect in all political subdivisions of the State, and, if administered by them, be
mandatory upon them,;

(2) provide for financial participation by the State equal to not less than 40 per centum of the non-Federal share
of the expenditures under the plan with respect to which payments under section 1396b of this title are
authorized by this subchapter; and, effective July 1, 1969, provide for financial participation by the State equal
to all of such non-Federal share or provide for distribution of funds from Federal or State sources, for carrying
out the State plan, on an equalization or other basis which will assure that the lack of adequate funds from local
sources will not result in lowering the amount, duration, scope, or quality of care and services available under
the plan;

(3) provide for granting an opportunity for a fair hearing before the State agency to any individual whose claim
for medical assistance under the plan is denied or is not acted upon with reasonable promptness;

(4) provide (A) such methods of administration (including methods relating to the establishment and
maintenance of personnel standards on a merit basis, except that the Secretary shall exercise no authority with
respect to the selection, tenure of office, and compensation of any individual employed in accordance with such
methods, and including provision for utilization of professional medical personnel in the administration and,
where administered locally, supervision of administration of the plan) as are found by the Secretary to be
necessary for the proper and efficient operation of the plan, (B) for the training and effective use of paid
subprofessional staff, with particular emphasis on the full-time or part-time employment of recipients and other
persons of low income, as community service aides, in the administration of the plan and for the use of nonpaid
or partially paid volunteers in a social service volunteer program in providing services to applicants and
recipients and in assisting any advisory committees established by the State agency, (C) that each State or local
officer, employee, or independent contractor who is responsible for the expenditure of substantial amounts of
funds under the State plan, each individual who formerly was such an officer, employee, or contractor, and each
partner of such an officer, employee, or contractor shall be prohibited from committing any act, in relation to any
activity under the plan, the commission of which, in connection with any activity concerning the United States
Government, by an officer or employee of the United States Government, an individual who was such an officer
or employee, or a partner of such an officer or employee is prohibited by section 207 or 208 of title 18, and (D)
that each State or local officer, employee, or independent contractor who is responsible for selecting, awarding,
or otherwise obtaining items and services under the State plan shall be subject to safeguards against conflicts of

interest that are at least as stringent as the safeguards that apply under chapter 21 of title 41 to persons described
in section 2102(a)(3) of title 41;

(5) either provide for the establishment or designation of a single State agency to administer or to supervise the
administration of the plan; or provide for the establishment or designation of a single State agency to administer
or to supervise the administration of the plan, except that the determination of eligibility for medical assistance
under the plan shall be made by the State or local agency administering the State plan approved under
subchapter I or X VI (insofar as it relates to the aged) if the State is eligible to participate in the State plan
program established under subchapter X VI, or by the agency or agencies administering the supplemental
security income program established under subchapter X VI or the State plan approved under part A of



subchapter IV if the State is not eligible to participate in the State plan program established under subchapter
XVI;

(6) provide that the State agency will make such reports, in such form and containing such information, as the
Secretary may from time to time require, and comply with such provisions as the Secretary may from time to
time find necessary to assure the correctness and verification of such reports;

(7) provide-

(A) safeguards which restrict the use or disclosure of information concerning applicants and recipients to
purposes directly connected with-

(1) the administration of the plan; and

(i1) the exchange of information necessary to certify or verify the certification of eligibility of children for free or
reduced price breakfasts under the Child Nutrition Act of 1966 [42 U.S.C. 1771 et seq.] and free or reduced
price lunches under the Richard B. Russell National School Lunch Act [42 U.S.C. 1751 et seq.], in accordance
with section 9(b) of that Act [42 U.S.C. 1758(b)], using data standards and formats established by the State
agency; and

(B) that, notwithstanding the Express Lane option under subsection (e)(13), the State may enter into an
agreement with the State agency administering the school lunch program established under the Richard B.
Russell National School Lunch Act under which the State shall establish procedures to ensure that-

(1) a child receiving medical assistance under the State plan under this subchapter whose family income does not
exceed 133 percent of the poverty line (as defined in section 9902(2) of this title, including any revision required
by such section), as determined without regard to any expense, block, or other income disregard, applicable to a
family of the size involved, may be certified as eligible for free lunches under the Richard B. Russell National
School Lunch Act and free breakfasts under the Child Nutrition Act of 1966 without further application; and

(11) the State agencies responsible for administering the State plan under this subchapter, and for carrying out the
school lunch program established under the Richard B. Russell National School Lunch Act (42 U.S.C. 1751 et
seq.) or the school breakfast program established by section 4 of the Child Nutrition Act of 1966 (42 U.S.C.
1773), cooperate in carrying out paragraphs (3)(F) and (15) of section 9(b) of that Act [42 U.S.C. 1758(b)];

(8) provide that all individuals wishing to make application for medical assistance under the plan shall have
opportunity to do so, and that such assistance shall be furnished with reasonable promptness to all eligible
individuals;

(9) provide-

(A) that the State health agency, or other appropriate State medical agency (whichever is utilized by the
Secretary for the purpose specified in the first sentence of section 1395aa(a) of this title), shall be responsible for
establishing and maintaining health standards for private or public institutions in which recipients of medical
assistance under the plan may receive care or services,

(B) for the establishment or designation of a State authority or authorities which shall be responsible for
establishing and maintaining standards, other than those relating to health, for such institutions,

(C) that any laboratory services paid for under such plan must be provided by a laboratory which meets the
applicable requirements of section 1395x(e)(9) of this title or paragraphs (16) and (17) of section 1395x(s) of



this title, or, in the case of a laboratory which is in a rural health clinic, of section 1395x(aa)(2)(G) of this title,
and

(D) that the State maintain a consumer-oriented website providing useful information to consumers regarding all
skilled nursing facilities and all nursing facilities in the State, including for each facility, Form 2567 State
inspection reports (or a successor form), complaint investigation reports, the facility's plan of correction, and
such other information that the State or the Secretary considers useful in assisting the public to assess the quality
of long term care options and the quality of care provided by individual facilities;

(10) provide-

(A) for making medical assistance available, including at least the care and services listed in paragraphs (1)
through (5), (17), (21), (28), and (29) of section 1396d(a) of this title, to-

(1) all individuals-

(I) who are receiving aid or assistance under any plan of the State approved under subchapter I, X, XIV, or XVI,
or part A or part E of subchapter IV (including individuals eligible under this subchapter by reason of section

602(?,1)(37),l 606(h),l or 673(b) of this title, or considered by the State to be receiving such aid as authorized
under section 682(6)(6)l of this title),

(IT)(aa) with respect to whom supplemental security income benefits are being paid under subchapter XVI (or
were being paid as of the date of the enactment of section 211(a) of the Personal Responsibility and Work
Opportunity Reconciliation Act of 1996 (P.L. 104-193) and would continue to be paid but for the enactment of
that section), (bb) who are qualified severely impaired individuals (as defined in section 1396d(q) of this title),
or (cc) who are under 21 years of age and with respect to whom supplemental security income benefits would be
paid under subchapter X VI if subparagraphs (A) and (B) of section 1382(c)(7) of this title were applied without
regard to the phrase "the first day of the month following",

(IIT) who are qualified pregnant women or children as defined in section 1396d(n) of this title,

(IV) who are described in subparagraph (A) or (B) of subsection (I)(1) and whose family income does not
exceed the minimum income level the State is required to establish under subsection (1)(2)(A) for such a

family; 2
(V) who are qualified family members as defined in section 1396d(m)(1) of this title,

(VI) who are described in subparagraph (C) of subsection (I)(1) and whose family income does not exceed the
income level the State is required to establish under subsection (1)(2)(B) for such a family,

(VII) who are described in subparagraph (D) of subsection (1)(1) and whose family income does not exceed the
income level the State is required to establish under subsection (1)(2)(C) for such a family; 2

(VIII) beginning January 1, 2014, who are under 65 years of age, not pregnant, not entitled to, or enrolled for,
benefits under part A of subchapter XVIII, or enrolled for benefits under part B of subchapter XVIII, and are not
described in a previous subclause of this clause, and whose income (as determined under subsection (e)(14))
does not exceed 133 percent of the poverty line (as defined in section 1397jj(c)(5) of this title) applicable to a

family of the size involved, subject to subsection (k); Zor

http://uscode.house.gov/view.xhtml?req=granuleid:USC-prelim-title42-section1396a&num=0&edition=prelim



Subpart E—General Eligibility Requirements
t Back to Top

§435.400 Scope.

This subpart prescribes general requirements for determining the eligibility of both
categorically and medically needy individuals specified in subparts B, C, and D of this part.

t Back to Top
§435.401 General rules.

(a) A Medicaid agency may not impose any eligibility requirement that is prohibited under
Title XIX of the Act.

(b) The agency must base any optional group covered under subparts B and C of this part
on reasonable classifications that do not result in arbitrary or inequitable treatment of
individuals and groups and that are consistent with the objectives of Title XIX.

(c) The agency must not use requirements for determining eligibility for optional coverage
groups that are—

(1) [Reserved]

(2) For aged, blind, and disabled individuals, more restrictive than those used under SSI,
except for individuals receiving an optional State supplement as specified in §435.230 or
individuals in categories specified by the agency under §435.121.

[43 FR 45204, Sept. 29, 1978, as amended at 81 FR 86454, Nov. 30, 2016]
t Back to Top

§435.402 [Reserved]
t Back to Top

§435.403 State residence.

(a) Requirement. The agency must provide Medicaid to eligible residents of the State,
including residents who are absent from the State. The conditions under which payment for
services is provided to out-of-State residents are set forth in §431.52 of this chapter.

(b) Definition. For purposes of this section—/nstitution has the same meaning
as Institution and Medical institution, as defined in §435.1010. For purposes of State
placement, the term also includes foster care homes, licensed as set forth in 45 CFR 1355.20,
and providing food, shelter and supportive services to one or more persons unrelated to the
proprietor.


https://www.ecfr.gov/cgi-bin/text-idx?SID=9e130002111f0e9e26b06482f419e31a&mc=true&node=pt42.4.435&rgn=div5#_top
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(c) Incapadbility of indicating intent. For purposes of this section, an individual is
considered incapable of indicating intent if the individual—

(1) Has an 1.Q. of 49 or less or has a mental age of 7 or less, based on tests acceptable
to the Intellectual Disability agency in the State:

(2) Is judged legally incompetent; or

(3) Is found incapable of indicating intent based on medical documentation obtained from
a physician, psychologist, or other person licensed by the State in the field of intellectual
disability.

(d) Who is a State resident. A resident of a State is any individual who:
(1) Meets the conditions in paragraphs (e) through (i) of this section; or

(2) Meets the criteria specified in an interstate agreement under paragraph (k) of this
section.

(e) Placement by a State in an out-of-State institution—(1) General rule. Any agency of
the State, including an entity recognized under State law as being under contract with the
State for such purposes, that arranges for an individual to be placed in an institution located in
another State, is recognized as acting on behalf of the State in making a placement. The State
arranging or actually making the placement is considered as the individual's State of
residence.

(2) Any action beyond providing information to the individual and the individual's family
would constitute arranging or making a State placement. However, the following actions do not
constitute State placement:

(i) Providing basic information to individuals about another State's Medicaid program, and
information about the availability of health care services and facilities in another State.

(i) Assisting an individual in locating an institution in another State, provided the individual
is capable of indicating intent and independently decides to move.

(3) When a competent individual leaves the facility in which the individual is placed by a
State, that individual's State of residence for Medicaid purposes is the State where the
individual is physically located.

(4) Where a placement is initiated by a State because the State lacks a sufficient number
of appropriate facilities to provide services to its residents, the State making the placement is
the individual's State of residence for Medicaid purposes.

(f) Individuals receiving a State supplementary payment (SSP). For individuals of any age
who are receiving an SSP, the State of residence is the State paying the SSP.

(9) Individuals receiving Title IV-E payments. For individuals of any age who are receiving
Federal payments for foster care and adoption assistance under title IV-E of the Social



Security Act, the State of residence is the State where the child lives.

(h) Individuals age 21 and over. Except as provided in paragraph (f) of this section, with
respect to individuals age 21 and over —

(1) For an individual not residing in an institution as defined in paragraph (b) of this
section, the State of residence is the State where the individual is living and—

(i) Intends to reside, including without a fixed address; or

(i) Has entered the State with a job commitment or seeking employment (whether or not
currently employed).

(2) For an individual not residing in an institution as defined in paragraph (b) of this
section who is not capable of stating intent, the State of residency is the State where the
individual is living.

(3) For any institutionalized individual who became incapable of indicating intent before
age 21, the State of residence is—

(i) That of the parent applying for Medicaid on the individual's behalf, if the parents reside
in separate States (if a legal guardian has been appointed and parental rights are terminated,
the State of residence of the guardian is used instead of the parent's);

(i) The parent's or legal guardian's State of residence at the time of placement (if a legal
guardian has been appointed and parental rights are terminated, the State of residence of the
guardian is used instead of the parent's); or

(iif) The current State of residence of the parent or legal guardian who files the application
if the individual is institutionalized in that State (if a legal guardian has been appointed and
parental rights are terminated, the State of residence of the guardian is used instead of the
parent's).

(iv) The State of residence of the individual or party who files an application is used if the
individual has been abandoned by his or her parent(s), does not have a legal guardian and is
institutionalized in that State.

(4) For any institutionalized individual who became incapable of indicating intent at or
after age 21, the State of residence is the State in which the individual is physically present,
except where another State makes a placement.

(5) For any other institutionalized individual, the State of residence is the State where the
individual is living and intends to reside.

(i) Individuals under age 21. For an individual under age 21 who is not eligible for
Medicaid based on receipt of assistance under title IV-E of the Act, as addressed in paragraph
(g) of this section, and is not receiving a State supplementary payment, as addressed in
paragraph (f) of this section, the State of residence is as follows:



(1) For an individual who is capable of indicating intent and who is emancipated from his
or her parent or who is married, the State of residence is determined in accordance with
paragraph (h)(1) of this section.

(2) For an individual not described in paragraph (i)(1) of this section, not living in an
institution as defined in paragraph (b) of this section and not eligible for Medicaid based on
receipt of assistance under title IV-E of the Act, as addressed in paragraph (g) of this section,
and is not receiving a State supplementary payment, as addressed in paragraph (f) of this
section, the State of residence is:

(i) The State where the individual resides, including without a fixed address; or

(i) The State of residency of the parent or caretaker, in accordance with paragraph (h)(1)
of this section, with whom the individual resides.

(3) For any institutionalized individual who is neither married nor emancipated, the State
of residence is—

(i) The parent's or legal guardian's State of residence at the time of placement (if a legal
guardian has been appointed and parental rights are terminated, the State of residence of the
guardian is used instead of the parent's); or

(i) The current State of residence of the parent or legal guardian who files the application
if the individual is institutionalized in that State (if a legal guardian has been appointed and
parental rights are terminated, the State or residence of the guardian is used instead of the
parent's).

(iif) The State of residence of the individual or party who files an application is used if the
individual has been abandoned by his or her parent(s), does not have a legal guardian and is
institutionalized in that State.

(j) Specific prohibitions. (1) The agency may not deny Medicaid eligibility because an
individual has not resided in the State for a specified period.

(2) The agency may not deny Medicaid eligibility to an individual in an institution, who
satisfies the residency rules set forth in this section, on the grounds that the individual did not
establish residence in the State before entering the institution.

(3) The agency may not deny or terminate a resident's Medicaid eligibility because of that
person's temporary absence from the State if the person intends to return when the purpose of
the absence has been accomplished, unless another State has determined that the person is
a resident there for purposes of Medicaid.

(k) Interstate agreements. A State may have a written agreement with another State
setting forth rules and procedures resolving cases of disputed residency. These agreements
may establish criteria other than those specified in paragraphs (c) through (i) of this section,
but must not include criteria that result in loss of residency in both States or that are prohibited
by paragraph (j) of this section. The agreements must contain a procedure for providing



Medicaid to individuals pending resolution of the case. States may use interstate agreements
for purposes other than cases of disputed residency to facilitate administration of the program,
and to facilitate the placement and adoption of title IV-E individuals when the child and his or
her adoptive parent(s) move into another State.

() Continued Medicaid for institutionalized beneficiaries. If an agency is providing
Medicaid to an institutionalized beneficiary who, as a result of this section, would be
considered a resident of a different State—

(1) The agency must continue to provide Medicaid to that beneficiary from June 24, 1983
until July 5, 1984, unless it makes arrangements with another State of residence to provide
Medicaid at an earlier date: and

(2) Those arrangements must not include provisions prohibited by paragraph (i) of this
section.

(m) Cases of disputed residency. Where two or more States cannot resolve which State is
the State of residence, the State where the individual is physically located is the State of
residence.

[49 FR 13531, Apr. 5, 1984, as amended at 55 FR 48609, Nov. 21, 1990; 71 FR 39222, July 12, 2006;
77 FR 17206, Mar. 23, 2012]
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§435.404 Applicant's choice of category.

The agency must allow an individual who would be eligible under more than one category
to have his eligibility determined for the category he selects.

t Back to Top

§435.406 Citizenship and non-citizen eligibility.
(a) The agency must provide Medicaid to otherwise eligible individuals who are—
(1) Citizens and nationals of the United States, provided that—

(i) The individual has made a declaration of United States citizenship, as defined in
§435.4, or an individual described in paragraph (a)(3) of this section has made such
declaration on the individual's behalf, and such status is verified in accordance with paragraph
(c) of this section; and

(i) For purposes of the declaration and citizenship verification requirements discussed in
paragraphs (a)(1)(i) of this section, an individual includes applicants under a section 1115
demonstration (including a family planning demonstration project) for which a State receives
Federal financial participation in its expenditures.


https://www.ecfr.gov/cgi-bin/text-idx?SID=9e130002111f0e9e26b06482f419e31a&mc=true&node=pt42.4.435&rgn=div5#_top
https://www.ecfr.gov/cgi-bin/text-idx?SID=9e130002111f0e9e26b06482f419e31a&mc=true&node=pt42.4.435&rgn=div5#_top

(iii) The following groups of individuals are exempt from the requirement to provide
documentation to verify citizenship in paragraph (c) of this section:

(A) Individuals receiving SSI benefits under title XVI of the Act.
(B) Individuals entitled to or enrolled in any part of Medicare.

(C) Individuals receiving disability insurance benefits under section 223 of the Act or
monthly benefits under section 202 of the Act, based on the individual's disability (as defined
in section 223(d) of the Act).

(D) Individuals who are in foster care and who are assisted under Title IV-B of the Act,
and individuals who are beneficiaries of foster care maintenance or adoption assistance
payments under Title IV-E of the Act.

(E)(7) Individuals who are or were deemed eligible for Medicaid in the State under
§435.117 or §457.360 of this chapter on or after July 1, 2006, based on being born to a
pregnant woman eligible under the State's Medicaid or CHIP state plan or waiver of such plan;

(2) At State option, individuals who were deemed eligible for coverage under §435.117 or
§457.360 of this chapter in another State on or after July 1, 2006, provided that the agency
verifies such deemed eligibility.

(2)(i) Except as specified in 8 U.S.C. 1612(b)(1) (permitting States an option with respect
to coverage of certain qualified non-citizens), qualified non-citizens as described in section
431 of the Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (8 U.S.C.
1641) (including qualified non-citizens subject to the 5-year bar) who have provided
satisfactory documentary evidence of Qualified Non-Citizen status, which status has been
verified with the Department of Homeland Security (DHS) under a declaration required by
section 1137(d) of the Act that the applicant or beneficiary is an non-citizen in a satisfactory
immigration status.

(ii) The eligibility of qualified non-citizens who are subject to the 5-year bar in 8 U.S.C.
1613 is limited to the benefits described in paragraph (b) of this section.

(3) For purposes of paragraphs (a)(1) and (2), of this section, a declaration of citizenship
or satisfactory immigration status may be provided, in writing and under penalty of perjury, by
an adult member of the individual's household, an authorized representative, as defined in
§435.923, or if the applicant is a minor or incapacitated, someone acting responsibly for the
applicant provided that such individual attests to having knowledge of the individual's status.

(b) The agency must provide payment for the services described in §440.255(c) of this
chapter to residents of the State who otherwise meet the eligibility requirements of the State
plan (except for receipt of AFDC, SSI, or State Supplementary payments) who are qualified
non-citizens subject to the 5-year bar or who are non-qualified non-citizens who meet all
Medicaid eligibility criteria, except non-qualified non-citizens need not present a social security
number or document immigration status.



(c) The agency must verify the declaration of citizenship or satisfactory immigration status
under paragraph (a)(1) or (2) of this section in accordance with §435.956.

[55 FR 36819, Sept. 7, 1990, as amended at 56 FR 10807, Mar. 14, 1991; 71 FR 39222, July 12,
2006; 72 FR 38691, July 13, 2007; 81 FR 86454, Nov. 30, 2016]
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§435.407 Types of acceptable documentary evidence of citizenship.

(a) Stand-alone evidence of citizenship. The following must be accepted as sufficient
documentary evidence of citizenship:

(1) A U.S. passport, including a U.S. Passport Card issued by the Department of State,
without regard to any expiration date as long as such passport or Card was issued without
limitation.

(2) A Certificate of Naturalization.
(3) A Certificate of U.S. Citizenship.

(4) A valid State-issued driver's license if the State issuing the license requires proof of
U.S. citizenship, or obtains and verifies a SSN from the applicant who is a citizen before
issuing such license.

(5)(i) Documentary evidence issued by a Federally recognized Indian Tribe identified in
the FEDERAL REGISTER by the Bureau of Indian Affairs within the U.S. Department of the
Interior, and including Tribes located in a State that has an international border, which—

(A) Identifies the Federally recognized Indian Tribe that issued the document;
(B) Identifies the individual by name; and
(C) Confirms the individual's membership, enrollment, or affiliation with the Tribe.

(i) Documents described in paragraph (a)(5)(i) of this section include, but are not limited
to:

(A) A Tribal enrollment card;
(B) A Certificate of Degree of Indian Blood;
(C) A Tribal census document;

(D) Documents on Tribal letterhead, issued under the signature of the appropriate Tribal
official, that meet the requirements of paragraph (a)(5)(i) of this section.

(6) A data match with the Social Security Administration.


https://www.ecfr.gov/cgi-bin/text-idx?SID=9e130002111f0e9e26b06482f419e31a&mc=true&node=pt42.4.435&rgn=div5#_top

(b) Evidence of citizenship. If an applicant does not provide documentary evidence from
the list in paragraph (a) of this section, the following must be accepted as satisfactory
evidence to establish citizenship if also accompanied by an identity document listed in
paragraph (c) of this section—

(1) A U.S. public birth certificate showing birth in one of the 50 States, the District of
Columbia, Guam, American Samoa, Swain's Island, Puerto Rico (if born on or after January
13, 1941), the Virgin Islands of the U.S. or the CNMI (if born after November 4, 1986, (CNMI
local time)). The birth record document may be issued by a State, Commonwealth, Territory, or
local jurisdiction. If the document shows the individual was born in Puerto Rico or the Northern
Mariana Islands before the applicable date referenced in this paragraph, the individual may be
a collectively naturalized citizen. The following will establish U.S. citizenship for collectively
naturalized individuals:

(i) Puerto Rico: Evidence of birth in Puerto Rico and the applicant's statement that he or
she was residing in the U.S., a U.S. possession, or Puerto Rico on January 13, 1941.

(i) Northern Mariana Islands (NMI) (formerly part of the Trust Territory of the Pacific
Islands (TTPI)):

(A) Evidence of birth in the NMI, TTPI citizenship and residence in the NMI, the U.S., or a
U.S. Territory or possession on November 3, 1986, (NMI local time) and the applicant's
statement that he or she did not owe allegiance to a foreign State on November 4, 1986 (NMI
local time);

(B) Evidence of TTPI citizenship, continuous residence in the NMI since before November
3, 1981 (NMI local time), voter registration before January 1, 1975, and the applicant's
statement that he or she did not owe allegiance to a foreign State on November 4, 1986 (NMI
local time);

(C) Evidence of continuous domicile in the NMI since before January 1, 1974, and the
applicant's statement that he or she did not owe allegiance to a foreign State on November 4,
1986 (NMI local time). Note: If a person entered the NMI as a nonimmigrant and lived in the
NMI since January 1, 1974, this does not constitute continuous domicile and the individual is
not a U.S. citizen.

(2) At State option, a cross match with a State vital statistics agency documenting a
record of birth.

(3) A Certification of Report of Birth, issued to U.S. citizens who were born outside the
U.S.

(4) A Report of Birth Abroad of a U.S. Citizen.
(5) A Certification of birth in the United States.

(6) A U.S. Citizen 1.D. card.



(7) A Northern Marianas Identification Card issued by the U.S. Department of Homeland
Security (or predecessor agency).

(8) A final adoption decree showing the child's name and U.S. place of birth, or if an
adoption is not final, a Statement from a State-approved adoption agency that shows the
child's name and U.S. place of birth.

(9) Evidence of U.S. Civil Service employment before June 1, 1976.
(10) U.S. Military Record showing a U.S. place of birth.

(11) A data match with the SAVE Program or any other process established by DHS to
verify that an individual is a citizen.

(12) Documentation that a child meets the requirements of section 101 of the Child
Citizenship Act of 2000 as amended (8 U.S.C. 1431).

(13) Medical records, including, but not limited to, hospital, clinic, or doctor records or
admission papers from a nursing facility, skilled care facility, or other institution that indicate a
U.S. place of birth.

(14) Life, health, or other insurance record that indicates a U.S. place of birth.

(15) Official religious record recorded in the U.S. showing that the birth occurred in the
U.S.

(16) School records, including pre-school, Head Start and daycare, showing the child's
name and U.S. place of birth.

(17) Federal or State census record showing U.S. citizenship or a U.S. place of birth.

(18) If the applicant does not have one of the documents listed in paragraphs (a) or (b)(1)
through (17) of this section, he or she may submit an affidavit signed by another individual
under penalty of perjury who can reasonably attest to the applicant's citizenship, and that
contains the applicant's name, date of birth, and place of U.S. birth. The affidavit does not
have to be notarized.

(c) Evidence of identity. (1) The agency must accept the following as proof of identity,
provided such document has a photograph or other identifying information sufficient to
establish identity, including, but not limited to, name, age, sex, race, height, weight, eye color,
or address:

(i) Identity documents listed at 8 CFR 274a.2 (b)(1)(v)(B)(1), except a driver's license
issued by a Canadian government authority.

(ii) Driver's license issued by a State or Territory.

(iif) School identification card.



(iv) U.S. military card or draft record.

(v) Identification card issued by the Federal, State, or local government.
(vi) Military dependent'’s identification card.

(vii) U.S. Coast Guard Merchant Mariner card.

(viii) For children under age 19, a clinic, doctor, hospital, or school record, including
preschool or day care records.

(ix) A finding of identity from an Express Lane agency, as defined in section 1902(e)(13)
(F) of the Act.

(x) Two other documents containing consistent information that corroborates an
applicant's identity. Such documents include, but are not limited to, employer identification
cards; high school, high school equivalency and college diplomas; marriage certificates;
divorce decrees; and property deeds or titles.

(2) Finding of identity from a Federal or State governmental agency. The agency may
accept as proof of identity a finding of identity from a Federal agency or another State agency
(not described in paragraph (c)(1)(ix) of this section), including but not limited to a public
assistance, law enforcement, internal revenue or tax bureau, or corrections agency, if the
agency has verified and certified the identity of the individual.

(3) If the applicant does not have any document specified in paragraph (c)(1) of this
section and identity is not verified under paragraph (c)(2) of this section, the agency must
accept an affidavit signed, under penalty of perjury, by a person other than the applicant who
can reasonably attest to the applicant's identity. Such affidavit must contain the applicant's
name and other identifying information establishing identity, as described in paragraph (c)(1)
of this section. The affidavit does not have to be notarized.

(d) Verification of citizenship by a Federal agency or another State. The agency may rely,
without further documentation of citizenship or identity, on a verification of citizenship made by
a Federal agency or another State agency, if such verification was done on or after July 1,
2006.

(e) Assistance with obtaining documentation. States must provide assistance to
individuals who need assistance in securing satisfactory documentary evidence of citizenship
in a timely manner.

(f) Documentary evidence. A photocopy, facsimile, scanned or other copy of a document
must be accepted to the same extent as an original document under this section, unless
information on the copy submitted is inconsistent with other information available to the
agency or the agency otherwise has reason to question the validity of, or the information in,
the document.

81 FR 86455, Nov. 30, 20 ,
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Medicaid Base Population...

2009-11 2011-13
Total Population ACS PUMS ACS PUMS
Florida Resident
Population 18,849,600 19,319,031
Insured 14,808,869 15,326,577
Medicaid, etc.** 2,947,715 3,342,015
Other health insurance 11,861,154 11,984,562
Uninsured 4,040,731 3,992,454
Florida Resident Citizens*
Population 16,986,587 17,493,281
Insured 13,977,342 14,493,194
Medicaid, etc.** 2,770,954 3,139,393
Other health insurance 11,206,388 11,353,801
Uninsured 3,009,245 3,000,087

* Excludes individuals who are not a citizen of the US, inclusive of legal and illegal residents
**Medicaid, etc. = Medicaid, medical assistance, oranykind of government-
assistance plan forthose with low incomes or a disability

Source: US Census Bureau, American Community Survey, Public Use Microdata Sample (ACS PUMS)

While the 2011-13 ACS PUMS data represents a later period than the earlier EDR
analysis, it would still reflect coverage prior to the Affordable Care Act (ACA)
Exchange activities.



Medicaid Expansion Base Population...

Difference between

Difference between

Using Same Assumptions Using New 2011-13 ACS PUMS using
.. ] ] , . 2011-13 and 2009-2011
Medicaid Expansion Base Population | as EDR's March 4, 2013 Analysis . , Thresholds both the New
ACS PUMS using EDR's
2009-11 2011-13 March 4. 2013 2011-13 Thresholds and EDR's
i i - i March 4, 2013
ACS PUMS ACS PUMS Assumptions ACS PUMS .
(A (8) (O)=(B)-(A) (D) Asumptions
Group (E)=(D)-(B)
Inf.amts 0 0 0 Already 0
Children Aged 1-5 2,546 1,807 -739 -1,807
) Covered
Children Aged 6-18 56,254 68,278 12,024 -68,278
Aged 19-20 50,717 49,892 -825 48,269 -1,623
Pregnant Women 0 0 0 0 0
SSI 901 1,000 99 968 -32
Parents 193,206 187,972 -5,234 179,297 -8,675
Childless Adults 574,795 631,490 56,695 608,022 -23,468
Total 878,419 940,439 62,020 836,556 -103,883

Assumptions
Expansion Level
Ages 19-20
Parents

EDR March 4, 2013 Analysis
Less than 138% FPL
Less than 22% FPL
Less than 22% FPL

EDR March 24, 2015 Analysis

Less than 133% FPL
Less than 18% FPL
Less than 18% FPL

The 2011-13 Medicaid Expansion base population of 836,556 was further screened
to exclude persons aged 65 or older, resulting in a new base population of 829,802.




Characteristics of the Expansion
Base Population...

Medicaid Expansion Base Population
Excluding Persons Aged 65 and Over

Disabled
0.1% In School

13.4%

Population of 829,802

Not in School and Not
Working
48.3%

Working and
Not in School
38.2%



Crowd Out Population...

e The crowd out population is individuals who are

only paying for private health insurance today and
who would qualify for Medicaid coverage under
expansion.

e Using the 2011-13 ACS PUMS data, there were
122,704 individuals who would be classified as
crowd out population.
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Medicaid Base Expansion Population
and Likely Presenters...

e Crowd out Population:
The analysis assumes that 100% of the crowd out population would present
because they have insurance today.

e Medicaid Expansion Base Population:

A take-up rate of 85.8% was applied to the Medicaid Expansion population,
derived from the health insurance participation rate of today’s Medicaid
eligible population.
e The total number of likely presenters is 834,674. This number is
subsequently adjusted for population growth.

2011-13
2009-11 2011-13 ACS PUMS
ACS PUMS ACS PUMS Excluding Persons Aged 65 and Over

Medicaid Expansion Base Population 878,419 836,556 829,802
Likely Presenters Population Take-up Rate Population Take-up Rate Population Take-up Rate

CHIP "Woodworking Shift" 14,700 25.0% Already Covered Already Covered

Uninsured Presenters 653,236 79.7% 717,765 85.8% 711,970 85.8%

Crowd Out 131,791 100.0% 125,225 100.0% 122,704 100.0%
Total 799,727 842,990 834,674

2009-11 analysis shows CHIP "Woodworking Shift" which is onlyapplicable to Children Aged 1-5 and 6-18




Expansion Expenditures with Caseload...
(New Participants in Medicaid)

FY 15-16

FY 16-17

FY 17-18

FY 18-19

FY19-20

Uninsured Presenters
Total expenditures

Crowd Out

Total expenditures

Total

Total expenditures

Expansion FMAP
Federal Expenditures

State Expenditures

742,677
$2,872,367,920

122,704
$472,569,192

865,381
$3,344,937,112

100%
$3,344,937,112
S0

753,446
$3,004,377,283

122,704
$487,221,758

876,150
$3,491,599,041

97.50%
$3,404,309,065
$87,289,976

764,167
$3,132,873,391

122,704
$500,933,418

886,871
$3,633,806,809

94.50%
$3,433,947,435
$199,859,374

774,835
$3,266,016,165

122,704
$515,030,960

897,539
$3,781,047,125

93.50%
$3,535,279,062
$245,768,063

785,423
$3,403,809,912

122,704
$529,525,241

908,127
$3,933,335,153

91.50%
$3,599,001,665
$334,333,488




Medically Needy...

e Non-pregnant adults aged 19-64 under 133% FPL
would automatically transition from the Medically
Needy Program to Medicaid Expansion.

e Because this is a shift from one Medicaid Program
to another, there would be no change to the
overall Medicaid caseload.

e Transition of these individuals would result in state
savings due to the different federal participation
matching rates.



Medically Needy Expenditures and Savings

with Caseload...

FY15-16 FY16-17 FY17-18 FY18-19 FY19-20
Caseload 25,964 25,886 25,808 25,731 25,653
Per Capita Expenditures $23,157 $23,273 $23,389 $23,506 $23,624

Total Expenditures

Non-expansion Medically
Needy FMAP

Non-expansion Federal
Expenditures

Non-expansion State
Expenditures

Expansion FMAP

Expansion Federal
Expenditures

Expansion State
Expenditures

Expansion State Savings

$601,244,252

60.51%

$363,812,897

$237,431,355
100.0%

$601,244,252

SO
$237,431,355

$602,437,722

61.17%

$368,511,154

$233,926,568
97.5%

$587,376,779

$15,060,943
$218,865,625

$603,633,560

61.33%

$370,208,463

$233,425,097
94.5%

$570,433,715

$33,199,845
$200,225,252

$604,831,773

61.50%

$371,971,540

$232,860,233
93.5%

$565,517,708

$39,314,065
$193,546,168

$606,032,364

61.74%

$374,164,382

$231,867,982
91.5%

$554,519,613

$51,512,751
$180,355,231
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Substance Abuse and Mental Health
Treatment from DCF...

e Non-pregnant clients aged 19-64 under 133% FPL would
automatically transition from state supported substance abuse and
mental health program services to eligible Medicaid services under
Medicaid Expansion.

e Much of the Department of Children and Families’ behavioral health
funding comes from the federal government in the form of block
grants. For FY 2013-14:

The Substance Abuse Prevention and Treatment block grant represented
approximately $100 million.

The Community Mental Health block grant was approximately $S29
million.

e These grants require maintenance of effort (MOE) funding from the

state based on a rolling two-year average.
11



Substance Abuse and Mental Health MOE...

Community Mental Health Block Grant:

For FY 2014-15 the state MOE is $73 million.
State dollars spent at other agencies can count towards DCF’'s MOE for the
block grant.

Substance Abuse Prevention and Treatment Block Grant:

For FY 2014-15 the state MOE is $96 million.

State dollars spent at other agencies cannot count towards DCF’s MOE for
the block grant. Only dollars that flow through DCF can count.

For the past several years the Department has fallen short of the MOE ($4-
14 Million). The Department has had to request a waiver from the federal
government in order to keep the block grant.

Freed MOE dollars will have to be used for wraparound
services not covered by Medicaid and new or additional
services not offered by the state today. For the purposes of

this analysis, no state savings are assumed.
12



Agency for Persons with Disabilities...

Non-pregnant adults aged 19-64 under 133% FPL would automatically
transition from the waitlist for the Developmental Disabilities Home and
Community-Based Services Waiver to Medicaid Expansion.

The Agency for Persons with Disabilities (APD) does not have current
income information on waitlist clients. When a waiver slot becomes
available, individuals on the waitlist go through a determination process
to confirm eligibility for the waiver. At that time, income information is
obtained.

In a preliminary analysis, APD compiled data on FY 2012-13 expenditures
for Individual and Family Supports (IFS) services provided to waitlist
members, and classified those services as those that are covered under
the Medicaid State Plan and those that are not. Services that were
classified as potentially Medicaid covered include transportation, supplies
and equipment, and home assistance.

An analysis prepared several years ago was based on an assumption of

Medicaid coverage up to 138% FPL.
13



Agency for Persons with Disabilities...

(A) Current Law and Current Administration

Unique IFS Total IFS Medicaid Not Medicaid | Annual Expenditure per User
SFY 2012-2013 Service Users’  Expenditures Covered? Covered Covered Not Covered
Under Age 21 878 $1,022,223 $483,755 $538,468 $550.97 $613.29
Ages 21 - 64 1,341 $4,480,695 $1,172,418 $3,308,277 $874.29 $2,467.02
Ages 65 and Older 45 $314,854 $33,981 $280,872 $755.14 $6,241.61
Total 2,264 $5,817,772 $1,690,154 $4,127,618 $746.53 $1,823.15

!Data consists of non-waiver clients who are currently not Medicaid eligible

’Determination based on high-level review only. More definitive results would require more extensive analysis of specific services and

provider types.

(B) Expand Medicaid to 138% FPL and Provide Services through Medicaid

Upper Bound
Low (50%) High (75%) (100%)
Population Shifting to Medicaid 1,110 1,664 2,219
Annual Expenditure per Client $746.36 $746.36 $746.36
Expenditures shifting to Medicaid $828,086 $1,242,130 $1,656,173

For the purposes of this analysis, no state savings are assumed.

14



Department of Corrections...

The state inmate population is not included in the Medicaid Expansion population
because their inclusion would require additional actions by the Legislature and
federal approval.

Currently, inmate health care services under the Department of Corrections are paid
for with state General Revenue Funds.

While there is federal authorization for Medicaid to cover inpatient hospital services
provided to eligible inmates in non-correctional inpatient hospital settings, the
federal option has not been exercised in Florida.

Implementation of this issue would require administrative issues to be addressed:

Overlay with current contracts for privatized health care services for the DOC
population, and

Administrative process for eligibility determination among AHCA, DOC, DCF, and
the private companies involved in inmate health care.

An analysis prepared several years ago was based on an assumption of Medicaid
coverage up to 138% FPL.

15



Department of Corrections...

(A) Current Law and Current Administration

October 2013 | Assumed Income Distribution* Annual Inpatient & Related Physician
Caseload Below 138%FPL Above 138%FPL Expenditures (5 year average)
Non Pregnant adults < 21 2,979 2,830 149 General Revenue $65,084,627
Non Pregnant adults 21-64 95,758 90,970 4,788 Annual Days 15,808
Pregnant Women 29 28 1 Cost per Day $4,117
Adults 65+ 2,358 2,240 118 Annual Exp per Inmate S644
Total 101,124 96,068 5,056

Potentially Eligible for Medicaid Expansion

*The Department of Corrections does not have information on inmate income status prior to incarceration. For purposes of this cost savings analysis,
DOC has made the assumption that 95% of the inmate population meets the 138% FPL eligibility requirement.

(B) Expand Medicaid to 138% FPL and Provide Inmate Hospital Inpatient Services through Medicaid

Population Shifting to Medicaid
Annual Expenditure per Inmate
DOC Expenditures shifting to Medicaid

93,828
$643.61

$60,388,640 General Revenue

16



Medicaid Expansion Cost Summary...

FY 15-16 FY 16-17 FY 17-18 FY 18-19 FY19-20
Total caseload 891,345 902,036 912,679 923,270 933,780
Uninsured Presenters and Crowd Out 865,381 876,150 886,871 897,539 908,127
Medically Needy 25,964 25,886 25,808 25,731 25,653
Total expenditures (millions) $3,946.1 $4,094.0 $4,237.4 $4,385.8 $4,539.3
Uninsured Presenters and Crowd Out S3,344.9 $3,491.6 S3,633.8 $3,781.0 $3,933.3
Medically Needy S601.2 $602.4 S603.6 S604.8 $606.0
State Expenditures (millions) SO $102.4 $233.1 $285.1 $385.8
State Expenditures per capita (dollars) SO $113 $255 $309 $413

This chart reflects the costs (state and federal) directly associated with the
Expansion Program and does not include the savings generated from the

Medically Needy Program.

17



Insurance Premium Tax: Affordable Care
Act Adjustment...

e The current revenue forecast assumes 1.44 million individuals
are induced by the Affordable Care Act to obtain private
insurance that is subject to the Insurance Premium Tax in the
2015 calendar year.

e This analysis assumes that 234,284 of the 1.44 million
individuals would qualify for and move to Medicaid under
Expansion in lieu of seeking private insurance. This number
grows and is included within the uninsured presenters.

e By enacting Medicaid Expansion, the premiums and tax
collections from the underlying Insurance Premium Tax
forecast associated with these individuals would be removed.

18



Insurance Premium Tax: Crowd Out
Adjustment...

e 122,704 persons currently have private individual
insurance and would qualify for Medicaid under
Expansion.

e This analysis assumes this cohort of 122,704 would forgo
private insurance for Medicaid, removing them from the
current pool of privately insured.

e By enacting Medicaid Expansion, the premiums and tax
collections from the underlying Insurance Premium Tax
forecast associated with the 122,704 would be removed.

19



Medicaid Expansion Revenue Summary:

Insurance Premium Tax...

Insurance Premium Tax Collections

2015-16 2016-17 2017-18 2018-19 2019-20
March 2015 GR Estimating Conference
Insurance Premium Tax ACA Baseline $55,236,517 $46,126,417 $50,153,552 $52,159,694 $54,246,081
Newly Insured Impact (57,226,394) ($6,187,003) (56,570,490) (56,807,356) ($7,108,618)
Existing Insured Crowd Out Impact ($1,722,352) ($1,777,489) ($1,831,001) ($1,885,844) ($1,942,432)
Total Cash Impact ($8,948,746) ($7,964,492) ($8,401,492) ($8,693,199) ($9,051,049)
New Insurance Premium Tax ACA Baseline $46,287,771 $38,161,925 $41,752,060 $43,466,495 $45,195,032

20



Overall Fiscal Impact...

2015-16 2016-17 2017-18 2018-19 2019-20
Caseload  State $88 | Caseload  State $$$ | Caseload  State $$$ | Caseload  State $$$ | Caseload  State $$$

Uninsured Presenters (new)* 742,677 - 753,446 (75.1)| 764,167 (172.3)| 774,835 (212.3)| 785,423 (289.3)
Crowd-Out (new) 122,704 - 122,704 (12.2) 122,704 (27.6) 122,704 (33.5) 122,704 (45.0)
Medically Needy Shift (net)** - 237.4 - 218.9 - 200.2 - 193.5 - 180.4
Medicaid Subtotal 865,381 237.4 876,150 131.6 886,871 0.3 897,539 -52.3 908,127 -153.9
Insurance Premium Revenue Adj. - (8.9) - (8.0) - (8.4) - (8.7) - (9.1)
Total 865,381 228.5 876,150 123.6 886,871 (8.1) 897,539 (61.0) 908,127 (163.0)

Note: Dollars in Millions; Positive Total = Surplus; Negative Total = Shortfall

*Includes qualifying persons on the waitlist for the APD Developmental Services Waiver and service recipients in the DCF Substance Abuse and Mental Health Program.
**Assumes approximately 26,000 non-pregnant adults aged 19-64 shift from the Medically Needy Program to the Expansion Program, with no other changes.

Shifted Medically Needy

Expansion Program Count

25,964

891,345

25,886

902,036

25,808

912,679

25,731

923,270

25,653

933,780
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Phase 1 — Simple Expansion Assumptions...
July 1, 2015 to no later than April 1, 2016

e Simple expansion with the exception that the Crowd Out population
has a new decision framework that causes them not to present during
Phase 1.

Underlying Expansion Population...
Uninsured Presenters have a take-up rate of 85.8%.

50% present July 1, 2015; the remainder are split evenly to present on August 1,
2015; September 1, 2015; October 1, 2015.

Crowd Out...

Since this group already has insurance, they will wait for the FHIX options to become
known and then make a decision at the beginning of Phase 2.

Medically Needy...

Splits into three groups:

Group 1 — Children under the age of 19 and Pregnant Women who do not otherwise qualify for
Medicaid are enrolled until October 1, 2019.

Group 2 — Persons aged 19-64 above 133% FPL and Seniors at all income levels are disenrolled on
October 1, 2015.

Group 3 — Persons aged 19-64 below 133% FPL move to Phase 1 — Simple Expansion on July 1, 2015
with a take-up rate 100% (shift population).



Phase 1 — Simple Expansion Enrollees...

Expansion Population in Phase 1 - Simple Expansion Assumptions FY 2015-16
Eligible Universe 865,591
Take-Up Rate (85.8%) 85.8% 742,677
Phase 1- Uninsured Presenters (100.0%)
present July-October 2015 100.0% 742,677

Crowd Out in Phase 1 - Simple Expansion Assumptions FY 2015-16
Eligible Universe 122,704
Take-Up Rate (0.0%) 0.0% -
Phase 1- Crowd Out Enrollees (100.0%) 100.0% -

Medically Needy in Phase 1 - Simple Expansion Assumptions FY 2015-16
Shift Population 25,964
Take-Up Rate (100.0%) 100.0% 25,964
Phase 1- Medically Needy Enrollees (100.0%)
presentJuly 1, 2015 100.0% 25,964

Phase 1- Simple Expansion Total Enrollees 768,641




Phase 2 — FHIX Assumptions...

Beginning January 1, 2016

e Phase 2 Expansion Enrollees - Uninsured Presenters from Phase 1 are:

Reduced for Constraints (64.4% remain).
School
Employment by hours for parents and others
Job Seekers
Disabled

Increased for Caregivers (estimated to be 6,857 in the base population).
Further reduced for attrition between Phase 1 and Phase 2 (70.0% remain).

Participants present evenly during the months of January through March 2016
Some Phase 1 Uninsured Presenters disenroll, while others transition to FHIX.

e Crowd Out...

The Eligible Universe was screened to determine those most likely to stay with private
insurance (approximately 67% based on school status, youth, and probability of
constraint failure).

The remaining population was reduced again by 50% to reflect those making a case by
case decision based on specific FHIX offerings.

This population presents evenly during the months of January through March 2016.
e Medically Needy...

Group 3 transitions from Phase 1 to Phase 2 during the months of January through
March 2016 (33.33% each month).



Phase 2 — FHIX Assumptions...

Beginning January 1, 2016

e Assumptions (continued):

It is unclear what the insurance coverage options will be for those
enrolled in Phase 1 who do not transition to Phase 2. At least
Phase 1 will be deemed a Medicaid program; the status of Phase 2
is unknown until federal approval is given. If Phase 2 is also
deemed to be a Medicaid program, potential enrollees may no
longer be eligible for subsidies through the Exchange.

All Phase 2 participants continue to pay premiums in a timely
manner.

Premiums are deducted from total expenses before application of
Federal/State split, mirroring the Healthy Kids program.

Phase 2 continues for the duration of this analysis.



Phase 2 — FHIX Enrollees...

Expansion Population in Phase 2 - FHIX FY 2015-16 FY 2016-17 FY 2017-18 FY 2017-18 FY 2018-19
Eligibile Universe 865,591 878,142 890,637 903,071 915,411
Take-Up Rate (85.8%) 742,677 753,446 764,167 774,835 785,423
Meet School and Working Constraints (64.4%) 478,284 485,219 492,124 498,994 505,812

Add-in Adjustment for Caregivers 7,153 7,257 7,360 7,463 7,565
Subtotal 485,437 492,476 499,484 506,457 513,377
Phase 2 - Expansion Enrollees (70.0%) 339,806 344,733 349,639 354,520 359,364

Crowd Out Population in Phase 2 - FHIX FY 2015-16 FY 2016-17 FY 2017-18 FY 2017-18 FY 2018-19
Eligibile Universe 122,704 122,704 122,704 122,704 122,704
Take-Up Rate (100.0%) 122,704 122,704 122,704 122,704 122,704
Adjustment to Account for Initial Screening
(approximately 32.6%) 40,062 40,062 40,062 40,062 40,062
Phase 2 - Crowd Out Enrollees (50.0%) 20,031 20,031 20,031 20,031 20,031

Medically Needy in Phase 2 - FHIX FY 2015-16 FY 2016-17 FY 2017-18 FY 2017-18 FY 2018-19
Shift Population (Group 3) 25,964 25,886 25,808 25,731 25,653
Take-Up Rate (100.0%) 25,964 25,886 25,808 25,731 25,653
Phase 2 - Medically Needy Enrollees (100.0%) 25,964 25,886 25,808 25,731 25,653
Phase 2 - FHIX Total Enrollees 385,801 390,650 395,478 400,282 405,048

Note: FY 2015-16 figures represent enroliment on June 30

, 2016.



Phase 1 &

Phase 2 — FY 2015-16 Worksheet...

FY 2015-16 di
Total Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Phase 1 Expansion Enrollees’ 742,677 371,339 495,366 619,393 742,677 742,677 742,677 495,143 247,609 0 0 0 0

Phase-in pattern 50% 16.7% 16.7% 16.6% 0% 0%

Phase-out pattern -33.3% -33.3% -33.3% 0% 0% 0%
Phase 1 Crowd out Enrollees’ o a 0 o ] a 0 o o a ] o 0
Phase 1 Medically Needy Enrollees’ 25,964 25,964 25,964 25,964 25,964 25,964 25,964 17,310 8,656 0 0 0 0

Phase-in pattern 100.0% 0.0% 0.0% 0.0% 0% 0%

Phase-out pattern -33.3% -33.3% -33.3% 0% 0% 0%
Menthly per capita Expansion and Crowd out $320.86 5320.86 $320.86 $320.86 $320.86 5320.86 $320.86 $320.86
Monthly per capita Medically Needy $1,929.76 $1,929.76 $1,929.76 $1,929.76 $1,929.76 $1,929.76 $1,929.76 $1,929.76
Total Expenditures Phase 1 Expansion $1,430,038,245 $119,148,115 $158,943,513 $198,738,912 $238,295,910 $238,295,910 $238,295,910 $158,871,962 $79,448,013 50 50 50 50
Total Expenditures Phase 1 Crowd out S0 S0 50 50 50 S0 50 50 0 50 S0 50 30
Total Expenditures Phase 1 Medically Needy $350,730,824 $50,103,688 550,103,688 $50,103,688 $50,103,688 $50,103,688 550,103,688 $33,404,129 $16,704,565 50 50 50 50
Total Expenditures Phase 1 $1,780,769,069 $169,251,803 $209,047,201 $248,842,599 $288,399,598 $288,399,508 5288,399,598 $192,276,090 $96,152,582 50 50 50 50
Phase 2 Expansion Enrollees’ 339,806 113,257 226,514 339,806 339,806 339,806 339,806

Phase-in pattern 33.3% 33.3% 33.3% 0% 0% 0%
Phase 2 Crowd out Enrollees’ 20,031 6,676 13,352 20,031 20,031 20,031 20,031

Phase-in pattern 33.3% 33.3% 31.3% 0% 0% 0%
Phase 2 Medically Needy Enrollees’ 25,964 8,654 17,307 25,964 25,964 25,964 25,964

Phase-in pattern 33.3% 33.3% 33.3% 0% 0% 0%
Meonthly per capita Expansion and Crowd out $320.86 $320.86 5320.86 5320.86 $320.86 $320.86
Monthly per capita Medically Needy $1,929.76 $1,929.76 51,929.76 $1,929.76 $1,929.76 $1,929.76
Total Expenditures Phase 2 Expansion $545,140,835 50 50 30 50 50 50 536,339,728 572,679,455 $109,030,313 $109,030,413 $109,030,413 $109,030,413
Total Expenditures Phase 2 Crowd out 532,134,847 S0 50 30 50 S0 S0 52,142,066 54,284,133 56,427,162 56,427,162 56,427,162 56,427,162
Total Expenditures Phase 2 Medically Needy $250,513,428 50 50 30 50 S0 S0 $16,699,559 $33,399,118 550,103,688 550,103,688 $50,103,688 $50,103,688
Total Expenditures Phase 2 $827,789,110 S0 50 S0 50 S0 S0 $55,181,353 $110,362,706 $165,561,263 $165,561,263 $165,561,263 $165,561,263
Expansion Enrollee Premium Revenue 528,422,827 S0 50 30 50 S0 S0 51,894,699 53,789,398 55,684,683 55,684,683 55,684,683 55,684,683
Crowd out Enrollee Premium Revenue $1,494,588 S0 $0 S0 50 S0 0 599,627 $199,255 5298927 $298,927 $298,927 $298,927
Medically Needy Enrollee Premium Revenue 52,171,711 ] 50 30 50 ] ] $144,769 $289,538 5434,351 5434,351 5434,351 $434,351
Total Enrollee i Phase 2 $32,089,126 50 50 50 50 50 50 52,139,095 54,278,191 56,417,960 46,417,960 46,417,960 $6,417,960

*Half of the Expansion enrollees enroll July 1, 2015; one-sixth enroll on the 1st of each of the subsequent 3 months, One-third of Expansion enrollees disenroll from Phase 1 in each of the first three months: January 1, February 1, and March 1, 2016. Of each one-third group that disenrolls, those who meet the FHIX criteria
(46%) enroll in Phase 2 at that time. Those who do not meet the criteria (54%) cannot enter Phase 2 and may no longer be able to obtain insurance coverage through the Exchange.
*None of the Crowd out enrollees enroll in Phase 1. One-third of Crowd out enrollees enroll in Phase 2 in each of the first three months: January 1, February 1, and March 1, 2016.

'All of the current Medicaid Medically Needy who meet the simple Medicaid Expansion criteria are assumed to move from traditional Medicaid to FHIX Phase 1 on July 1, 2016. One-third of Medically Needy enrollees disenroll from Phase 1 in each of the first three months: January 1, February 1, and March 1, 2016, Of

each one-third group that disenrolls, those who meet the FHIX criteria (100%) enroll in Phase 2 at that time.

Expenditures have to be calculated month-by-month to reflect movements
into and out of Phase 1 and into Phase 2.



Phase 1 & Phase 2 — Annual Expenditures...

Phase 1 and 2 - Annual Expenditures FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Expansion Enrollees
Total See FY 2015-16 344,733 349,639 354,520 359,364
Per capita expenditures Worksheet $3,969.71 $4,081.43 $4,196.29 $4,314.39
Expenditures $1,975,179,080 $1,368,491,130 $1,427,027,454 $1,487,669,744 $1,550,435,449
Per capita weighted annual premium $200.75 $200.75 $200.75 $200.75 $200.75
Premium Revenue $28,422,827 $69,205,288 $70,190,169 $71,170,032 $72,142,467
Net Expenditures (Premium Revenue
subtracted) $1,946,756,252 $1,299,285,842 $1,356,837,285 $1,416,499,712 $1,478,292,982
Crowd out Enrollees
Caseload See FY 2015-16 20,031 20,031 20,031 20,031
Per capita expenditures Worksheet $3,969.71 $4,081.43 $4,196.29 $4,314.39
Expenditures $32,134,847 $79,517,324 $81,755,144 $84,055,942 $86,421,490
Per capita weighted annual premium $179.08 $179.08 $179.08 $179.08 $179.08
Premium Revenue $1,494,588 $3,587,119 $3,587,119 $3,587,119 $3,587,119
Net Expenditures (Premium Revenue
subtracted) $30,640,259 $75,930,205 $78,168,025 $80,468,823 $82,834,371
Medically Needy Enrollees
Total See FY 2015-16 25,886 25,808 25,731 25,653
Per capita expenditures Worksheet $23,272.96 $23,389.32 $23,506.27 $23,623.80
Expenditures $601,244,252 $602,437,722 $603,633,560 $604,831,773 $606,032,364
Per capita weighted annual premium $200.75 $200.75 $200.75 $200.75 $200.75
Premium Revenue $2,171,711 $5,196,573 $5,180,983 $5,165,440 $5,149,944
Net Expenditures (Premium Revenue
subtracted) $599,072,541 $597,241,149 $598,452,577 $599,666,333 $600,882,420
See FY 2015-16
Total Enrollees Worksheet 390,650 395,478 400,282 405,048
Total Expenditures $2,608,558,179 $2,050,446,176 $2,112,416,159 $2,176,557,459 $2,242,889,303
Total Enrollee Premium Revenue $32,089,126 $77,988,980 $78,958,272 $79,922,591 $80,879,530

Total Net Expenditures (Premium Revenue

subtracted)

$2,576,469,053

$1,972,457,196

$2,033,457,887

$2,096,634,868

$2,162,009,773

Expansion FMAP 100.00% 97.50% 94.50% 93.50% 91.50%
Federal Expenditures $2,576,469,053 $1,923,145,766 $1,921,617,703 $1,960,353,601 $1,978,238,943
State Expenditures $0 $49,311,430 $111,840,184 $136,281,266 $183,770,831




Medically Needy Savings from Shift...

Non Pregnant adults 19-64 Below 133% FY 2014-15 FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Caseload Growth Rate for MN from SSEC" -0.67% -0.30% -0.30% -0.30% -0.30%
Non Pregnant adults 19-64 Caseload

Below 133% 26,139 25,964 25,886 25,808 25,731 25,653
Expenditures Growth Rate? 0.5% 0.5% 0.5% 0.5% 0.5%
Non Pregnant adults 19-64 Per Capita
Expenditures

Below 133% $23,042 $23,157 $23,273 $23,389 $23,506 $23,624
Non Pregnant adults 19-64 Below 133%
Total Expenditures® $601,244,252 $602,437,722 $603,633,560 $604,831,773 $606,032,364
Medically Needy FMAP 60.51% 61.17% 61.33% 61.50% 61.74%
Federal Expenditures w/o SB 2512 $363,812,897 $368,511,154 $370,208,463 $371,971,540 S374,164,382
State Expenditures w/o SB 2512* $237,431,355 $233,926,568 $233,425,097 $232,860,233 $231,867,982
Expansion FMAP 100.00% 97.50% 94.50% 93.50% 91.50%
Medically Needy Enrollees FHIX Net
Expenditures (lower due to FHIX premium
revenue) $599,072,541 $597,241,149 $598,452,577 $599,666,333 $600,882,420
Federal Expenditures under SB 2512 $599,072,541 $582,310,120 $565,537,686 $560,688,021 $549,807,415
State Expenditures under SB 2512* S0 $14,931,029 $32,914,892 $38,978,312 $51,075,006
State Impact - Medically Needy Non
Pregnant adults 19-64 Under 133% ($237,431,355) ($218,995,539) ($200,510,206) ($193,881,921) ($180,792,976)

Note: The 25,964 below 133% move to Phase 1 on July 1, 2015 (Phase 1 and 2 net expenditures computed on Annual Expenditures table).

Footnotes:

Last two years Caseload Growth Rate held at FY 2017-18 rate

2SSEC growth rate of Hospital Inpatient Services unit cost, which is the largest expenditure category for Medically Needy, of 0.5% annually

*Total Expenditure lines computed as under current law

“state Expenditures include GR, GDTF, and PMATF
Positive Total = Additional Cost; Negative Total = Savings



Medically Needy Savings from Population Reduction...
Non Pregnant adults Above 133% and Seniors at all income levels

Non Pregnant adults 19-64 Above 133% FY 2014-15 FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Caseload Growth Rate for MN from SSEC* -0.67% -0.30% -0.30% -0.30% -0.30%
Non Pregnant adults 19-64 Caseload
133-400% 3,134 3,113 3,104 3,094 3,085 3,076
Over 400% 100 99 99 99 98 98
Expenditures Growth Rate? 0.5% 0.5% 0.5% 0.5% 0.5%

Non Pregnant adults 19-64 Per Capita

Expenditures
133-400% $23,042 $23,158 $23,273 $23,390 $23,507 $23,624
Over 400% $23,051 $23,166 $23,282 $23,398 $23,515 $23,633

Non Pregnant adults 19-64 Above 133%

Total Expenditu res’® $74,390,916.13 $74,538,582.10 $74,686,541.19 $74,834,793.97 $74,983,341.04
Medically Needy FMAP 60.51% 61.17% 61.33% 61.50% 61.74%
Federal Expenditures w/o SB 2512 $45,013,943 $45,595,251 $45,805,256 $46,023,398 $46,294,715
State Expenditures w/o SB 2512* $29,376,973 $28,943,331 $28,881,285 $28,811,396 $28,688,626
Federal Expenditures under SB 2512 $11,253,486 S0 S0 S0 0]
State Expenditures under SB 2512* $7,344,243 S0 S0 S0 S0
SB 2512 State Impact - Medically Needy

Non Pregnant adults 19-64 Above 133% ($22,032,730) ($28,943,331) ($28,881,285) ($28,811,396) ($28,688,626)

Note: Under SB 2512, the 133-400% and Over 400% groups are in Medicaid until the Medically Needy program ends for all except children and pregnant
women on October 1, 2015.

Adults 65+ - All Income Levels FY 2014-15 FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Caseload Growth Rate for MN from SSEC* -0.67% -0.30% -0.30% -0.30% -0.30%
Adults 65+ Caseload

Below 133% 1,576 1,565 1,561 1,556 1,551 1,547

133-400% 334 332 331 330 329 328

Over 400% 5 5 5 5 5 5
Expenditures Growth Rate? 0.5% 0.5% 0.5% 0.5% 0.5%
Adults 65+ Per Capita Expenditures

Below 133% $20,487 $20,589 $20,692 $20,796 $20,900 $21,004

133-400% $20,504 $20,606 $20,709 $20,813 $20,917 $21,022

Over 400% $20,818 $20,922 $21,026 $21,131 $21,237 $21,343
Adults 65+ Total Expenditures® $39,171,935 $39,249,691 $39,327,602 $39,405,667 $39,483,887
Medically Needy FMAP 60.51% 61.17% 61.33% 61.50% 61.74%
Federal Expenditures w/o SB 2512 $23,702,938 $24,009,036 $24,119,618 $24,234,485 $24,377,352
State Expenditures w/o SB 2512* $15,468,997 $15,240,655 $15,207,984 $15,171,182 $15,106,535
Federal Expenditures under SB 2512 $5,925,734 S0 S0 S0 S0
State Expenditures under SB 2512* $3,867,249 S0 S0 SO S0
SB 2512 State Impact - Medically Needy
Adults 65+ ($11,601,748) ($15,240,655) ($15,207,984) ($15,171,182) ($15,106,535)

Note: Under SB 2512, individuals 65+ are in Medicaid until the Medically Needy program ends for all except children and pregnant women on October 1, 2015.

Positive Total = Additional Cost; Negative Total = Savings



Medically Needy Savings from

Children and Pregnant Women

Final Program Sunset...

Children and Pregnant Women FY 2014-15 FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Caseload Growth Rate for MN from SSEC* -0.67% -0.30% -0.30% -0.30% -0.30%
Children Caseload
Below 133% 0 0 0 0 0 0
133-400% 839 833 831 828 826 823
Over 400% 4 4 4 4 4 4
Pregnant Women Caseload
Below 133% 0 0 0 0 0 0
133-400% 100 99 99 99 98 98
Over 400% 0 0 0 0 0 0
Expenditures Growth Rate’ 0.5% 0.5% 0.5% 0.5% 0.5%
Children Per Capita Expenditures
Below 133% $11,514 $11,571 $11,629 $11,687 $11,746 $11,804
133-400% $11,518 $11,575 $11,633 $11,691 $11,750 $11,809
Over 400% $11,664 $11,723 $11,781 $11,840 $11,899 $11,959
Pregnant Women Per Capita Expenditures
Below 133% $15,668 $15,746 $15,825 $15,904 $15,983 $16,063
133-400% $15,926 $16,006 $16,086 $16,166 $16,247 $16,328
Over 400% 0] S0 S0 S0 S0 S0
Children and Pregnant Women Total
Expenditures® $11,283,106 $11,305,503 $11,327,944 $11,350,430 $11,372,961
Medically Needy FMAP 60.51% 61.17% 61.33% 61.50% 61.74%
Federal Expenditures w/o SB 2512 $6,827,407 $6,915,576 $6,947,428 $6,980,514 $7,021,666
State Expenditures w/o SB 2512° $4,455,699 $4,389,927 $4,380,516 $4,369,916 $4,351,295
Federal Expenditures under SB 2512 $6,827,407 $6,915,576 $6,947,428 $6,980,514 $1,755,417
State Expenditures under SB 2512* $4,455,699 $4,389,927 $4,380,516 $4,369,916 $1,087,824
SB 2512 State Impact - Medically Needy
Children and Pregnant Women i) 1] 1] 1] ($3,263,471)

Note: Under SB 2512, children and pregnant women remain covered by Medicaid until the Medically Needy program ends on October 1, 2019.

Positive Total = Additional Cost; Negative Total = Savings



Medically Needy Total Savings...

Total State Impact FY 2014-15 FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Medically Needy Total Expenditu res’® $651,699,292 $652,992,915 $654,289,106 $655,587,870 $656,889,212
Medically Needy FMAP 60.51% 61.17% 61.33% 61.50% 61.74%
Federal Expenditures w/o SB 2512 $439,357,185 $445,031,017 $447,080,765 $449,209,937 $451,858,115
State Expenditures w/o SB 2512* $286,733,023 $282,500,480 $281,894,882 $281,212,727 $280,014,438
Federal Expenditures under SB 2512 $623,079,168 $589,225,696 $572,485,114 $567,668,535 $551,562,831
State Expenditures under SB 2512° $15,667,191 $19,320,955 $37,295,408 $43,348,228 $52,162,829
SB 2512 State Impact - Medically Needy ($271,065,833)  ($263,179,525)  ($244,599,475)  ($237,864,499) ($227,851,609)

Positive Total = Additional Cost; Negative Total = Savings

11



Phase 1 & Phase 2 — Medicaid Coverage...

Phase 1 and 2 Medicaid Coverage Summary FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Medicaid Expansion Population 742,677 753,446 764,167 774,835 785,423
FHIX Phase 1 Enrolled 742,677
FHIX Phase 2 Enrolled 339,806 344,733 349,639 354,520 359,364
FHIX Phase 2 Disenrolled/Not Enrolled 402,871 408,713 414,528 420,315 426,059
Percent of Population Not Enrolled 54.2% 54.2% 54.2% 54.2% 54.2%
Crowd out Population 20,031 20,031 20,031 20,031 20,031
FHIX Phase 1 Enrolled 0
FHIX Phase 2 Enrolled 20,031 20,031 20,031 20,031 20,031
FHIX Phase 2 Disenrolled/Not Enrolled 0 0 0 0 0
Percent of Population Not Enrolled 0.0% 0.0% 0.0% 0.0% 0.0%
Medically Needy Shift 25,964 25,886 25,808 25,731 25,653
FHIX Phase 1Enrolled 25,964
FHIX Phase 2 Enrolled 25,964 25,886 25,808 25,731 25,653
FHIX Phase 2 Disenrolled/Not Enrolled 0 0 0 0 0
Percent of Population Not Enrolled 0.0% 0.0% 0.0% 0.0% 0.0%
Medically Needy Children and Pregnant
Women Population 937 934 931 928 925
Medically Needy Medicaid Enrolled 937 934 931 928 0
Medically Needy Medicaid Disenrolled/Not
Enrolled" 0 0 0 0 925
Percent of Population Not Enrolled 0.0% 0.0% 0.0% 0.0% 100.0%
Medically Needy Non Pregnant Adults 19-64
above 133% 3,212 3,203 3,193 3,184 3,174
Medically Needy Medicaid Enrolled 0 0 0 0 0
Medically Needy Medicaid Disenrolled/Not
Enrolled 3,212 3,203 3,193 3,184 3,174
Percent of Population Not Enrolled 100.0% 100.0% 100.0% 100.0% 100.0%
Medically Needy Adults 65+ All Income Levels 1,902 1,896 1,891 1,885 1,879
Medically Needy Medicaid Enrolled 0 0 0 0 0
Medically Needy Medicaid Disenrolled/Not
Enrolled 1,902 1,896 1,891 1,885 1,879
Percent of Population Not Enrolled 100.0% 100.0% 100.0% 100.0% 100.0%
Total all groups 794,723 805,396 816,021 826,594 837,086
Total Enrolled 386,737 391,584 396,409 401,210 405,048
Total Disenrolled/Not Enrolled 407,986 413,812 419,612 425,384 432,038
Percent of Population Not Enrolled 51.3% 51.4% 51.4% 51.5% 51.6%

!Children and pregnant women are disenrolled from the Medically Needy program when it ends on October 1, 2019.
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Disenrollees and the Exchange...

Subsidies (health insurance premium tax
credits) are only available to persons between
100% to 400% FPL selecting insurance
coverage through the Exchange.

Florida’s Medicaid Expansion base population
has 70.2% who are not eligible for subsidies
today, and the remaining 29.8% are eligible
for subsidies.

EDR assumes that the disenrolled population
would mirror Florida’s Medicaid Expansion
base population and therefore at least 70.2%
would continue to be ineligible for subsidies
on the Exchange.

It is currently unknown whether the
remaining 29.8% that are between 100% and
133% FPL would be allowed to receive
subsidies for private insurance coverage
purchased on the Exchange.

Medicaid Expansion Base Population
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Insurance Premium Tax: Crowd Out Adjustment...

e 40,062 persons currently have private individual insurance and
would qualify for FHIX.

e This analysis assumes that 20,031 would forgo private
insurance for FHIX, removing them from the current pool of
privately insured.

e In Phase 2, the premiums and tax collections from the
underlying Insurance Premium Tax forecast associated with
the 20,031 would be removed.
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Insurance Premium Tax: ACA Induced...

e The current revenue forecast assumes 1.44 million individuals are induced
by the Affordable Care Act to obtain private insurance that is subject to the
Insurance Premium Tax in the 2015 calendar year.

e This analysis assumes that 234,284 of the 1.44 million individuals would
qgualify for and move to Medicaid under Phase 1 - Simple Expansion in lieu
of seeking private insurance. This number grows and is included within the
uninsured presenters.

e The premiums and tax collections from the underlying Insurance Premium
Tax forecast associated with these individuals are removed during the
entire forecast.

e Some of the Phase 1 participants would be disenrolled during the
transition to Phase 2; however, their remaining insurance options are
unclear and the disenrollee feedback to the Insurance Premium Tax
forecast is indeterminate.



Insurance Premium Tax: FHIX Plan Selections...

e The ultimate mix of insurance offerings on FHIX are currently
unknown.

e Among other options, FHIX can offer “...a managed care plan
contracted with the Agency for Health Care Administration
under the managed medical assistance program under part IV
of Chapter 409.” Today, these plans (Medicaid MMA) are not
subject to the Insurance Premium Tax. The Insurance

Premium Tax status of Medicaid MMA through FHIX is
unclear.

e For these reasons, the impact of FHIX selections on Insurance
Premium Tax collections is indeterminate.
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Phase 1 & Phase 2 — Insurance Premium Tax...

Insurance Premium Tax

FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Phase 1 - Impact of Simple Expansion (57,226,394) ($6,187,003) (S6,570,490) ($6,807,356) (S7,108,618)
Phase 2 - Impact of Crowd Out leaving private insurance SO ($403,304) ($311,722) (5307,841) ($317,198)
Phase 2 - Impact of FHIX plan selection SO Indeterminate Indeterminate Indeterminate Indeterminate
Impact of Disenrolled SO Indeterminate Indeterminate Indeterminate Indeterminate
Total Cash Impact on Insurance Premium Tax (57,226,394) ($6,590,307) (S6,882,212) ($7,115,197) (S7,425,816)
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Overall Fiscal Impacts...

FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Caseload  State $$$ | Caseload  State $$$ | Caseload  State $$$ | Caseload  State $$$ | Caseload  State $$$
Uninsured Presenters (new)* 742,677 - 753,446 (75.1) 764,167 (172.3) 774,835 (212.3) 785,423 (289.3)
Crowd-Out (new) 122,704 - 122,704 (12.2) 122,704 (27.6) 122,704 (33.5) 122,704 (45.0)
Medically Needy Shift (net)** - 237.4 - 218.9 - 200.2 - 193.5 - 180.4
Medicaid Subtotal 865,381 237.4 876,150 131.6 886,871 0.3 897,539 -52.3 908,127 -153.9
Insurance Premium Revenue Adj. - (8.9) - (8.0) - (8.4) - (8.7) - (9.1)
Total 865,381 228.5 876,150 123.6 886,871 (8.1) 897,539 (61.0) 908,127 (163.0)
Note: Dollars in Millions; Positive Total = Surplus; Negative Total = Shortfall
*Includes qualifying persons on the waitlist for the APD Developmental Services Waiver and service recipients in the DCF Substance Abuse and Mental Health Program.
**Assumes approximately 26,000 non-pregnant adults aged 19-64 shift from the Medically Needy Program to the Expansion Program, with no other changes.
FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Caseload*  State $$$ | Caseload  State $$$ | Caseload  State $$$ | Caseload  State $$$ | Caseload  State $$$
Uninsured Presenters (new)** 339,806 - 344,733 (32.5) 349,639 (75.0) 354,520 (92.1) 359,364 (125.7)
Crowd-Out (new) 20,301 - 20,031 (1.9) 20,031 (4.3) 20,031 (5.2) 20,031 (7.0)
Medically Needy Shift (net)*** - 237.4 - 219.0 - 200.5 - 193.9 - 180.8
Medically Needy Sunset**** N/A 33.6 N/A 44.2 N/A 44.1 N/A 44.0 N/A 471
Phase 1 and 2 Subtotal 360,107 271.0 364,764 228.8 369,670 165.3 374,551 140.6 379,395 95.2
Insurance Premium Revenue Adj. - (7.2) - (6.6) - (6.9) - (7.1) - (7.4)
Total 360,107 263.8 364,764 222.2 369,670 158.4 374,551 133.5 379,395 87.8

Note: Dollars in Millions; Positive Total = Surplus; Negative Total = Shortfall

*The caseload figures for FY 2015-16 represent the number enrolled at the end of the fiscal year.

** Includes qualifying persons on the waitlist for the APD Developmental Services Waiver and service recipients in the DCF Substance Abuse and Mental Health Program.

*** Assumes approximately 26,000 non-pregnant adults aged 19-64 under 133% FPL shift from the Medically Needy Program to Phase 1 and 2. State savings result from the higher federal
match rate for Phase 1and 2 expenditures and from enrollee premium payments, which are exclusive to Phase 2.

**** Caseload in this row is not shown because individuals are included in current Medicaid program enrollment numbers. Non-pregnantadults ages 19-64 above 133% FPLand adults
ages 65+ atall income levels (about 5,100 individuals in total) will be disenrolled from the program October 1, 2015. Children and pregnant women (about 930 individuals in total) will be
disenrolled when the program is terminated on October 1, 2019. State savings in this row result from the disenrollment of these individuals at these points in time.

Expansion Program vs.

SB 2512 Phases 1 and 2

FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Caseload State $$$ | Caseload State $$$ | Caseload State $$$ | Caseload State $$$ | Caseload State $$$
-505,274 +35.3 -511,386 +98.6 -517,201 +166.5 -522,988 +194.5 -528,732 +250.8
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Phase 3 — Healthy Kids Assumptions...

e Phase 3is interpreted to have two independent and simultaneously
occurring components:

The continuation of Phase Two without further changes.
The transition of Florida Healthy Kids Title XXI to the FHIX marketplace.

e This analysis assumes that each of the three eligibility requirements
for the FHIX Program [(1)(a); (1)(b); and (1)(c)] provided in s. 409.723,
Florida Statutes, stands alone and should be evaluated in that
manner. The following is from Section 5 of the bill:

409.723 Participation.—

(1) ELIGIBILITY.—In order to participate in FHIX, an individual must be a
resident and must meet the following requirements, as applicable:

(a) Qualify as a newly eligible enrollee, who must be an individual as described in s.
1902(a)(10)(A)(i)(VIIl) of the Social Security Act or s. 2001 of the Affordable Care
Act and as may be further defined by federal regulation.

(b) Meet and maintain the responsibilities under subsection(4).

(c) Qualify as a participant in the Florida Healthy Kids program under s. 624.91,
subject to the implementation of Phase Three under s. 409.727.



Phase 3 — Healthy Kids Assumptions...

e For Phase 3, the bill language states:

(4)(b) Eligibility during this phase is based on meeting the
requirements of Phase Two and s. 409.723(1)(c).

e This analysis assumes that Phase 3 eligibility for adults aged 19-64 is
contingent upon meeting the requirements outlined in s. 409.723
(1)(a) and (1)(b), while eligibility for Florida Healthy Kids children aged
5-18 eligibility is contingent upon meeting the requirements of s.
409.723 (1)(c), Florida Statutes. As these are distinct qualifying

populations, the analysis effectively treats the “and” used in the bill
language as an “or”.

e This assumption is further supported by the distinction between the
terms enrollee and Healthy Kids enrollee.

Proposed sections 409.727(4)(c), (e), and (f) of the Florida Statutes
concern all enrollees, while the language in sections 409.727(4)(a), (d),
and (g) only addresses Florida Healthy Kids enrollees.



Phase 3 — Healthy Kids Assumptions...

e The eligibility requirements are assumed to correspond with the
three phases of the program as follows:

Adults Aged 19-64 (a) (a) & (b) (a) & (b)

Florida Healthy Kids Children Aged 5-18 (c)

This analysis further assumes that the Healthy Kids children (current

and new) will be exempt from the “Participant Responsibilities” listed
below:

Annually provide evidence of participation in one of the following activities:

Proof of employment.

On-the-job training or job placement activities.

Pursuit of educational opportunities.



Phase 3 — Healthy Kids Transition...

e Current Healthy Kids Title XXI (133% - 200% FPL):

Current enrollees will transition to FHIX on July 1, August 1, and September 1
2016 (one-third each month).

The monthly premium amount for these children will be the maximum $25
because all have family incomes above 100% FPL (the current average monthly
premium is $12.48; the shift to FHIX will reduce costs to the state due to the
increase in premiums).

e Current Healthy Kids Full Pay (above 200% FPL):

This analysis assumes Healthy Kids Full Pay enrollees will not be eligible for the
FHIX marketplace (today, these families pay 100% of their insurance costs; if
they transition to FHIX, they would receive heavily subsidized insurance).

Instead of moving to FHIX, Full Pay enrollees will shift to private insurance
coverage onJuly 1, 2016.

The private insurance coverage that this population selects will be subject to
the Insurance Premium Tax, thereby increasing state Insurance Premium Tax
collections.



Phase 3 — Healthy Kids Assumptions...

e All Phase 3 participants will pay premiums in a timely manner.

e The relative shares of Federal and State expenditures for Healthy
Kids in FHIX will be determined by the Enhanced FMAP, which was
estimated by the February 2015 Social Services Estimating
Conference (SSEC) and is currently used by the Healthy Kids
program.

e Premiums will be deducted from total expenses before application
of the Federal/State split, mirroring the current Healthy Kids
program.



Phase 3 — Healthy Kids Title XXI Fiscal Impact...

Phase 3 - Healthy Kids Title XXI FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Average Monthly Enrollees 158,837 162,305 164,740 167,211
Total Expenditures $249,670,639 $265,319,749 $280,071,684 $295,643,500
Average FMAP 95.79% 95.93% 96.04% 78.96%
Healthy Kids Title XXI w/o SB 2512

Monthly Family Premium Contribution $12.48 $12.48 $12.48 $12.48

Total Enrollee Premium Revenue $23,787,379 $24,306,797 $24,671,412 $25,041,469

Total Net Expenditures

(Premium Revenue subtracted) Phase 3 Not $225,883,260 $241,012,952 $255,400,272 $270,602,030

Federal Expenditures in Effect $216,372,540 $231,198,830 $245,283,139 $213,078,298

State Expenditures $9,510,720 $9,814,122 $10,117,133 $57,523,732
Healthy Kids Title XXI w/ SB 2512

Monthly Family Premium Contribution $25.00 $25.00 $25.00 $25.00

Total Enrollee Premium Revenue $45,686,508 $48,691,500 $49,421,900 $50,163,200

Total Net Expenditures

(Premium Revenue subtracted) $203,984,131 $216,628,249 $230,649, 784 $245,480,300

Federal Expenditures $195,389,990 $207,807,178 $221,513,348 $193,251,430

State Expenditures $8,594,141 $8,821,071 $9,136,436 $52,228,870
State Impact: Phase 3 - Healthy Kids Title XXI ($916,578) ($993,051) ($980,697) ($5,294,863)

Notes:

- Positive Impact = Additional Cost; Negative Impact = Savings
- Figures for Healthy Kids without SB 2512 are from the February 2015 SSEC.
- Itis assumed that the Healthy Kids FMAP would apply to Phase 3 Expenditures as it is currently applied to Healthy Kids Expenditures.

- Expenditures were computed monthly and summarized on the table above; see Supplemental Materials for underlying monthly analysis.



Phase 3 — Healthy Kids Full Pay Fiscal Impact...

Phase 3 - Healthy Kids Full Pay FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Healthy Kids Full Pay w/o SB 2512
Average Monthly Enrollees 37,607 37,607 37,607 37,607
Total Expenditures $59,563,224 $59,563,224 $59,563,224 $59,563,224
Total Enrollee Premium Revenue $59,563,224 $59,563,224 $59,563,224 $59,563,224
Total Net Expenditures
(Premium Revenue subtracted) S0 SO o) SO
Federal Expenditures SO SO o) SO
State Expenditures Phase 3 Not S0 N S0 o)
Healthy Kids Full Pay w/ SB 2512 in Effect
Average Monthly Enrollees 0 0 0 0
Monthly Family Premium Contribution S0 SO SO SO
Total Enrollee Premium Revenue S0 S0 SO S0
Total Net Expenditures
(Premium Revenue subtracted) SO SO SO SO
Federal Expenditures S0 SO S0 S0
State Expenditures SO SO SO SO
State Impact: Phase 3 - Healthy Kids Full Pay S0 S0 S0 S0
Notes:

- Figures for Healthy Kids without SB 2512 are from the February 2015 SSEC.
- Expenditures were computed monthly and summarized on the table above; see Supplemental Materials for underlying monthly analysis.



Phases 1, 2, and 3 — Annual Expenditures...

Phases 1, 2, and 3 - Annual Expenditures FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Expansion, Crowd out, and Medically Needy
Enrollees Varies by Month 390,650 395,478 400,282 405,048
Expenditures $2,608,558,179 $2,050,446,176 $2,112,416,159 $2,176,557,459 $2,242,889,303
Enrollee Premium Revenue $32,089,126 $77,988,980 $78,958,272 $79,922,591 $80,879,530
Net Expenditures (Premium Revenue
subtracted) $2,576,469,053 $1,972,457,196 $2,033,457,887 $2,096,634,868 $2,162,009,773
Expansion FMAP 100.00% 97.50% 94.50% 93.50% 91.50%
Federal Expenditures w/o Phase 3 Healthy Kids $2,576,469,053 $1,923,145,766 $1,921,617,703 $1,960,353,601 $1,978,238,943
State Expenditures w/o Phase 3 Healthy Kids S0 $49,311,430 $111,840,184 $136,281,266 $183,770,831
Healthy Kids Title XXI
Enrollees 158,837 162,305 164,740 167,211
Expenditures $249,670,639 $265,319,749 $280,071,684 $295,643,500
Enrollee Premium Revenue Phase 3 Not $45,686,508 $48,691,500 $49,421,900 $50,163,200
Net Expenditures (Premium Revenue in Effect
subtracted) $203,984,131 $216,628,249 $230,649,784 $245,480,300
Expansion FMAP 95.79% 95.93% 96.04% 78.96%
Federal Expenditures Phase 3 Healthy Kids $195,389,990 $207,807,178 $221,513,348 $193,251,430
State Expenditures Phase 3 Healthy Kids $8,594,141 $8,821,071 $9,136,436 $52,228,870
Federal Expenditures Phases 1, 2, and 3 $2,576,469,053 $2,118,535,756 $2,129,424,881 $2,181,866,949 $2,171,490,373
State Expenditures Phases 1, 2, and 3 S0 $57,905,571 $120,661,255 $145,417,703 $235,999,700




Phases 1, 2, and 3 — Medicaid Coverage...

Phases 1, 2, and 3 Medicaid Coverage Summary FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Medicaid Expansion Population 742,677 753,446 764,167 774,835 785,423
FHIX Phase 1 Enrolled 742,677
FHIX Phase 2 Enrolled 339,806 344,733 349,639 354,520 359,364
FHIX Phase 2 or 3 Disenrolled/Not Enrolled 402,871 408,713 414,528 420,315 426,059
Percent of Population Not Enrolled 54.2% 54.2% 54.2% 54.2% 54.2%
Crowd out Population 20,031 20,031 20,031 20,031 20,031
FHIX Phase 1 Enrolled 0
FHIX Phase 2 Enrolled 20,031 20,031 20,031 20,031 20,031
FHIX Phase 2 or 3 Disenrolled/Not Enrolled 0 0 0 0 0
Percent of Population Not Enrolled 0.0% 0.0% 0.0% 0.0% 0.0%
Medically Needy Shift 25,964 25,886 25,808 25,731 25,653
FHIX Phase 1 Enrolled 25,964
FHIX Phase 2 Enrolled 25,964 25,886 25,808 25,731 25,653
FHIX Phase 2 or 3 Disenrolled/Not Enrolled 0 0 0 0 0
Percent of Population Not Enrolled 0.0% 0.0% 0.0% 0.0% 0.0%

Medically Needy Children and Pregnant Women

Population 937 934 931 928 925
Medically Needy Medicaid Enrolled 937 934 931 928 0
Medically Needy Medicaid Disenrolled/Not
Enrolled" 0 o 0 0 925

Percent of Population Not Enrolled 0.0% 0.0% 0.0% 0.0% 100.0%

Medically Needy Non Pregnant Adults 19-64 above

133% 3,212 3,203 3,193 3,184 3,174
Medically Needy Medicaid Enrolled 0 0 0 0 0
Medically Needy Medicaid Disenrolled/Not
Enrolled 3,212 3,203 3,193 3,184 3,174
Percent of Population Not Enrolled 100.0% 100.0% 100.0% 100.0% 100.0%
Medically Needy Adults 65+ All Income Levels 1,902 1,896 1,891 1,885 1,879
Medically Needy Medicaid Enrolled 0 0 0 0 0
Medically Needy Medicaid Disenrolled/Not
Enrolled 1,902 1,896 1,891 1,885 1,879
Percent of Population Not Enrolled 100.0% 100.0% 100.0% 100.0% 100.0%
Healthy Kids Title XXI 158,837 162,305 164,740 167,211
P h ase 3 Healthy Kids or FHIX Enrolled 158,837 162,305 164,740 167,211
Healthy Kids or FHIX Disenrolled/Not Enrolled 0 0 0 0
H e al t h y Percent of Population Not Enrolled Phase 3 not 0.0% 0.0% 0.0% 0.0%
in effect
. Healthy Kids Full Pay 37,607 37,607 37,607 37,607
KIdS Healthy Kids or FHIX Enrolled 0 0 0 0
Healthy Kids or FHIX Disenrolled/Not Enrolled 37,607 37,607 37,607 37,607
Percent of Population Not Enrolled 100.0% 100.0% 100.0% 100.0%
Total all groups 794,723 1,001,839 1,015,933 1,028,940 1,041,904
Total Enrolled 386,737 550,420 558,714 565,950 572,259
Total Disenrolled/Not Enrolled 407,986 451,419 457,219 462,991 469,645
Percent of Population Not Enrolled 51.3% 45.1% 45.0% 45.0% 45.1%

*Children and pregnant women are disenrolled from the Medically Needy program when it ends on October 1, 2019.



Phases 1, 2, and 3 — Insurance Premium Tax...

Insurance Premium Tax
FY 2015-16 FY 2016-17 FY2017-18 FY 2018-19 FY 2019-20

Phase 1 - Impact of Simple Expansion ($7,226,394)  (S6,187,003)  ($6,570,490)  (S6,807,356)  (S7,108,618)
Phase 2 - Impact of Crowd Out Leaving Private Insurance o) ($403,304) ($311,722) ($307,841) ($317,198)
Phase 2 - Impact of FHIX Plan Selection SO0 Indeterminate Indeterminate Indeterminate Indeterminate
Impact of Disenrolled SO Indeterminate Indeterminate Indeterminate Indeterminate
Phase 3 - Impact of Healthy Kids Full Pay Purchasing Insurance SO $362,106 $629,801 $525,205 $548,440
Total Cash Impact of Insurance Premium Tax ($7,226,394)  ($6,228,201)  (S6,252,411)  (S6,589,992)  (S6,877,376)
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Overall Fiscal Impacts...

FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Caseload State $$$ Caseload State $$$ Caseload State $$$ Caseload State $$$ Caseload State $$$
Uninsured Presenters (new)* 742,677 - 753,446 (75.1) 764,167 (172.3) 774,835 (212.3) 785,423 (289.3)
Crowd-Out (new) 122,704 - 122,704 (12.2) 122,704 (27.6) 122,704 (33.5) 122,704 (45.0)
Medically Needy Shift (net) ** - 237.4 - 218.9 - 200.2 - 193.5 - 180.4
Medicaid Subtotal 865,381 237.4 876,150 131.6 886,871 0.3 897,539 (52.3) 908,127 (153.9)
Insurance Premium Revenue Adj. - (8.9) 0 (8.0) 0 (8.4) 0 (8.7) 0 (9.1)
Total 865,381 228.5 876,150 123.6 886,871 (8.1) 897,539 (61.0) 908,127 (163.0)
FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Caseload***  State $$$ Caseload State $$$ Caseload State $$$ Caseload State $$$ Caseload State $$$
Uninsured Presenters (new)* 339,806 - 344,733 (32.5) 349,639 (75.0) 354,520 (92.1) 359,364 (125.7)
Crowd-Out (new) 20,301 - 20,031 (1.9) 20,031 (4.3) 20,031 (5.2) 20,031 (7.0)
Medically Needy Shift (net) t - 237.4 - 219.0 - 200.5 - 193.9 - 180.8
Medically Needy Sunset# N/A 33.6 N/A 44.2 N/A 4.1 N/A 44.0 N/A 47.1
Phase 1and 2 Subtotal 360,107 271.0 364,764 228.8 369,670 165.3 374,551 140.6 379,395 95.2
Insurance Premium Revenue Adj. - (7.2) - (6.6) - (6.9) - (7.1) - (7.4)
Total 360,107 263.8 364,764 222.2 369,670 158.4 374,551 133.5 379,395 87.8
Compared to
Expansion Program -505,274 +35.3 -511,386 +98.6 -517,201 +166.5 -522,988 +194.5 -528,732 +250.8
FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
Caseload***  State $$$ Caseload State $$$ Caseload State $$$ Caseload State $$$ Caseload State $$$
Uninsured Presenters (new)* 339,806 - 344,733 (32.5) 349,639 (75.0) 354,520 (92.1) 359,364 (125.7)
Crowd-Out (new) 20,301 - 20,031 (1.9) 20,031 (4.3) 20,031 (5.2) 20,031 (7.0)
Medically Needy Shift (net) t - 237.4 - 219.0 - 200.5 - 193.9 - 180.8
Medically Needy Sunset 1+ N/A 33.6 N/A 44.2 N/A 44.1 N/A 44.0 N/A 47.1
Healthy Kids Title XXI N/A N/A - 0.9 - 10 - 1.0 - 53
Phase 1, 2, and 3 Subtotal 360,107 271.0 364,764 229.7 369,670 166.3 374,551 141.6 379,395 100.5
Insurance Premium Revenue Adj. - (7.2) - (6.2) - (6.3) - (6.6) - (6.9)
Total 360,107 263.8 364,764 223.5 369,670 160.0 374,551 135.0 379,395 93.6
Compared to
Expansion Program -505,274 +35.3 -511,386 +99.9 -517,201 +168.1 -522,988 +196.0 -528,732 +256.6
Compared to
SB 2512 Phases 1and 2 0 0.0 0 +1.3 0 +1.6 0 +1.5 0 +5.8

Note: Dollars in Millions; Positive Total = Surplus; Negative Total = Shortfall
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Overall Fiscal Impacts Table Notes...

*Includes qualifying persons on the waitlist for the APD Developmental Services Waiver and service recipients in the DCF Substance Abuse and Mental Health Program.
**Assumes approximately 26,000 non-pregnant adults aged 19-64 shift from the Medically Needy Program to the Expansion Program, with no other changes.

*** The caseload figures for FY 2015-16 represent the number enrolled at the end of the fiscal year.

t Assumes approximately 26,000 non-pregnant adults aged 19-64 under 133% FPL shift from the Medically Needy Program to Phase 1 and 2. State savings result from the higher
federal match rate for Phase 1 and 2 expenditures and from enrollee premium payments, which are exclusive to Phase 2.

T+ Caseload in this row is not shown because individuals are included in current Medicaid program enrollment numbers. Non-pregnant adults ages 19-64 above 133% FPL and adults
ages 65+ at all income levels (about 5,100 individuals in total) will be disenrolled from the program October 1, 2015. Children and pregnant women (about 930 individuals in total)
will be disenrolled when the program is terminated on October 1, 2019. State savings in this row result from the disenrollment of these individuals at these points in time.

f State savings result from the increase in enrollee premium payments for Healthy Kids Title XXI from $12.48 per month (February 2015 SSEC) to $25.00 per month (cost sharing rate
for those above 100% FPL). Assumes approximately 38,000 Healthy Kids Full Pay enrollees will transition to private insurance coverage on July 1, 2016 because they will not have a
path to insurance through the FHIX marketplace.
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Overall Coverage Status after Full Implementation...

Coverage Status under

SB 2512
Current Coverage (after Phase 3 full
Status implementation) Description FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20
This group is currently uninsured and would qualify for the FHIX
Uninsured FHIX marketplace (school/work requirements and premium payment 344,733 349,639 354,520 359,364
requirements).
This group currently has private insurance and would transition to the
Private Insurance FHIX FHIX marketplace; they will meet all FHIX requirements and will opt for a 20,031 20,031 20,031 20,031
FHIX plan over their current private insurance plan.
This group is currently in Medicaid Medically Needy and would be
Medicaid Medically FHIX transmom.ed to FHIX bec.ause thc.ey wo.uld me-et.all the requwemfents. This 25,886 25,808 25731 25,653
Needy group, which has not paid premiums in Medicaid, would be subject to
premium payments starting in Phase 2.
This group comprises the current Healthy Kids Title XXI population. They
Healthy Kids Title XX EHIX would be transitioned to FHIX in Phase 3; premiums would increase from 158,837 162.305 164.740 167.211
the current average of $12.48 per month to $25.00 per month (all are ’ ’ ’ ’
above 100% FPL).
FHIX Enrollment Subtotal 549,486 557,783 565,021 572,259
Medicaid Medically Medicaid Medically This group is children or p-reg.nant \A{orr-1en lerrently in-Medicaid Medically
Needy Needy Needy. They w<?uld remain in Medicaid until the Medically Needy 934 931 928 -925
program is terminated on October 1, 2019.
This group includes the elderly at all income levels and the individuals
Medicaid Medically No longer with a state- with |ncom.es above 133% FPL who a.re currently in Medlca|d. Medically 5,099 5,084 5,069 5,053
Needy sponsored program Needy. This group would not meet income and/or age requirements for
FHIX. They would be disenrolled from Medicaid on October 1, 2015.
. No longer with a state- This group comprises the Hea.lthy Kids Full Pay population (all have
Healthy Kids Full Pay incomes above 200% FPL). Itis assumed that they would not have a path - 37,607 - 37,607 - 37,607 - 37,607
sponsored program ]
to insurance through the FHIX marketplace.
Not with a state- This group is currently uninsured and would not qualify for the FHIX
Uninsured marketplace (school/work requirements and/or premium payment ~ 408,713 ~ 414,528 ~ 420,315 ~ 426,059

sponsored program

requirements).

A negative sign (-) indicates individuals who are currently enrolled in a state-sponsored program but would be disenrolled under SB 2512.

Atilde (~) indicates individuals who are currently uninsured and would not become eligible for a state-sponsored program through SB 2512.
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Affordable Care Act Analysis: Assumptions

Background:

Premise:

Leadership in the Florida Senate and House of Representatives requested that the
Legislative Office of Economic and Demographic Research (EDR) conduct an in-
depth analysis of the Affordable Care Act (Act) and the potential effects it will have
on the Florida Economy. The analysis covers the mandatory provisions of the Act, as
well as the optional Medicaid Expansion decision. The mandatory provisions will be
in effect regardless of future legislative actions. The optional decision regarding
Medicaid Expansion is under the direct control of the Legislature and Governor.

The evaluation was performed by using static estimates developed by EDR as inputs
for the recently-deployed Statewide Model. The Statewide Model was used to
generate the direct, indirect and induced economic effects for Florida suggested by the
static inputs. Since all 50 states will be simultaneously undergoing major
transformations caused by the Act, some of the Florida-specific results will be further
altered by the national nature of the legislation and the ultimate interplay among states,
as well as by feedback results that are beyond the scope of this analysis.

The analysis has been further hampered by the incomplete nature of the federal rules
and regulations that will implement the Act. While EDR has made decisions and
assumptions based on the information now available, some of the underlying premises
are still in flux and could change the outcomes generated by the Statewide Model. For
example, it is still not clear whether individual subsidies will be available in exchanges
set up and run by the federal government; however, this analysis assumes they will be.

For these reasons, the Statewide Model results should be viewed not as specifics, but
as suggestive of likely outcomes. Even the adjusted baseline described below should
be regarded as a simulation.

The current National and Florida Economic Outlooks have not fully taken account of
the economic changes that will result from the implementation of the Act. This means
that the baseline for the Statewide Model had to be adjusted to address the provisions
that will be in effect regardless of future legislative actions prior to looking at policy
changes that are dependent on state legislative action. All discrete adjustments to the
baseline are documented and discussed, with the results compared to the starting or
prior baseline. [Note: EDR has reviewed the assumptions made by IHS Global Insight
for the control national forecast; largely their adjustments were directed at the new
federally required taxes and fees.]

Among the more significant adjustments to the baseline were:

(1) Increased state budgetary costs and federal dollars associated with the
mandatory portions of the Affordable Care Act.
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a. Primary Care Practitioners Fee Increase to Medicare Rate—an
increase in the state budget by the amount of anticipated federal
dollars; the increase in state budget is then directed to providers in the
ambulatory area without a commensurate increase in services.

i. Level pulled from the AHCA 12/12 Response (with state costs
converted to federal: $349.4 million in FY 2012-13; $698.8
million in 2013-14; and $349.4 million in FY 2014-15.

b. Health Insurance Tax Impact on Medicaid Managed Care—as the new
tax effectively increases managed care rates within the existing
Medicaid Program, the cost will be split between increased federal
reimbursements and realignment within the state budget to provide the
required match. The increased federal reimbursements will effectively
offset a portion of the dollars leaving the state to pay the initial tax.

i. Level pulled from the AHCA 12/12 Response (state costs
range from $13.1 million in FY 2013-14 to $192.5 million in
FY 2022-23.

c. The cost of implementing the Exchange and its effect on eligibility
determinations are indeterminate.

(2) Increased insurance coverage associated with the mandatory portions of the
Act resulting in a greater number of traditional insurance policies, self-insured
programs and richer benefits, as well as the knock-on effects from overall
increased demand for healthcare from the entire population of uninsured.

a. Increased demand for healthcare services resulting from uninsured
becoming insured: Increased Demand = # of Uninsured x Policy Cost

i. Inthe PUMS data, 1,442,014 persons will receive policy
coverage and 727,972 persons will fall under a self-insured
program for a total of 2,169,986 uninsured persons becoming
insured. These numbers are translated into percentages of the
population and then allowed to grow over time as part the
overall population growth within those shares.

1. Applied four-year ramp-up period: 40%, 60%, 80% and
100%.

2. Included aliens and the potential Medicaid Expansion
population.

3. Made a 10% adjustment for the non-compliant portion
of the tax base (referred to generally as “non-filers”) in
any given year.

4. Made discrete assumptions based on age, employment
status, size and type of employer, and income.

ii. For policy coverage, assumed new premium of $6,157 in base
year (preliminary data from OIR). This assumption was
developed by taking into account the following: 70% actuarial
value of the silver plan; trend growth; reinsurance subsidy;
guaranteed issue feature of the contract; new fees related to the
Act; area factor average reduction; and essential health benefits
requirement. In essence, the policy premiums initially increase
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by 25% to comply with the new law and then grow at one-half
the rate they otherwise would have in the baseline. This result
reflects the dual effects from the upward pressure on policy
premiums associated with the “richer” benefit package and the
downward effects from better health outcomes.

iii. Applied a scalar to the premium cost to reflect non-direct
healthcare expenditures retained by insurance companies
(based on EDR research: 18% non-health; 82% health). This
non-health portion does not increase final demand for health
services.

iv. Recognized the out-of-pocket healthcare spending today by the
uninsured that will convert to spending on copayments,
deductibles and incidentals: $583 per uninsured person that
becomes covered (Health Affairs spending table).

v. Downwardly adjusted increased demand by the amount of
today’s uncompensated care that will shift to the newly insured
(whether through self-insurance programs or private coverage).
Assumed $536 per newly insured person = $1.16 billion
(Health Affairs spending table).

1. Assumed Disproportionate Share reductions will be
largely offset by the shift from uncompensated care to
newly insured care, resulting in no overall loss in
spending.

2. Used “Estimated Total Uncompensated Care” as
reported in the 2011 Florida Hospital Uniform
Reporting System (FHURS): $2.6 billion. Insured care
will reduce this amount by $1.2 billion, leaving a
remaining level of uncompensated care of $1.4 billion
and freeing the resources previously directed to the $1.2
billion.

3. Florida’s federal Disproportionate Share allocation has
ranged from $188.3 million to $206.6 million.

vi. Developed separate estimates related to the treatment of federal
“subsidies” for individuals and tax credits for small businesses.

1. Assumed individual subsidies will be limited to the
non-working population with incomes greater than
100% and less than 400%.

2. Assumed business tax credits will be limited to entities
with less than 25 employees—and that they will be
further constrained by the amount of liability present
within any given year.

vii. Inregard to incidence, assumed that:

1. Premium policy costs for non-working individuals are
entirely absorbed by households.

Page 3



2. Premium policy costs for employees initially hit
businesses, but households absorb 100% of the cost in
the long-run.

3. Self-insurance programs are a complete cost-shift from
today’s spending by households to businesses due to the
lower requirements for self-insurance programs.

viii. There is also an increased demand for health services
associated with the richer benefit packages required for
existing policy-holders. Based on OIR preliminary data, a 25%
mark-up is expected on the average policy premium costs
today (from $5,177 to $6,465).

1. Some existing policy-holders are non-employed and
pay for insurance out-of-pocket. A portion of this
group is eligible for individual subsidies.

2. Some of the small firms providing insurance today are
eligible for the tax credits.

iX. Woodworking (the entry of individuals who are currently
eligible for the Medicaid or CHIP programs but not enrolled) is
indeterminate as adopted by Social Services Estimating
Conference (SSEC).

b. Insurance Premium Tax value is added to state revenues, which
increases the size of the overall budget expenditure on the generic
market basket of goods.

c. The business value associated with increased utility / productivity
from better healthcare (reduced sick days, average workweek hours
increased, and improved health) is indeterminate.

d. Effects from employers altering their practices regarding the provision
of insurance (moving to self-funded pools to a greater extent than the
historic trend, eliminating coverage altogether or reducing the scope of
health benefits) are indeterminate and excluded from the baseline
analysis. Similarly, the extent to which businesses scale back or
eliminate coverage but increase wages is deemed indeterminate.

(3) The loss of Florida discretionary income and/or increases to business costs to
pay increased federal taxes and fees required by the Affordable Care Act, as
well as the dead-weight loss of penalties and the excise taxes on “Cadillac”
insurance plans:

a. Individual penalties assumptions:

I. Medicaid Expansion population is exempt from penalties due
to the blanket “hardship” exemption provided by HHS. In
addition, the general threshold for the requirement to pay
federal income taxes is within the Medicaid Expansion
population group.

ii. The permanent penalties will be incurred only by the
following:

1. Non-working adults—all of those 25 and younger, and
10% of those 26 and older (essentially the non-filers).
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2. 10% of the self-employed (essentially the non-filers).
3. The children associated with the above groups (10% of
all children).
Moreover, only 50% of the non-filers will be identified within
any given year and have to pay the penalty (including any back
penalties).

iii. Temporary or time-limited penalties are assigned to certain
individuals during the ramp-up period (1 minus the ramp-up
period percentages). They will become compliant over time.

b. Business penalties assumption—Indeterminate
i. Large firms will have total compliance due to competitive
pressures related to their brand images and recruitment needs.
ii. Small firms are not subject to business penalties.
c. Existing policy-holders are assumed to have 100% compliance,
meaning no penalties will apply.
d. Increased federal taxes and fees were adequately treated in the
underlying National and Florida Economic Outlooks.
e. Changes associated with some plans being deemed “Cadillac” are
indeterminate.
(4) The model endogenously handles the shifting between industry sectors from
“all else” into healthcare, including the knock-on effects, to meet the new
demand.

Scenarios (compared to adjusted baseline described above):

The adjusted baseline can be considered the standard approach to modeling the Affordable Care
Act “shock”, assuming everything works as designed without introducing atypical labor
shortages, wage constraints or capacity issues. The alternative scenarios (#1 through #7) are
provided to assess areas of potential risk or change and the impact they would have on the
results; however, no attempt is made to gauge the likelihood of the alternative outcomes. [Note:
In the presentation PowerPoint, the various scenarios are referred to as “risk simulations™.]

1. ADJUSTED BASELINE SCENARIO #1: Difference from the adjusted baseline after
incorporating a barrier on additional healthcare workers moving into the state to fill jobs.
[key features: potentially constrained infusion of federal dollars; no job-related
migration]

2. ADJUSTED BASELINE SCENARIO #2: Difference from the adjusted baseline after
assuming the uninsured today from the small business, self-employed, and non-working
populations remain uninsured—meaning that those individuals originally buying policies
instead pay penalties, as well as a complete erosion of existing insurance provision
among small employers (1-50 employees, excluding self-employed)—meaning those
employees move to individual coverage and the employers lose their tax credits. [key
features: increased penalties; reduced Insurance Premium Tax collections; reduced
federal tax credits]
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. ADJUSTED BASELINE SCENARIO #3: Difference from the adjusted baseline after
assuming 25% entry rate for Woodworking. Woodworking values came from EDR.
[key features: infusion of federal dollars; redirected state dollars]

. ADJUSTED BASELINE SCENARIO #4: Difference from the adjusted baseline after
assuming that premium policy costs increase 50% from the existing blended level instead
of the 25% assumed in the adjusted baseline, and that this higher level becomes the
standard for all new policies. [key features: increased subsidies; increased Insurance
Premium Tax]

. ADJUSTED BASELINE SCENARIO #5 WITH MEDICAID EXPANSION: Difference

from the adjusted baseline after incorporating the Medicaid Expansion coupled with an
adjustment to assume 25% entry rate for Woodworking. Woodworking values came
from EDR. The Medicaid Expansion values from the Social Services Estimating
Conference have been updated to reflect new PUMS data and more recent “per member,
per month” (PMPM) data. [key features: infusion of federal dollars; redirected state
dollars; lower Insurance Premium Tax dollars due to the removal of the Medicaid
Expansion and Crowd Out populations]

. ADJUSTED BASELINE SCENARIO #6 WITH MEDICAID EXPANSION: Difference

from the adjusted baseline after incorporating the Medicaid Expansion coupled with an
adjustment to assume 25% entry rate for Woodworking and a barrier on additional
healthcare workers moving into the state to fill jobs. Woodworking values came from
EDR. The Medicaid Expansion values from the Social Services Estimating Conference
have been updated to reflect new PUMS data and more recent PMPM data. [key
features: infusion of federal dollars; redirected state dollars; lower Insurance Premium
Tax dollars due to the removal of the Medicaid Expansion and Crowd Out populations;
no job-related migration]

. ADJUSTED BASELINE SCENARIO #7 WITH MEDICAID EXPANSION: Difference

from the adjusted baseline after incorporating the Medicaid Expansion coupled with an
adjustment to assume 25% entry rate for Woodworking and a 60% increase in the annual
costs implied by the PMPM rates for the Medicaid Expansion and Woodworking
entrants. Woodworking and increased Medicaid Expansion values came from EDR.
[key features: infusion of federal dollars; redirected state dollars; lower Insurance
Premium Tax dollars due to the removal of the Medicaid Expansion and Crowd Out
populations]

BREAK-EVEN FUNDING ANALYSIS FOR MEDICAID EXPANSION: Incremental
federal funding adjustments to the scenario which incorporates the Medicaid Expansion
with no other alterations (Scenario #5) to determine at what point the additional
economic benefits are driven to zero. Loss of federal funds are offset through an equal
infusion of state funds with overall budget reductions elsewhere. The selected welfare
variable to measure the economic benefits is Domestic Consumption by Households and
Government.
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Percent of Federal Poverty Level

250%

200%

150%

100%

50%

0%

No Medicaid Expansion Scenario: Initial Population Base
689
25,893
129,527
9,671 46,926 92,869 12,762 21,234 571 37,185
Infants Children Children Children Pregnant Women SSI Parents Childless Adults
(Age 1-5) (Age 6-18) (Age 19-20) Age 21+
Bars: Labels:
Blue: Medicaid enrolled Green: Mediciaid eligible, but not enrolled
Yellow: CHIP Orange: CHIP eligible, but not enrolled

Source: US Census Bureau, 2009-11 3-year American Community Survey Public Use Microdata Sample

138%
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Eligible, but not Enrolled: No Expansion, Initial Population Base

CHIP
156,109
41.4%

Total: 377,327

Source: U.S. Census Bureau, 2009-11 3-year American Community Survey Public Use Microdata Sample
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Eligible for Medicaid, but not Enrolled: Initial Population Base

Adults Aged 19 and Over
71,752
32.4%

Total: 221,218

Source: U.S. Census Bureau, 2009-11 3-year American Community Survey Public Use Microdata Sample
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Percent of Federal Poverty Level

250%

200%

150%

100%

50%

0%

Medicaid Expansion Scenario: Initial Population Base

2,546

Infants

Bars:

Blue: Medicaid enrolled
Red: Newly eligible
Yellow: CHIP

Children Children Children Pregnant Women SSI Parents Childless Adults
(Age 1-5) (Age 6-18) (Age 19-20) Age 21+
Labels:
Green: Medicaid eligible, but not enrolled White: CHIP "Woodworking Shift"
Purple: Crowd Out related to expansion Orange: CHIP eligible, but not enrolled

Sources: U.S. Census Bureau, 2009-11 3-year American Community Survey Public Use Microdata Sample and Florida Healthy Kids Corporation
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Medicaid Expansion Components: Initial Population Base

CHIP Transfer
69,127
6.4%

CHIP "Woodworking Shift"
58,800
5.4%

Crowd Out
131,791
12.2%

Total: 1,079,337

Sources: U.S. Census Bureau, 2009-11 3-year American Community Survey Public Use Microdata Sample and Florida Healthy Kids Corporation
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Medicaid Expansion Impact: Initial Population Base

Children Aged 0 to 18
138,328
12.8%

Total: 1,079,337

Note: 92.5% of Children Aged 0 to 18
are from CHIP (includes enrolled and
those eligible, but not enrolled)

Sources: U.S. Census Bureau, 2009-11 3-year American Community Survey Public Use Microdata Sample and Florida Healthy Kids Corporation
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Newly Insured and Uninsured

Percent of Current Uninsured*

Adjusted Baseline with Woodworking**
Adjusted Baseline with Woodworking** and Medicaid Expansion

Newly Insured by Origin

Newly Insured by Origin

M Small & Large Business Employees,
excluding Self-Funded
M Self-Funded Small & Large

Business Employees

B Small & Large Business
Employees, excluding Self-

Funded
M Self-Funded Small & Large
Business Employees

m Self-Employed
m Self-Employed

H Non-Working M Non-Working

B CHIP Woodworking B Remaining CHIP Woodworking

= Medicaid Woodworking 1 CHIP "Woodworking Shift"

Medicaid, Newly Enrolled
edicaid, Newly Enrolle ™ Medicaid Woodworking

1.4% 1 g

= Remain Uninsured
Medicaid, Newly Enrolled

= Remain Uninsured

*4,040,731
** Woodworking are individuals that are currently eligible but not enrolled
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Georgetown University
P Health Policy Institute

Medicaid Expansion Fills Gaps in Maternal Health
Coverage Leading to Healthier Mothers and Babies

by Adam Searing and Donna Cohen Ross

Key Findings

® New research shows states that expand Medicaid
improve the health of women of childbearing age:
increasing access to preventive care, reducing
adverse health outcomes before, during and after
pregnancies, and reducing maternal mortality rates.

e While more must be done, Medicaid expansion is
an important means of addressing persistent racial
disparities in maternal health and maternal mortality.

e Better health for women of childbearing age also
means better health for their infants. States that
have expanded Medicaid under the Affordable Care
Act saw a 50 percent greater reduction in infant
mortality than non-expansion states.

® The uninsured rate for women of childbearing
age is nearly twice as high in states that have not
expanded Medicaid compared to those that have
expanded Medicaid (16 percent v. 9 percent).
States with the highest uninsured rates for women
of childbearing age are: Alabama, Alaska, Florida,
Georgia, Idaho, Mississippi, Nevada, North Carolina,
Oklahoma, South Carolina, Texas and Wyoming. Ten
of these twelve states have not expanded Medicaid.

The authors would like to thank the
American College of Obstetricians and Gynecologists and
the March of Dimes for their contributions to this report.

Introduction

Disruptions in health coverage are associated with
adverse health consequences.’ This is especially true for
women in their childbearing years, when a pregnancy
means having health coverage is even more important.
The stakes are high as the care a woman receives during
pregnancy is critical to her own health, as well as to the
health of her newborn. In the United States, maternal and
infant mortality is higher than most other industrialized
nations,? lending urgency to strategies to address the
overall health of women.?

In this paper we review the substantial new research
showing the significant improvements in access to

health coverage for women of childbearing age achieved
through the adoption of the Affordable Care Act’s (ACA)
Medicaid expansion. Better health coverage is important
not just for women who are pregnant but also for

women well before they become pregnant and well after
childbirth. The American College of Obstetricians and
Gynecologists (ACOG) recommends women have access
to continuous health coverage in order to increase
preventive care, reduce avoidable adverse obstetric and
gynecologic health outcomes, increase early diagnosis of
disease and reduce maternal mortality rates.* Research
also finds that Medicaid expansion has an important role
in reducing the significant and persistent racial disparities
in maternal and infant health. And finally, new studies
show that healthier mothers mean healthier infants—
another benefit for states that expand Medicaid.
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Pre-ACA Medicaid Expansions Focused on Pregnancy Status

Over the past four decades, in response to concerns about
high rates of infant mortality and poor birth outcomes, states
have increased Medicaid eligibility for pregnant women,
making health care during pregnancy significantly more
accessible for lower-income women.

While this has been a positive change for both mothers and
children, it is only one part of a comprehensive strategy to
improve maternal and child health. It has been established

that the strong connection between the health of a mother
and her baby begins well before pregnancy and continues

long past the 60 days of post-partum coverage Medicaid
typically provides.® This elevates the need for overall good
health throughout a woman'’s childbearing years. Innovative
efforts such as the University of North Carolina’s 4th Trimester
Project, in collaboration with groups like the March of Dimes,
are highlighting how increasing coverage is a key part of a
comprehensive strategy to improve the health of new mothers.®

The Effect of State Medicaid Expansions

Reviews of state data estimate the majority of pregnancy-
related deaths are preventable.” Expanding access to health
coverage is a key strategy for addressing this problem.

A growing body of research demonstrates the ACA and
implementation of state Medicaid expansions have had
positive effects on the health of mothers and their infants.
Recent studies show that state Medicaid expansions have
helped to reduce the rates of both maternal deaths and
infant mortality. Women are getting better health coverage
before pregnancy, leading to improved prenatal nutrition and

prenatal care. And postpartum coverage has improved for
women, helping them get the care they need following the
birth of their child. States that have expanded Medicaid also
have decreased the likelihood that eligibility for coverage
will fluctuate, resulting in losing and regaining coverage over
a relatively short span of time, a phenomenon known as
“churning.” Breaks in health coverage can disrupt care and
cause existing health conditions to become more serious
and more difficult and expensive to treat.®

Pre-ACA Medicaid Expansions for Pregnant Women and Coverage Churn

for Women of Childbearing Age

In the late 1980s, prompted by high infant mortality rates,
many states expanded Medicaid coverage for pregnant
women. The state median income eligibility for pregnant
women rose to 185 percent of the federal poverty level (FPL)
by 2013 and is now 200 percent FPL.° Low-income parents
could also obtain Medicaid coverage but at a much lower
income level, typically well below 100 percent of FPL. The
ACA’s coverage changes, and particularly its expansion of
Medicaid to both parents and adults without children in the
home with incomes below 138 percent FPL, have the potential
to change this situation dramatically. But the Supreme Court’s
decision to make Medicaid expansion optional for states,
coupled with ideological objections to Medicaid expansion,
led to some states rejecting the option. This has resulted in
significant differences across the country in access to health

coverage for women of childbearing age. (See Appendix A.)

In non-expansion states, the median Medicaid eligibility level
for parents is 40 percent FPL or $8,532 per year for a family
of three in 2019. This compares to a minimum parental
eligibility level of 138 percent FPL ($29,435 for a family of
three) in states that have expanded Medicaid."® And women
of childbearing age who do not have children under age

19 or are currently not pregnant fare much worse in non-
expansion states—they are simply not eligible for Medicaid
at all unless they have a serious disability.

Such limited coverage for low-income women means
coverage churn is more common in non-expansion states.
Research consistently shows women of childbearing age
experience high rates of transition between being covered

2 MEDICAID EXPANSION AND MATERNAL HEALTH CCF.GEORGETOWN.EDU

May 2019



&,

by different insurance providers or being covered and then a direct impact on the ability of women of childbearing age to
becoming uninsured.!” While Medicaid’s relatively high obtain health coverage. While the ACA reduced the uninsured
eligibility levels for pregnant women mean a woman’s rate among women of childbearing age across all states,
delivery is often covered, these same lower-income women living in states refusing the Medicaid expansion
women are at significant risk of being uninsured in the have generally experienced much smaller reductions and are
critical months before pregnancy and after delivery. A more likely to remain uninsured. States with above average
recent national study found that half of women who were declines in their uninsured rate for women of childbearing
insured by Medicaid for their delivery were uninsured prior age are mainly states that have expanded Medicaid.

to pregnancy.'? And of these new mothers, 55 percent
experienced another coverage gap in the six months after
giving birth. The authors also note that “[t]he well-being of
infants can also be negatively affected by their mothers’ lack
of insurance after delivery. Poor management of maternal
mental health adversely affects a child’s cognitive, behavioral,
and socioemotional development.”!®

States that have not expanded Medicaid generally do

not cover women of childbearing age who do not have

a disability if they are not pregnant or are not parents of
dependent children. These states generally have extremely
low eligibility levels for parents to qualify for Medicaid. For
example, in Texas an income of more than $302 a month
disqualifies the parents in a family of three from enrolling in
Table 1 shows that Medicaid expansion decisions have had Medicaid. See Table 2.

Medicaid Expansion Provides Benefits that Confer Two-Generation Advantages

ACA Medicaid expansions provide women of childbearing age their state’s full benefit package for adults. These services can
benefit their children, as well. For example:

® Maternal Depression Screening and Treatment. Research estimates that more than half (55 percent) of all infants in
families with incomes below the poverty level are being raised by mothers with some form of depression.? In addition
to the toll depression takes on the mother herself, it also can disrupt the formation of a strong parent-child relationship,
which compromises a child’s early brain development, with implications for cognitive, social and emotional health.
State Medicaid programs must make depression screening without cost-sharing available to women enrolled under
Medicaid expansions, and refer women at risk of perinatal depression to counseling. Many states have adopted the
option to allow pediatric care providers to conduct maternal depression screenings as part of the well-child visit and
also to deliver “dyadic treatment” to mother and child together.” In Medicaid expansion states, mothers have access to
additional treatments they may need, such as more intensive therapy or medication.

® Tobacco Use Cessation. Medicaid enrollees are about twice as likely as the general U.S. population to smoke tobacco:
32 percent of beneficiaries identify themselves as smokers.© The ACA requires that all state Medicaid programs offer
comprehensive tobacco cessation benefits without cost-sharing for pregnant women and for populations made
newly eligible under Medicaid expansion. Smoking cessation can not only reduce a woman'’s risk of cardiovascular
and respiratory disease, cancer and other chronic conditions, it also decreases the chances of pregnancy-related
complications, including preterm birth, low birth weight, and sudden infant death syndrome. When adults quit smoking,
they also reduce the likelihood that their children will suffer from exposure to second-hand smoke, which can trigger
more frequent and severe asthma attacks and is associated with ear infections and even tooth decay.

a Tracey Veriker, Jennifer Macomber, and Olivia Golden, “Infants of Depressed Mothers Living in Poverty: Opportunities to Identify and Serve,” The Urban
Institute. August 2010.

b “Maternal Depression Screening and Treatment: A Critical Role for Medicaid in the Care of Mothers and Children,” CMS Informational Bulletin, May 16, 2016.

° L. Ku, B. Bruen, S.Steinmetz, and T. Bysshe, “Medicaid Tobacco Cessation: Big Gaps Remain In Efforts To Get Smokers To Quit,” Health Affairs, Vol. 35, No.
1, January 2016.
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Table 1. Percentage Point Decline in the Uninsured Rate for Women
of Childbearing Age (18-44), 2013-2017

West Virginia
New Mexico
Kentucky
Louisiana**
Arkansas
California
Nevada
Washington
Montana**
Oregon
Arizona
Alaska**
Michigan
Florida
Rhode Island
Indiana**
NATIONAL AVERAGE
New Hampshire
North Carolina
Colorado
Kansas
New Jersey
Mississippi
South Dakota
Ohio
Illinois
Georgia
Alabama
Utah
South Carolina
lowa
Pennsylvania** I \V\edicaid expansion states
New York
Idaho
Texas

I Non-expansion states

** Five states (Alaska, Indiana,
Louisiana, Montana, and
Pennsylvania) expanded
Medicaid after December 31,
2014. Expansion states are only
designated as such if enrollment
began by the start of 2017.

Tennessee
Oklahoma
Maryland
Missouri
Wisconsin
Virginia
Minnesota
Hawaii
Delaware
Connecticut
Nebraska
North Dakota
Maine
Vermont
District of Columbia
Wyoming
Massachusetts

Source: Data is from a Georgetown University Center for Children and Families analysis of the U.S. Census Bureau American
Community Survey (ACS) data, 2013 and 2017 single year estimates from the Integrated Public Use Microdata Series (IPUMS).
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Table 2. Medicaid Income Eligibility Limit in Non-Expansion States for Adults as a Percentage of
the Federal Poverty Level, January 2019

Parent upper eligibility limit Parent upper eligibility limit Childless adult
(in a family of three) — (in a family of three) - eligibility limit
percent of FPL monthly dollar amount (for an individual)
Alabama 18% $320 0%
Florida 32% $569 0%
Georgia 35% $622 0%
Idaho* 25% $444 0%
Kansas 38% $675 0%
Mississippi 26% $462 0%
Missouri 21% $373 0%
Nebraska* 63% $1,120 0%
North Carolina 42% $747 0%
Oklahoma 42% $747 0%
South Carolina 67% $1,191 0%
South Dakota 49% $871 0%
Tennessee 95% $1,689 0%
Texas 17% $302 0%
Utah* 60% $1,067 0%
Wisconsin 100% $1,778 100%
Wyoming 54% $960 0%

Source: Based on a national survey conducted by Kaiser Family Foundation with the Georgetown University Center for Children on
Families, 2019. See here for more information on the survey and this table.

*ldaho and Nebraska voters approved Medicaid expansion but the expansions are not in effect and may be limited. Utah voters also approved a
Medicaid expansion but Utah's legislature passed a law limiting the expansion to only some of those originally eligible and capping enrollment at

the discretion of the state.

Note: Among reproductive-age women who remained uninsured in 2016, about 20 percent were likely eligible for comprehensive
Medicaid or Children’s Health Insurance Program (CHIP) coverage based on their income, indicating that outreach and enrollment efforts
could help boost participation.'
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States Rejecting Medicaid Expansion are Missing an Opportunity to
Address Stark Racial Disparities in Maternal Health

While strategies to increase women’s health coverage
have had positive effects, especially in states that have
expanded Medicaid, stark racial disparities with respect
to maternal mortality and maternal health persist. A recent
commentary in the Journal of the American Medical
Association noted that “African American women are
nearly three times as likely to die of complications related
to pregnancy and childbirth compared with white women
... a gap that has not narrowed in decades.”’® The most
recent comprehensive study on these disparities in the
American Journal of Obstetrics and Gynecology found:

“IB]lack women had a higher adjusted rate of severe
maternal morbidity than white women. Our results
confirm that the high risk of adverse outcomes faced
by black women who give birth in comparison with
white women in the United States and are similar to
findings by others.”'®

Unsurprisingly, nonelderly adults are much more likely to be
uninsured in states that have not expanded Medicaid."” Recent
data specifically on women of childbearing age are not available,
but overall this disparity in uninsured rates is magnified when race
is taken into account. For example, the uninsured rate among
nonelderly African Americans is 14 percent in states that haven’t
expanded Medicaid compared to 8 percent in expansion states.
Nonelderly white children and adults (ages 0-64) experience
lower overall rates of uninsurance: 10 percent in states that
haven’t expanded Medicaid compared to 6 percent in expansion
states.'® In Southern states, which make up the majority of

those that have not expanded Medicaid, African Americans are
disproportionately affected and experience higher uninsured rates.
This is due in large part to the fact that the states that have not
expanded Medicaid have larger shares of black residents.®

While multiple factors contribute to improving maternal health,
new research is finding Medicaid coverage is a critical piece of
the puzzle, especially for addressing racial inequities in access to
affordable coverage and care.?®

WA

MT

NM

AK

HI

Share of Total Population that is Black by State and
Current Medicaid Expansion Status

< 5% (18 states)
. 5%-15% (20 states)
. > 15% (12 states and D.C.)

o No Medicaid expansion
(17 states)

Source:“Changes in Health Coverage by Race and Ethnicity Since Implementation of the ACA, 2013-2017," Kaiser Family
Foundation, February 2019.

*Idaho and Nebraska voters approved Medicaid expansion but the expansions are not in effect and may be limited.
Utah voters also approved a Medicaid expansion but Utah’s legislature passed a law limiting the expansion to only
some of those originally eligible and capping enrollment at the discretion of the state.
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Medicaid Expansion: Benefits for Women of Childbearing Age

When states decide to expand Medicaid, the resulting gains
in coverage provide benefits that promote preventive health
practices and can protect women and their children from
serious health conditions and even death. Better coverage
is the starting point for better care overall. In addition to the
well-known advantages of being insured during pregnancy,
coordination and quality of care during the pre-pregnancy
period and during the postpartum period —sometimes called
the “4th trimester” —are especially important.?’

Several new studies provide insights into the impacts of
Medicaid expansion for women of childbearing age including
increased health coverage, earlier prenatal care, better overall
care, lower rates of maternal mortality and a reduction in
infant mortality.

1. Better health coverage for reproductive-age
women

Overall, the ACA has had a major impact on increasing
coverage for all women of reproductive age. This is due

not only to Medicaid expansions but also other coverage
changes like the expansion of dependent coverage to young
adults up to age 26, the premium tax credit, elimination of
pre-existing condition exclusions, and required coverage of
maternity care. However, some low-income women are still

at risk. Research published in the American Journal of Public
Health reported “significant reductions in uninsurance and
increases in nongroup private insurance and Medicaid among
reproductive-aged women” in the first three years following the
ACA’s implementation. Across states, the authors identified the
ACA as the cause of a 7.4 percentage-point decrease in the
probability of uninsurance for reproductive age women. Low-
income women in non-expansion states were identified as
a main group still at risk for lack of coverage.?

2. Earlier initiation of prenatal care

The first long-term study examining the effect of pre-ACA
Medicaid expansions on women of childbearing age found
multiple positive effects. Medicaid expansions improved
coverage prior to pregnancy and led to “earlier initiation
and improved adequacy of prenatal care among pregnant
mothers.” Based on the findings, the author concluded that

“More recent state expansions in Medicaid under the

ACA have the potential to impact even more women and
children as they extend eligibility to all low-income women
regardless of parental or pregnancy status.”

3. Better care before women become pregnant

In Ohio, a 2018 study found that after the state’s Medicaid
expansion there was almost a 12 percentage-point increase

in Medicaid enrollment for first-time mothers before they
became pregnant. This improved access to proper prenatal
care in the first 16 weeks after they became pregnant. The
researchers identified significant increases in the receipt
of all recommended health screens and a nearly 14
percentage-point increase in receipt of prenatal vitamins
for first-time mothers, compared with increases of 5 and 4
percentage points, respectively, for women with previous
pregnancies. Prenatal vitamins typically contain more iron and
folic acid than standard adult multivitamins. They help prevent
anemia during pregnancy and neural tube birth defects (such
as spina bifida), which compromise a baby’s brain and spinal
cord development. While the authors caution the results also
depend on other factors, including some unique to Ohio, the
benefits for lower-income women in the state are clear after
Medicaid expansion.

4. Lower rates of maternal mortality

Findings from a study presented at the AcademyHealth
National Health Policy Conference in February 2019 showed
a link between implementation of Medicaid expansion under
the ACA and lower rates of maternal mortality. An analysis of
data from 1999 to 2016 from the National Center for Health
Statistics compared maternal mortality rates in Medicaid
expansion states with rates in states that did not expand. The
study found that Medicaid expansion was associated with
lower rates of maternal mortality, reflecting 1.6 fewer maternal
deaths per 100,000 women. The researchers suggest that the
reduction in maternal death rates is associated with women
having increased access to Medicaid prior to pregnancy,
which presented the opportunity to address pre-pregnancy
risk factors such as obesity, diabetes and heart disease and
also to begin prenatal care in a timely manner.?
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5. Reductions in infant mortality

A study released in 2018 examined Medicaid expansions
under the Affordable Care Act and their effect on the infant
mortality rate in the United States. The researchers point out
that since Medicaid covers a large proportion of maternal,
infant, and child health care, as well as specific services
related to pregnancy, maternity, pediatric care, chronic
disease management, breastfeeding support, contraception,
mental health and substance use disorder screening and
treatment, and other behavioral health services; “Medicaid
expansion may be among the most important ways in
which the ACA could improve maternal and child health
indicators, such as the infant mortality rate.” Their analysis
found that the infant mortality rate declined in both Medicaid
expansion and non-expansion states between 2010 and
2016, however, the decline in Medicaid expansion states

Conclusion

was more than 50 percent greater than in non-expansion
states. The research also showed that the decline in infant
mortality rates linked to Medicaid expansion were greatest
among African American infants, which drove the overall
decline and helped to substantially reduce the racial disparity
in infant mortality rates.?® And this improvement was not
limited to overall infant mortality. Another recently released
study examining the effect of state Medicaid expansions on
overall birth outcomes found that while the rates of preterm
birth and low birth weight did not show a change, there were
significant improvements for African American infants relative
to white infants. State Medicaid expansion was associated
with “significant improvements in disparities for black infants
relative to white infants for the four outcomes studied,
including preterm birth, very preterm birth, low birth weight,
and very low birth weight.”?

Medicaid expansion under the Affordable Care Act offers
affordable, comprehensive health coverage to women

who would likely otherwise go without access to needed
care. Most states have longstanding, generous Medicaid
coverage for pregnant women, however, the pre-pregnancy
coverage churn and post-partum (or “4th trimester”)
coverage gaps leave women without a full continuum of
care. Prior to pregnancy, this can mean a significant missed
opportunity to attend to health issues that pose high risks
during pregnancy for mother and child. Similarly, a sudden
plunge into uninsured status after the Medicaid post-partum
period of 60 days can force women to abandon medication
or other ongoing treatment they may need. And despite
improved coverage during pregnancy, troubling racial
maternal and infant health disparities persist, especially in
Medicaid non-expansion states.

Recent studies show that Medicaid expansion has
increased coverage rates for women during the childbearing

years, has reduced the rate of women of childbearing age
who are uninsured, and has improved health outcomes.
Medicaid expansion has also played a role in reducing rates
of maternal death, decreasing infant mortality rates, and
improving the potential for optimal birth outcomes that can
increase the prospects for a healthy childhood. Finally, it is
clear if the remaining non-expansion states want to address
significant racial disparities in maternal and infant health,
expanding Medicaid is a critical first step.

Additional research could further illuminate the value of
Medicaid expansion for women and their children. Many
of the benefits Medicaid provides—smoking cessation
treatment, treatment for substance use disorders, maternal
depression screening and treatment, oral healthcare and
other benefits—are likely to have positive two-generation
impacts on women and their children.
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Appendix A. Medicaid Income Eligibility Limit for Adults as a Percent of the FPL, January 2019

Parent upper eligibility limit (in a

family of three) — percent of FPL

Parent upper eligibility limit (in a family
of three) — monthly dollar amount

Childless adult eligibility
limit (for an individual)

Alabama 18% $320 0%
Alaska 138% $3,066 138%
Arizona 138% $2,453 138%
Arkansas 138% $2,453 138%
California 138% $2,453 138%
Colorado 138% $2,453 138%
Connecticut 155% $2,755 138%
Delaware 138% $2,453 138%
District of Columbia 221% $3,928 215%
Florida 32% $569 0%
Georgia 35% $622 0%
Hawaii 138% $2,822 138%
Idaho* 25% $444 0%
Illinois 138% $2,453 138%
Indiana 139% $2,471 139%
lowa 138% $2,453 138%
Kansas 38% $675 0%
Kentucky 138% $2,453 138%
Louisiana 138% $2,453 138%
Maine** 138% $2,453 138%
Maryland 138% $2,453 138%
Massachusetts 138% $2,453 138%
Michigan 138% $2,453 138%
Minnesota 138% $2,453 138%
Mississippi 26% $462 0%
Missouri 21% $373 0%
Montana 138% $2,453 138%
Nebraska* 63% $1,120 0%
Nevada 138% $2,453 138%
New Hampshire 138% $2,453 138%
New Jersey 138% $2,453 138%
New Mexico 138% $2,453 138%
New York 138% $2,453 138%
North Carolina 42% $747 0%
North Dakota 138% $2,453 138%
Ohio 138% $2,453 138%
Oklahoma 42% $747 0%
Oregon 138% $2,453 138%
Pennsylvania 138% $2,453 138%
Rhode Island 138% $2,453 138%
South Carolina 67% $1,191 0%
South Dakota 49% $871 0%
Tennessee 95% $1,689 0%
Texas 17% $302 0%
Utah* 60% $1,067 0%
Vermont 138% $2,453 138%
Virginia** 138% $2,453 138%
Washington 138% $2,453 138%
West Virginia 138% $2,453 138%
Wisconsin 100% $1,778 100%
Wyoming 54% $960 0%

[ ] Non-expansion states

Source: Based on a national survey conducted by Kaiser Family Foundation with the Georgetown University Center for Children on Families, 2019. See here and here for more information on the survey and this table.

* |daho and Nebraska voters approved Medicaid expansions but the expansions are not in effect and may be limited.

** Medicaid expansions in Maine and Virginia did not go into effect until 2019.
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http://files.kff.org/attachment/Fact-Sheet-Where-are-States-Today-Medicaid-and-CHIP-Eligibility-Levels-for-Children-Pregnant-Women-and-Adults

©

Appendix B. Uninsured Rates by State for Women of Child-Bearing Age (18-44), Comparing Rates

for 2013 and 2017
Uninsured Percent 2013 for Uninsured Percent 2017 for Percentage Point Change
Women Ages 18-44 Women Ages 18-44 2013-2017
US Total 21.0 123 -8.7
Alabama 23.0 15.6 -7.4
Alaska 25.5 15.3 -10.2
Arizona 24.2 13.4 -10.8
Arkansas 26.3 11.4 -14.9
California 234 9.3 -14.1
Colorado 18.6 10.2 -8.4
Connecticut 12.1 7.5 -4.6
Delaware 12.7 8.1 -4.6
District of Columbia 55 3.0 -2.5
Florida 29.0 19 -10.0
Georgia 27.5 20.1 -7.4
Hawaii 9.8 52 -4.6
Idaho 244 17.6 -6.8
lllinois 17.2 9.7 -7.5
Indiana 21.0 11.7 93
lowa 12.7 5.8 -6.9
Kansas 20.2 12.0 -8.2
Kentucky 24.0 7.4 -16.6
Louisiana 25.9 10.8 -15.1
Maine 15.8 11.8 -4.0
Maryland 13.9 8.1 -5.8
Massachusetts 4.6 33 -1.3
Michigan 16.4 6.4 -10.0
Minnesota 10.8 5.9 -4.9
Mississippi 26.2 18.5 -7.7
Missouri 19.6 139 -5.7
Montana 23.7 12.0 -11.7
Nebraska 16.8 125 -4.3
Nevada 29.0 15.8 -13.2
New Hampshire 16.5 7.9 -8.6
New Jersey 19.7 11.6 -8.1
New Mexico 29.8 13.1 -16.7
New York 14.2 74 -6.8
North Carolina 24.1 15.7 -8.4
North Dakota 14.4 10.2 -4.2
Ohio 15.1 7.6 -7.5
Oklahoma 27.2 214 -5.8
Oregon 20.8 9.3 -11.5
Pennsylvania 13.9 7.1 -6.8
Rhode Island 15.8 6.0 -9.8
South Carolina 239 16.8 -7.1
South Dakota 19.8 12.3 -7.5
Tennessee 189 12.2 -6.7
Texas 32.2 255 -6.7
Utah 18.3 11.2 -7.1
Vermont 8.0 54 -2.6
Virginia 17.4 124 -5.0
Washington 214 8.4 -13.0
West Virginia 24.6 7.9 -16.7
Wisconsin 11.8 6.8 -5.0
Wyoming 19.4 17.5 -1.9

Source: Data is from a Georgetown University Center for Children and Families analysis of the U.S. Census Bureau American Community Survey (ACS) data,
2013 and 2017 single year estimates from the Integrated Public Use Microdata Series (IPUMS).
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Association of Medicaid Expansion
With Cardiovascular Mortality
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IMPORTANCE Medicaid expansion under the Patient Protection and Affordable Care Act led
to one of the largest gains in health insurance coverage for nonelderly adults in the United
States. However, its association with cardiovascular mortality is unclear.

OBJECTIVE To investigate the association of Medicaid expansion with cardiovascular
mortality rates in middle-aged adults.

DESIGN, SETTING, AND PARTICIPANTS This study used a longitudinal, observational design,
using a difference-in-differences approach with county-level data from counties in 48 states
(excluding Massachusetts and Wisconsin) and Washington, DC, from 2010 to 2016. Adults
aged 45 to 64 years were included. Data were analyzed from November 2018 to January
2019.

EXPOSURES Residence in a Medicaid expansion state.

MAIN OUTCOMES AND MEASURES Difference-in-differences of annual, age-adjusted
cardiovascular mortality rates from before Medicaid expansion to after expansion.

RESULTS As of 2016, 29 states and Washington, DC, had expanded Medicaid eligibility, while
19 states had not. Compared with counties in Medicaid nonexpansion states, counties in
expansion states had a greater decrease in the percentage of uninsured residents at all
income levels (mean [SD], 7.3% [3.2%] vs 5.6% [2.7%]; P < .001) and in low-income strata
(19.8% [5.5%] vs 13.5% [3.9%]; P < .001) between 2010 and 2016. Counties in expansion
states had a smaller change in cardiovascular mortality rates after expansion (146.5 [95% Cl,
132.4-160.7] to 146.4 [95% Cl, 131.9-161.0] deaths per 100 00O residents per year) than
counties in nonexpansion states did (176.3 [95% Cl, 154.2-198.5] t0 180.9 [95% ClI,
158.0-203.8] deaths per 100 000 residents per year). After accounting for demographic,
clinical, and economic differences, counties in expansion states had 4.3 (95% Cl, 1.8-6.9)
fewer deaths per 100 00O residents per year from cardiovascular causes after Medicaid
expansion than if they had followed the same trends as counties in nonexpansion states.

CONCLUSIONS AND RELEVANCE Counties in states that expanded Medicaid had a significantly
smaller increase in cardiovascular mortality rates among middle-aged adults after expansion
compared with counties in states that did not expand Medicaid. These findings suggest that
recent Medicaid expansion was associated with lower cardiovascular mortality in
middle-aged adults and may be of consideration as further expansion of Medicaid is debated.
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he Patient Protection and Affordable Care Act (ACA) led

to the largest expansion of Medicaid coverage since the

inception of the program.! Under the ACA, beginning in
2014, all nonelderly US citizens and permanent residents (with
more than 5 years of residency) with an income up to 138% of
the federal poverty level (FPL) became eligible for Medicaid.
However, a number of states have not expanded eligibility for
Medicaid, and there is continued debate regarding further
changes in eligibility criteria.?>

Observational studies have demonstrated that prior ef-
forts to expand health insurance coverage in individual states
were associated with improved health outcomes, including
lower mortality rates.*> However, a single-state randomized
clinical trial of Medicaid expansion did not show conclusive
evidence of improvements in several intermediate health
measures.® In a recent analysis of patients with end-stage re-
nal disease, Medicaid expansion was associated with lower
all-cause mortality.”

Cardiovascular disease and its risk factors disproportion-
ately affect individuals of lower socioeconomic status and those
who are uninsured.®° Since Medicaid expansion has been as-
sociated with improvements in the management of diabetes,'©
increased use of cardioprotective medications," and access to
preventive care,'? expansion in health insurance coverage may
have a potential association with cardiovascular disease and
mortality. Medicaid expansion has also been associated with
fewer cardiovascular hospitalizations without insurance.®
However, studies of in-hospital cardiovascular outcomes
have not shown a significant association with Medicaid
expansion.!*!* It is unclear whether Medicaid expansion has
had an association with overall cardiovascular mortality rates
in the population. The aim of this analysis was therefore to as-
sess whether there have been differential changes in cardio-
vascular mortality rates in nonelderly adults living in states that
expanded Medicaid eligibility compared with those in states
that did not expand Medicaid eligibility between 2010 and
2016.

Methods

Data Sources

Because Medicaid coverage expansion has a greater outcome
on individuals younger than 65 years and cardiovascular dis-
eases are more prevalent in older adults,'® we focused this
study on cardiovascular mortality rates among adults 45 to
64 years of age. We obtained annual, county-level cardiovas-
cular mortality rates, age-adjusted to the 2000 US popula-
tion, from the Centers for Disease Control and Prevention's
Wide-ranging Online Data for Epidemiologic Research mor-
tality database from 2010 to 2016 for all 50 states and Wash-
ington, DC.'” Causes of deaths were limited to diseases of the
circulatory system (International Classification of Diseases, 10th
Revision codes 100 to 199). Counties with fewer than 10 deaths
per year are censored from the publicly visible version of the
Wide-ranging Online Data for Epidemiologic Research data-
base and were not included in this analysis. Because all the data
analyzed are publicly available and aggregated at the county

JAMA Cardiology Published online June 5,2019
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Key Points

Question Has the expansion of Medicaid eligibility under the
Affordable Care Act been associated with any differencesin
cardiovascular mortality rates?

Findings In this difference-in-differences analysis, states that
expanded eligibility for Medicaid had a significantly smaller
increase in rates of cardiovascular mortality for middle-aged adults
after expansion than states that did not expand Medicaid.

Meaning Medicaid expansion was associated with lower
cardiovascular mortality and may be an important consideration
for states debating expansion of Medicaid eligibility.

or state level, the project is considered exempt from institu-
tional review board review based on guidelines from the
University of Pennsylvania institutional review board. In-
formed consent was not obtained because of the aggregate and
deidentified nature of the data.

Data on county-level percentages of residents who were fe-
male, black (non-Hispanic black, either alone or in combina-
tion with other races), Hispanic, living in poverty, and un-
employed were obtained from the US Census Bureau and the
Bureau of Labor Statistics.!®2° Additionally, the median infla-
tion-adjusted household income (in 2016 dollars) was ob-
tained. Percentage of residents with health insurance was also
obtained from the US Census Bureau and was aggregated for resi-
dents aged 40 to 64 years.?! The number of primary care clini-
cians and cardiologists per 100 000 residents was obtained from
the Health Resources and Services Administration Area Health
Resource File.?2 Because data for cardiologists were only avail-
able for the years 2010, 2015, and 2016, the population density
of cardiologists in 2010 was assigned to all years from 2010 to
2014. Diabetes, obesity, and smoking prevalence at baseline were
based on the Behavioral Risk Factor Surveillance System.?*

Outcome Measure

The primary outcome measure was county-level, age-
adjusted cardiovascular mortality rates per 100 000 adults aged
45to 64 years. As sensitivity measures, we also examined car-
diovascular mortality rates of residents aged 25 to 64 years and
65 to 74 years.

Study Design and Intervention

We used a quasiexperimental study design based on a differ-
ence-in-differences (DID) estimator. This approach aims toiso-
late the association of an intervention in observational data by
comparing differences in an outcome over time between groups
that received an intervention vs groups that did not.?*

The main intervention of interest was the expansion of
Medicaid eligibility under the ACA. The following states
expanded Medicaid eligibility effective January 1, 2014: Ari-
zona, Arkansas, California, Colorado, Connecticut, Delaware,
District of Columbia, Hawaii, Illinois, Iowa, Kentucky, Mary-
land, Massachusetts, Minnesota, Nevada, New Jersey, New
Mexico, New York, North Dakota, Ohio, Oregon, Rhode
Island, Vermont, Washington, and West Virginia.?> Another 6
states expanded eligibility at a later date: Michigan (April 1,
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2014), New Hampshire (August 15, 2014), Pennsylvania
(January 1, 2015), Indiana (February 1, 2015), Alaska (Septem-
ber 1, 2015), and Montana (January 1, 2016). The remainder of
the states were designated as nonexpansion states. Owing to
prior Medicaid eligibility expansion in Massachusetts and
coverage of adults up to 100% of the FPL in Wisconsin, these
2 states were excluded from the main analysis. Another 6
states (California, Connecticut, District of Columbia, Minne-
sota, New Jersey, and Washington) had limited expansions of
Medicaid eligibility after the passage of the ACA but prior to
2014. These states were included in the main analysis but
were excluded in a sensitivity analysis along with the 6 late-
adopter states.

The years 2010 through 2013 were designated as the
preexpansion period and 2014 through 2016 were the postex-
pansion period for most of the states. For the states that ex-
panded Medicaid eligibility later than 2014, the postexpan-
sion period began in the year expansion was implemented
(ie, 2015 for New Hampshire, Pennsylvania, and Indiana, and
2016 for Alaska and Montana). States that expanded Medic-
aid after the beginning of the calendar year had the entire year
designated as a postexpansion year.

Analysis

We first compared county-level variables between counties in
states that expanded Medicaid eligibility and those that did not,
using the t test and Pearson x? test. We then estimated cardio-
vascular mortality rates for each of the study years separately
for expansion and nonexpansion counties using a multilevel
linear regression model with county fixed effects and ran-
dom intercepts for each state. Huber-White heteroskedasticity-
robust standard errors were calculated, accounting for clus-
tering at the state level and autocorrelation of repeated
measures across years. We then estimated adjusted mortality
rates by including the following covariates: the 2013 National
Center for Health Statistics Urban-Rural Classification desig-
nation (metropolitan vs nonmetropolitan county), the per-
centages of residents aged 45 to 64 years who were female,
black, and Hispanic; the percentages of residents living in
poverty and unemployed; the percentages of adult residents
with diabetes and obesity in 2010; the percentage of adult resi-
dents who smoke in 2010; the percentage of residents aged 40
to 64 years with income less than 138% of the FPL who had
health insurance in 2010; the median household income; the
number of primary care clinicians per 100 000 residents; and
the number of cardiologists per 100 000 residents.

To test the association of Medicaid expansion on mortal-
ity, we constructed another linear regression model with the
same structure and added an indicator for Medicaid expan-
sion status, an indicator for the preexpansion or postexpan-
sion period, and an interaction term between expansion sta-
tus and period as the independent variables in the model
(eMethods 1 in the Supplement). The interaction term is the
DID estimator. An indicator variable for the year was also in-
cluded to account for the variation in years in which different
states entered the postexpansion period. We repeated this
model with the addition of previously mentioned county-
level covariates. We then analyzed some subgroups of inter-
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est: metropolitan and nonmetropolitan counties, counties in
which more than 10% of residents aged 45 to 64 years were
black in 2010, counties in the top 50th percentile for the per-
centage of residents living in poverty in 2010, counties in the
top 50th percentile of cardiovascular mortality in 2010, and
counties in the top and bottom 50th percentiles for percent-
age of residents with low income aged 40 to 64 years without
health insurance in 2010. We also repeated the DID analysis
separately for the top and bottom 50th percentiles of the ab-
solute change in the number of low-income residents with
health insurance between 2010 and 2016.

We also conducted some sensitivity analyses. These in-
cluded using cardiovascular mortality of individuals aged 65
to 74 years as the outcome, because this age group was not pri-
marily affected by Medicaid expansion. Other analyses in-
cluded excluding all early-adopter and late-adopter states and
using data aggregated at the state level (to include deaths that
were censored from the county-level analysis). We also tested
the assumption that time trends were similar between the 2
groups prior to Medicaid expansion. Details are presented in
eMethods 3, eTable 4, and eTable 5 in the Supplement.

Because the primary unit of measurement was at the
county level and the variance of each aggregate point esti-
mate is a function of its underlying population size,?® we
weighted all of these analyses with the county population of
residents aged 45 to 64 years. Data are presented as means with
SDs or 95% CIs or medians and interquartile ranges (IQR), as
indicated. All Pvalues were 2-sided, and P values of .05 or less
were considered statistically significant. Analyses were con-
ducted using SAS version 9.4 (SAS Institute).

. |
Results

Baseline County Characteristics

Counties in 29 expansion states plus Washington, DC, were in-
cluded in the intervention (expansion) group, while counties
in 19 nonexpansion states were in the control (nonexpan-
sion) group. After excluding censored counties with fewer than
10 deaths per year, the number of counties included ranged
between 902 to 931in expansion states and 985 to 1029 for non-
expansion states over