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ABSTRACT: Sixty-two percent of uninsured children and two-thirds of uninsured, poor parents 
qualify for publicly funded health coverage programs but are not enrolled. This study assesses the 
potential impact of automatically enrolling children and parents in Medicaid and the State 
Children’s Health Insurance Program (SCHIP) based on determinations of other means-tested 
programs. Current law permits states to cover some uninsured parents based on information in 
their children’s Medicaid case files. However, current federal law forbids states from providing 
Medicaid or SCHIP based on the final income determinations of non-health agencies—the type of 
auto-enrollment that could reach eligible children. For such auto-enrollment to succeed, federal 
policymakers need to provide states with additional flexibility in determining eligibility and new 
resources for investing in information technology. 
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EXECUTIVE SUMMARY 

 

Sixty-two percent of uninsured children qualify for but are not enrolled in 

Medicaid or the State Children’s Health Insurance Program (SCHIP). Similarly, two-

thirds of uninsured, poor parents qualify for Medicaid but are not enrolled. Auto 

enrollment could reach many of these uninsured families. Under this strategy, eligible 

parents and children receive health coverage based on information already in the hands of 

state officials, rather than through full, formal applications for Medicaid or SCHIP. 

 

Similar auto-enrollment strategies have achieved remarkable success with other 

public and private benefit programs. For example: 

 

• With retirement savings programs, 10 percent of eligible workers enroll if they 

must establish Individual Retirement Accounts on their own, and about one-third 

participate when their employers offer the option to enroll into 401(k) retirement 

accounts. By comparison, 90 percent of eligible workers participate in 401(k) 

accounts when they are automatically enrolled by their employers unless the 

workers actively decline participation. 

• Medicare Part B, into which seniors are enrolled automatically unless they decline 

participation, covers 96 percent of eligible seniors. By contrast, the Medicare 

Savings Programs, for which low-income seniors must apply to receive assistance 

with cost-sharing and premiums, reach no more than 33 percent of the eligible 

population. 

• The drug discount card that was the first benefit to be implemented under the 

Medicare Modernization Act of 2003 (MMA) included a $600 subsidy for low-

income seniors. In states where seniors automatically received this benefit if they 

had participated in previous subsidy programs, 80 to 90 percent of eligible seniors 

enrolled. In states where seniors were required to apply for the new benefit, only 

4 to 20 percent of eligible seniors enrolled. 

• Since 1991, school districts participating in the National School Lunch Program 

(NSLP) have had the option to provide free meals based on direct certification, 

through which children receive NSLP based solely on the findings of Food Stamp 

and cash assistance programs. In the 61 percent of districts that used this option in 

2001–02, 43 percent of all children approved for free meals were enrolled either 

through direct certification, without any application for NSLP by their parents, or 

through other mechanisms that grant free meals based on income determinations 

of other programs. Direct certification lowered administrative costs, reduced the 
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proportion of ineligible children receiving free meals, and increased the number 

of eligible children receiving free meals. Based on this success, Congress passed 

legislation in 2004 requiring all NSLP-participating districts to use direct 

certification by 2008–09. 

 

Comparable auto-enrollment strategies could help to enroll many uninsured 

children and parents into Medicaid and SCHIP. According to data from the 2002 

National Survey of America’s Families, more than two-thirds (71%) of uninsured children 

with family incomes at or below 200 percent of the federal poverty level (FPL) live in 

families who participate in NSLP, the Special Supplemental Program for Women, Infants, 

and Children (WIC), or the Food Stamp Program. Since most states extend Medicaid and 

SCHIP to children with family incomes at or below 200 percent of the FPL, providing 

health coverage to uninsured children based on their families’ participation in these 

nutrition programs could reach most low-income children who qualify for Medicaid or 

SCHIP but are not yet enrolled. 

 

Similar strategies may also be effective in enrolling poor parents—that is, parents 

with incomes at or below the FPL. Among poor parents who are uninsured, 83 percent 

either live in a family participating in a means-tested nutrition program or have a child 

who receives Medicaid. Strikingly, 53 percent of poor, uninsured parents fall into the 

latter category, with children already enrolled in Medicaid. This suggests that one 

straightforward and promising way for states to identify and enroll potentially eligible 

but uninsured parents is through their children’s Medicaid records. 

 

A number of states have pursued auto-enrollment strategies to provide children 

with Medicaid or SCHIP based on the findings of other means-tested programs, such as 

NSLP or the Food Stamp Program. Such strategies have generally failed for two main 

reasons, each of which could be addressed through modest changes in federal law. 

 

First, the computer systems that states use to administer health and non-health 

programs often cannot communicate with one another. Accordingly, information 

frequently must be obtained, conveyed, or evaluated by hand in order for a child receiving 

non-health benefits to be enrolled into Medicaid or SCHIP. This makes ongoing program 

administration cumbersome, costly, and ultimately unsustainable. This problem could be 

solved with federal funding for states to develop the information technology (IT) needed 

to implement auto-enrollment through electronic exchange and analysis of eligibility 

information. 
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Second, federal law forbids child health programs from relying on the final income 

determinations of other means-tested programs. This is because Medicaid, SCHIP, and 

non-health programs have slightly different methodologies for determining household 

income. For example, these programs may have varying definitions of the household 

members whose resources and needs are taken into account in determining eligibility, or 

different “disregards” that are subtracted from a household’s gross income to arrive at a net 

income figure. As a result, even after non-health programs have found children to have 

family incomes low enough to qualify for Medicaid or SCHIP, parents are nevertheless 

required to complete a second and generally redundant application before their children 

can receive health coverage. In several states pursuing auto-enrollment, such applications 

have been completed for less than a third (25%–31%) of potentially eligible children, 

leaving the remaining children uninsured. 

 

To solve this problem, policymakers could change federal law to give states the 

flexibility to disregard technical differences between program methodologies and grant 

health coverage when other means-tested programs have found that families have incomes 

low enough to qualify for Medicaid or SCHIP. A similar approach already applies to low-

income subsidies under the MMA. Through the Medicare Savings Program (MSP), state 

Medicaid programs have, for many years, covered Medicare cost-sharing for low-income 

seniors. Under the MMA, subsidies go to certain low-income Medicare beneficiaries, with 

automatic coverage for seniors who participate in MSP. Although eligibility rules for 

MMA subsidies and MSP differ in some states, auto-enrollment still takes place, because 

the programs’ eligibility requirements are substantially the same, though not identical. 

 

These two changes to federal law could be accomplished through legislation. They 

also could be tested within a single state through a federal waiver under Section 1115 of 

the Social Security Act. Such a waiver could provide enhanced federal funding to develop 

IT infrastructure and permit the state to rely on the determinations of other means-tested 

programs in establishing that families meet eligibility requirements for Medicaid or SCHIP. 

Of course, consent to enrollment in health coverage would be needed, but states could have 

the flexibility to provide eligible children with health coverage unless their parents object. 

 

In this time of partisan division, one health policy goal that unites leaders in both 

parties is providing health coverage to the millions of uninsured children who qualify for 

Medicaid and SCHIP but are not enrolled. In pursuing this goal, policymakers may wish 

to consider giving states the resources and flexibility needed for effective implementation 

of auto-enrollment, which has proven successful when used with many other public and 

private programs. 
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AUTOMATICALLY ENROLLING ELIGIBLE CHILDREN AND FAMILIES 

INTO MEDICAID AND SCHIP: OPPORTUNITIES, OBSTACLES, 

AND OPTIONS FOR FEDERAL POLICYMAKERS 

 

INTRODUCTION 

During most of the 1990s, the percentage of U.S. children without insurance rose steadily, 

from 12.7 percent in 1991 to 15.0 percent in 1997.1 Medicaid programs in most of the 

country covered poor children; they provided no help, however, to millions of children in 

near-poor, working families that earned too much to qualify for Medicaid but too little to 

afford health coverage on their own. To address this growing problem, federal lawmakers 

enacted the State Children’s Health Insurance Program (SCHIP) in 1997. States extended 

subsidies to millions of near-poor, uninsured children; application procedures for child 

health coverage were streamlined considerably; and the percentage of uninsured children 

began a steady decline, reaching 11.2 percent in 2004. 

 

Despite this substantial progress, almost a decade later three of five uninsured children 

qualify for Medicaid or SCHIP but are not enrolled. The situation has remained the same 

for several years. Auto-enrollment holds great promise for breaking this log jam and greatly 

reducing the number of uninsured children. Under this strategy, children are enrolled in 

Medicaid and SCHIP when information already in the hands of state agencies shows they 

meet eligibility standards for health coverage. While parents need to provide their consent 

in some appropriate fashion, no formal Medicaid or SCHIP application is required. 

 

Building on the remarkable success of auto-enrollment strategies in other programs, 

many children’s advocates and state policymakers have made efforts to place children into 

Medicaid and SCHIP based on their families’ receipt of other means-tested benefits, such 

as assistance provided under the National School Lunch Program (NSLP), the Special 

Supplemental Program for Women, Infants, and Children (WIC), or the Food Stamp 

Program. Unfortunately, such approaches have reached relatively few children to date.2 

 

To help chart a way forward, this report addresses three questions: 
 

• Does auto-enrollment have the potential to help Medicaid and SCHIP reach a 

large proportion of eligible but previously uninsured children and families? 

• If so, what obstacles have prevented this strategy from working effectively in 

the past? 

• What options are available to policymakers who wish to make auto-enrollment 

significantly more effective in the future? 
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In addressing those questions, we first provide some background information about 

various groups of uninsured, including those who qualify for Medicaid and SCHIP but are 

not enrolled. Second, we describe past results from the use of auto-enrollment with other 

benefit programs. Third, we outline new findings from the 2002 National Survey of 

America’s Families, including the fact that a remarkably high proportion of uninsured, 

low-income children and uninsured, poor parents benefit from means-tested nutrition 

assistance. Fourth, we summarize prior research describing the barriers that have limited 

the effectiveness of automatically enrolling children into Medicaid and SCHIP based on 

their families’ participation in other means-tested programs. Fifth and finally, we explore 

whether changes to state and federal health policy could help overcome these barriers. 

 

BACKGROUND INFORMATION ABOUT THE UNINSURED 

Most uninsured Americans live in low-income households that have incomes at or below 

200 percent of the federal poverty level (FPL) (Figure 1). (In 2006, the FPL is $16,600 a 

year for a family of three.) However, children, parents, and adults without dependent 

children each face distinct obstacles to coverage. 

 

Figure 1. Distribution of Uninsured by
Relationship to Children and Income, 2004
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Among uninsured children, 62 percent qualify for Medicaid or SCHIP but are not 

enrolled (Figure 2).3 In large part, that reflects the comparatively generous income 

eligibility standards that apply to children. Ninety-three percent of American children live 



 

 3

in the 40 states (plus the District of Columbia) that provide Medicaid or SCHIP to all 

children with family incomes up to or above 200 percent of FPL.4 

 

Figure 2. Distribution of Uninsured Children,
by Eligibility for Medicaid and SCHIP, 2002

Eligible for
SCHIP

but not enrolled
28%

Source: T. M. Selden, J. L. Hudson, and J. S. Banthin, “Tracking Changes in Eligibility and Coverage Among Children, 1996–2002,”
Health Affairs, Sept./Oct. 2004 24(5):39–50. See also State Health Access Data Assistance Center (SHADAC) and the Urban Institute,
Going Without: America’s Uninsured Children, prepared for The Robert Wood Johnson Foundation (Minneapolis: SHADAC, Aug. 2005),
http://www.rwjf.org/files/newsroom/ckfresearchreportfinal.pdf, finding that, in 2004, more than 70 percent of uninsured children may have
qualified for Medicaid or SCHIP.

Ineligible for Medicaid and SCHIP
38%

Eligible for
Medicaid

but not enrolled
34%

 
 

Parents face a different situation. In the median state, working parents lose Medicaid 

if their incomes exceed 67 percent of the FPL.5 Conversely, 47 percent of nonelderly 

adults live in the 21 states that cover parents up to 100 percent of the FPL or higher.6 As a 

result, the proportion of uninsured parents who qualify for public coverage varies 

dramatically, depending on whether such parents have incomes above or below the FPL: 

 

• Two-thirds (67%) of uninsured parents with incomes below the FPL qualify for 

Medicaid; but 

• In households with incomes between 100 and 200 percent of FPL, most uninsured 

parents (78%) are ineligible for Medicaid and SCHIP (Figure 3). 

 

For adults who are not parents, even less help is available. Federal law flatly forbids 

state Medicaid programs from covering adults—no matter how poor—who are not caring 

for dependent children, unless such adults are pregnant, severely disabled, or elderly. States 

may receive a federal waiver to this limitation, but no additional federal funds are provided 

to cover otherwise ineligible adults.7 As a result, among noncustodial adults with incomes 

below the FPL, nearly four-fifths (73%) of the uninsured are ineligible for Medicaid 

(Figure 3). 
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Figure 3. Distribution of Uninsured, Low-Income 
Adults, by Income, Relationship to Children,

and Eligibility for Medicaid, 2002
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While acknowledging that millions of uninsured children and adults are ineligible 

for any assistance, we focus in this report on the groups of uninsured who qualify for 

public programs but are not enrolled—namely, children with incomes at or below 200 

percent of the FPL and parents with incomes at or below the FPL. 

 

In recent years, outreach efforts and streamlined application procedures have 

greatly increased the proportion of eligible children enrolled in public coverage. For 

example, one study found that, from 1998 to 2002, take-up rates for Medicaid rose from 

72.2 percent to 79.1 percent of eligible children, and such rates for SCHIP increased from 

43.5 to 60.4 percent. The study’s authors interpreted these results “as evidence of the 

effects of improved outreach, reduced stigma, enrollment simplification, continuous 

coverage, and the myriad other improvements in Medicaid and SCHIP implemented since 

the mid-1990s.”8 

 

Further incremental improvements along similar lines remain possible.9 However, 

qualitatively different steps may be needed to enroll the bulk of the remaining uninsured 

but eligible children. One such step would be to expand parents’ coverage; a significant 

body of research suggests that, when parents receive coverage, they are more likely to 

enroll their children.10 Another promising step that departs from past policy—and has 

received less sustained attention from the research community—would be to automatically 

enroll eligible families in Medicaid and SCHIP, without requiring formal applications for 
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coverage. This could be done by using information already accessible to state health 

officials. According to the authors of a meta-analysis of take-up research, “Looking 

broadly across many programs, it seems clear that automatic enrollment is the best way to 

increase take-up” of Medicaid and SCHIP by eligible children.11 

 

This report examines whether and how automatic enrollment could extend health 

coverage to eligible but uninsured children and families. We begin with one important 

caveat, however: enrollment into health coverage does not necessarily improve access to 

health care. Prior auto-enrollment efforts have achieved varying amounts of increased 

health care utilization.12 Accordingly, even if policymakers succeed in automatically 

enrolling eligible but uninsured families into Medicaid and SCHIP, it may be necessary to 

supplement these efforts with additional measures to monitor and facilitate families’ 

subsequent receipt of care. 

 
AUTO-ENROLLMENT IN OTHER CONTEXTS 

Many private and public benefit programs use auto-enrollment, often very effectively. For 

example, such programs have automatically enrolled new employees into employer-based 

retirement savings accounts; eligible seniors into Medicare coverage of outpatient care and 

prescription drug discount cards; and eligible families into the National School Lunch 

Program, based on their receipt of food stamps or cash assistance. While the economics 

literature contains many additional examples, these suffice to convey the potential of auto-

enrollment to markedly increase utilization of available benefits.13 

 

Retirement Savings Accounts 

Retirement savings plans with identical tax benefits have very different take-up rates, 

depending on how much effort is required to enroll: 

 

• When such retirement plans are available as Individual Retirement Accounts into 

which households must enroll on their own, roughly 10 percent of eligible 

workers participate.14 

• When employers offer their workers a retirement savings vehicle in the form of a 

401(k) retirement account and workers must act affirmatively to participate, 

approximately a third of new employees enroll. Even after a year on the job, only 

half of workers are enrolled. 

• At other firms, unless workers actively opt out, they are automatically enrolled into 

401(k) accounts, funded by regular payroll deductions. In these companies, 

roughly 90 percent of new employees enroll.15 
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Several studies show that auto-enrollment into retirement plans has the greatest impact on 

low-income workers.16 

 

Medicare Part B 

Auto-enrollment’s potential for success is further illustrated by Medicare Part B, which 

covers most Medicare outpatient care. Unless seniors affirmatively opt out of coverage 

within a specified period after turning 65, they are enrolled in this program, with premium 

payments automatically deducted from their monthly Social Security checks. Fully 95.5 

percent of eligible seniors enroll in Medicare Part B.17 By contrast, two Medicaid 

programs that, for more than 15 years, have been available to pay Medicare cost-sharing 

and/or premiums for low-income seniors are used by only 33 percent of those eligible for 

the Qualified Medicare Beneficiary (QMB) program and 13 percent of those eligible for 

the Supplemental Low-Income Medicare Beneficiary (SLMB) program. To obtain the 

assistance, seniors must submit applications to their state’s Medicaid program.18 

 

Medicare Drug Discount Cards 

The first prescription drug benefit to be implemented under the Medicare Modernization 

Act of 2003 (MMA) was a drug discount card, coupled with federal payment of $600 in 

annual drug costs for certain low-income seniors. This short-term program operated from 

mid-2004 until the 2006 commencement of full MMA benefits. Some seniors were auto-

enrolled into the short-term discount card program based on their prior participation in 

Medicaid, state-run prescription drug programs, or Medicare managed care plans. Auto-

enrollees accounted for 63 percent of all recipients of drug discount cards, including 44 

percent of means-tested subsidy beneficiaries.19 According to the Medicare Payment 

Advisory Commission: 

 

Auto-enrollment was far more effective than voluntary enrollment. . . . 
States that used auto-enrollment achieved high participation rates in a short 
period of time—these rates ranged from 80 to 90 percent of eligible 
members. Conversely, the five states that encouraged members to voluntarily 
enroll in the discount card program experienced much lower enrollment 
rates, ranging from 2 to 40 percent.… Interviewees repeatedly stressed the 
success of auto-enrollment in reaching low-income populations.20 

 

National School Lunch Program (NSLP) 

Generally, children qualify for free lunches under NSLP if their family income is at or 

below 130 percent of FPL. Reduced-price meals are provided if family income is between 

131 and 185 percent of FPL. However, families can qualify for free meals based on their 

receipt of food stamps or cash assistance, without including any information about their 
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income on the application for NSLP. This basis for assistance is known as “categorical 

eligibility.”21 

 

Since 1991, school districts have had the option to use a form of auto-enrollment 

called “direct certification.” Under direct certification, schoolchildren qualify for free 

meals based on information provided by state agencies administering Food Stamp and cash 

welfare programs, without any need for families to apply for NSLP. As of 2001–02, 61 

percent of districts (which included 68 percent of all public school children) had 

implemented the direct certification option. In these districts, fully 25 percent of all 

children approved for free meals were enrolled through direct certification, without any 

NSLP application by their parents. An additional 18 percent were found to be 

categorically eligible based on their receipt of food stamps or cash assistance. Put 

differently, more than 40 percent of children receiving free meals through NSLP were found eligible 

based, in whole or in part, on the findings of other means-tested programs.22 

 

More than half of school districts participating in direct certification use passive 

consent procedures. With passive consent, parents are notified that their children have 

been directly certified as eligible for NSLP and that, unless the parents object, their 

children will receive free meals. Other districts use an active consent process through 

which parents are required to respond affirmatively before their children can receive free 

meals through direct certification. 

 

The direct certification option has lowered school district administrative costs 

(particularly when implemented through computer matching), reduced the proportion of 

inaccurate eligibility determinations, and increased NSLP participation by eligible 

children.23 As a result, Congress enacted legislation in 2004 requiring all school districts to 

implement direct certification (at a minimum, for children in households receiving food 

stamps) by the 2008–09 school year. The legislation also provided federal grants to help 

pay school districts’ implementation costs, including for development of information 

technology infrastructure.24 

 

The history of this auto-enrollment strategy is striking. It began as a pilot project 

in a handful of places, became an option open to every school district, was implemented 

with great success in most districts, and in several years will become a standard part of the 

NSLP nationwide. The remainder of this report analyzes whether and, if so, how a similar 

strategy could be applied in another context—namely, enrollment into Medicaid and 

SCHIP of eligible but uninsured children and families whom other programs have already 

been found to have low enough incomes to qualify for health coverage. 
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FINDINGS FROM THE 2002 NATIONAL SURVEY OF 

AMERICA’S FAMILIES 

Using data from the 2002 National Survey of America’s Families (NSAF), this section 

explores the relationship between health coverage and the receipt of means-tested 

nutrition assistance by low-income children and poor parents. Earlier research analyzing 

the 1997 and 1999 NSAF described the proportion of low-income, uninsured children 

whose families participated in means-tested nutrition programs.25 This study goes beyond 

this earlier research in several ways. Not only does it use more recent data, it also examines 

two topics that have not previously been investigated: namely, the proportion of low-

income, uninsured adults whose families participate in non-health programs; and, among 

low-income participants in non-health programs, the proportion who already receive 

health coverage through employers, Medicaid, or SCHIP. 

 

The current analysis examines children and parents with different income levels. As 

noted above, state Medicaid and SCHIP programs typically cover children with family 

incomes up to 200 percent of FPL; but the median state’s Medicaid program covers 

parents up to only 67 percent of FPL, even as an important minority of states extends 

parental coverage to the full FPL. Accordingly, we focus on children with family incomes 

up to 200 percent of FPL and parents with incomes up to 100 percent of FPL. Appendix 

B contains additional information for other groups of children and adults. 

 

A preliminary caution here is important. While the numbers in this analysis convey 

the magnitude of potential coverage gains, they do not show the precise proportion of 

eligible but unenrolled low-income children and poor parents who would be covered if 

they were auto-enrolled into health coverage based on their families’ participation in 

means-tested nutrition programs. Measurement error is always possible with survey data, 

as respondents can inadvertently mischaracterize their health coverage, income, or other 

factors. Moreover, the income levels portrayed below are not identical to eligibility 

standards for health coverage in every state, for a number of reasons: a few state Medicaid 

programs cover parents with incomes above the FPL; many states set their income 

eligibility limits for parents well below the FPL; a small number of uninsured children in 

households receiving nutrition assistance may have incomes above 200 percent of FPL and 

still qualify for SCHIP because they live in states with unusually high income eligibility 

limits for the latter program; a small percentage of children live in states that do not extend 

Medicaid and SCHIP up to 200 percent of FPL; and some uninsured recipients of 

nutrition assistance may be ineligible for health coverage for reasons other than income, 

such as immigration status or excess assets. More broadly, because state eligibility rules vary 

greatly, no single set of nationwide income levels and other selection criteria for analysis 
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could replicate with precision each state’s eligibility criteria for health coverage. Despite 

these considerations, the groups with estimates shown below are reasonable proxies for 

typical Medicaid and SCHIP eligibility, particular in the case of children. 

 

Uninsured, Low-Income Children and Nutrition Assistance 

As explained in Appendix A, we analyzed data from the 2002 NSAF concerning the 

relationship between income, health coverage, and participation in three means-tested 

nutrition programs: the National School Lunch Program (NSLP), the Special 

Supplemental Program for Women, Infants, and Children (WIC), and the Food Stamp 

Program. We found that, in 2002, more than two-thirds (71%) of low-income, uninsured 

children lived in families who received one or more of these nutrition benefits (Figure 4). 

 

Figure 4. Percentage of Low-Income,
Uninsured Children Whose Families Participated

in Means-Tested Nutrition Programs, 2002
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Notes: Low-income children have family incomes at or below 200 percent of FPL; NSLP is National School Lunch Program;
WIC is Special Supplemental Program for Women, Infants, and Children.
Source: Authors’ tabulations based on 2002 National Survey of America’s Families (NSAF).  

 

This suggests that most low-income, uninsured children who qualify for Medicaid 

or SCHIP could be enrolled in these health programs if they obtained coverage based on 

their families’ receipt of means-tested nutrition assistance. The maximum income 

eligibility for NSLP and WIC is 185 percent of FPL. For the Food Stamp Program, gross 

income levels may not exceed 130 percent of FPL, and the maximum net income level is 

100 percent of FPL. Accordingly, children whose families receive these nutrition benefits 

are nearly always income-eligible for SCHIP, which extends to 200 percent of FPL or 

higher in most of the country, as noted above. 
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Although families receiving nutrition assistance include the majority of uninsured, 

low-income children, they also include children who already have insurance from Medicaid, 

SCHIP, or employers. In fact, the latter significantly outnumber the former (Figure 5). 
 

Figure 5. Health Insurance Distribution Among
Low-Income Children Whose Families Participated

in Means-Tested Nutrition Programs, 2002
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Notes: Totals may not equal 100% because of rounding; low-income children have family incomes at or below 200 percent of FPL;
ESI is employer-sponsored insurance; NSLP is National School Lunch Program; WIC is Special Supplemental Program for
Women, Infants, and Children.
Source: Authors’ tabulations based on 2002 National Survey of America’s Families (NSAF).  

 

The data shown in Figure 5 serve as a reminder that employer-based health 

insurance fails to reach many low-income children, thus highlighting the need for publicly 

funded assistance. In terms of auto-enrollment, these results further suggest that state 

programs to enroll children into Medicaid and SCHIP based on their families’ receipt of 

non-health benefits would likely require efficient screening mechanisms to identify 

children who already have health coverage. As explained in more detail below, such 

screens would be required to focus scarce administrative resources on enrolling uninsured 

children (rather than reenrolling those who are already covered) and to comply with 

federal laws that limit the publicly funded health coverage that states are allowed to 

provide when children receive employer-sponsored insurance. 
 

Uninsured, Poor Parents, Nutrition Assistance, and Medicaid 

Among uninsured parents who are poor—that is, those with incomes at or below 100 

percent of FPL—more than four of five (83%) either (a) live in families who participate in 

means-tested nutrition programs or (b) have one or more children who receive Medicaid. 

Over half (55%) of all uninsured parents who are poor have at least one child who 

participates in the National School Lunch Program. Similarly, 53 percent of uninsured, 

poor parents have one or more children who already receive Medicaid (Figure 6). 
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Figure 6. Percentage of Uninsured, Poor Parents
Whose Families Participated in

Means-Tested Nutrition Programs, 2002
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Notes: Poor parents have the following characteristics: their income is at or below FPL; they are ages 18–64; and they live with a stepchild, 
biological child, or adopted child under age 18. Since Medicaid rather than SCHIP covers children with family incomes below FPL, this chart 
describes children in terms of their receipt of Medicaid rather than SCHIP. NSLP is National School Lunch Program; WIC is Special 
Supplemental Program for Women, Infants, and Children.
Source: Authors’ tabulations based on 2002 National Survey of America’s Families (NSAF).  

 

Poor parents whose families receive nutrition assistance have very low rates of 

employer coverage (16% or less, depending on the type of nutrition assistance received). 

Among poor families participating in NSLP or WIC, nearly half of the parents (46% and 

48%, respectively) are uninsured, and about a third already receive Medicaid (Figure 7). 

 

Figure 7. Health Coverage Among Poor Parents
Whose Families Participated in Means-Tested Nutrition 
Programs or Whose Children Received Medicaid, 2002
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Notes: Totals may not equal 100% because of rounding. Poor parents have the following characteristics: their income is at or below FPL;
they are ages 18–64; and they live with a stepchild, biological child, or adopted child under age 18. ESI is employer-sponsored insurance;
NSLP is National School Lunch Program; WIC is Special Supplemental Program for Women, Infants, and Children. Since Medicaid rather than
SCHIP covers children with family incomes below FPL, this chart describes the children in terms of their receipt of Medicaid rather than SCHIP.
Source: Authors’ tabulations based on 2002 National Survey of America’s Families (NSAF).  
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The previous section’s conclusions about low-income children apply to poor 

parents as well. That is, auto-enrollment strategies are capable of reaching many 

uninsured, poor parents who qualify for Medicaid, and the very low percentage of poor 

parents receiving employer coverage reinforces their need for publicly funded coverage. 

As with children, auto-enrollment systems for poor parents will need an efficient 

mechanism to identify parents who already receive health insurance. 

 

On the other hand, uninsured, poor parents face a situation that is distinct in 

important ways. Automatically enrolling them into health coverage based on their families’ 

receipt of nutrition assistance may have an even more significant “payoff” than such 

measures could achieve with children, since nearly half of poor parents in households 

participating in nutrition programs are uninsured—a much higher percentage than the 

proportion of uninsured among low-income children in such families. 

 

In addition, more than half (53%) of poor, uninsured parents have children who 

receive Medicaid, and very few of this group (7%) have employer coverage. These 

findings suggest that states wishing to reach poor parents who qualify for Medicaid but are 

not enrolled could cover many of them quite efficiently by identifying and enrolling them 

based on their children’s Medicaid case files. 

 

As discussed below, such a strategy could be pursued under current law, without 

a federal policy change, since it does not require any interface between Medicaid and 

other means-tested programs. By contrast, auto-enrollment strategies that seek to link 

Medicaid and non-health programs—a category that includes all auto-enrollment strategies 

aimed at children—cannot be effective without federal policy changes, as shown in the 

following section. 

 

OBSTACLES TO AUTO-ENROLLMENT 

This section summarizes existing research about auto-enrollment efforts directed at 

children. It describes significant obstacles that have made it impossible, as a practical 

matter, for state officials to pursue this strategy effectively. It then identifies other 

challenges that, while not insurmountable, have complicated auto-enrollment efforts and 

thus need to be considered in the development of future auto-enrollment programs. 

Unless otherwise noted, the examples in this part of the report are taken from The 

Children’s Partnership’s Web site on Express Lane Eligibility.26 
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Limited Information Technology 

Because of the shortcomings of state agencies’ computer systems, auto-enrollment can be a 

labor-intensive process. The computer systems used by different public benefit programs 

are often incompatible. As a result, information about particular children often must be 

obtained, conveyed, and evaluated by hand in order for a child receiving non-health 

benefits to be enrolled into Medicaid or SCHIP. In many cases, state agencies 

administering means-tested programs lack the administrative resources to invest in the new 

information technology (IT) needed for health programs to interface digitally with non-

health programs. Without a significant, upfront investment in IT, ongoing program 

administration can thus be cumbersome, costly, and ultimately unsustainable. For example: 

 

• In recent years, California has mounted a major effort to enroll free school lunch 

participants into Medicaid, triggered by parental requests for health coverage on 

the school lunch application form. Unfortunately, information about children’s 

prior Medicaid enrollment is divided among multiple offices with incompatible 

computer systems, including social service agencies in 58 counties. As a result, 

school personnel have been unable to launch automated queries to determine 

whether particular children were already enrolled in Medicaid or SCHIP. 

Frequently, parents have requested that their children be enrolled in Medicaid 

through the school lunch application even though their children already received 

Medicaid or SCHIP. As a result, tremendous amounts of staff time have been 

devoted to processing the health coverage applications of children who were 

already insured, causing frustration over this waste of scarce administrative 

resources in the schools. 

• In Maryland, applications for children’s health coverage receive expedited 

processing if the children or members of their households collect food stamps or 

cash assistance. Children who appear likely to qualify for health coverage based on 

information already provided for purposes of food stamps or cash assistance are 

immediately enrolled in three months of interim health coverage while the state 

completes the full eligibility determination for Medicaid or SCHIP. However, 

because of limitations of the state’s computers, the calculation of children’s 

potential eligibility for even interim health coverage must be done by hand, using 

paper worksheets. This is one important reason why fewer than 400 applications a 

month go through this otherwise promising system. 

• When children apply for health coverage in Nebraska, state workers examine other 

case files to see if information already provided for purposes of the Food Stamp 

Program, prior Medicaid applications, or other programs can expedite the 

eligibility determination process for health coverage. Some case records are 
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computerized, but others are stored in paper form and must be accessed by hand. 

In addition, even after the requisite files are located, case workers must manually 

determine whether the information in those files establishes potential eligibility for 

health coverage. This effort requires a significant time commitment from both staff 

and supervisors. Accordingly, this potentially effective program does not operate in 

many parts of the state. 

 

Conversely, the states and localities that have achieved some success pursuing 

auto-enrollment strategies have often benefited from the serendipitous availability of IT. 

For example: 

 

• In New York City, both Medicaid and the Food Stamp Program share a common 

Management Information System operated by the Human Resources 

Administration (HRA). HRA staff accordingly can match computer files to 

identify children who receive food stamps but not Medicaid. As a one-time 

initiative, HRA sent the parents of such children a notice stating that, unless the 

parents returned a form declining child health coverage, the children would have 

their eligibility for Medicaid determined and would be enrolled, if eligible. Only 2 

percent of the families opted out, and the remaining children, when found eligible, 

were enrolled into Medicaid. Altogether, more than 15,000 children received 

Medicaid through this effort.27 

• In Vermont, the state WIC agency conducts Medicaid outreach for children, 

which has led to the development of effective computer interfaces between the 

WIC and Medicaid programs. Since 1989, a single application process has been 

used for both WIC and Medicaid, so that an application arriving at either program 

is processed for both purposes. As a result, 97 percent of children receiving WIC 

in Vermont have health coverage. 

• With a “Y2K” grant, Louisiana made IT improvements connecting the state’s 

Medicaid program to income databases maintained by the state’s workforce agency 

and the state agency that administers the Food Stamp Program and cash assistance. 

Before Hurricane Katrina, the state routinely tapped automated data streams 

showing family income and other key facts whenever children’s health coverage 

was slated for re-determination. With 60 percent of re-determinations, this 

automatic process renewed children’s coverage, without any need to contact the 

families for more information. The percentage of children whose coverage was 

terminated for procedural reasons, such as failure to provide requested 

documentation, dropped from more than 25 percent to less than 4 percent. 
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Inflexible Federal Rules for Medicaid Eligibility 

A second barrier to auto-enrollment in Medicaid and SCHIP is a federal prohibition 

against state reliance on the prior determinations of other means-tested programs that have 

already found families to have low enough incomes that their children qualify for health 

coverage. For example, a casual observer might think that all children receiving food 

stamps must necessarily qualify for Medicaid, since both programs extend eligibility to 

children with net incomes up to 100 percent of FPL. However, despite these identical 

income-eligibility standards, a small proportion of children who qualify for food stamps 

may, in theory, be ineligible for Medicaid, since the two programs use slightly different 

methodologies to determine income. For example, Medicaid and Food Stamps have 

different definitions of the household members whose resources and needs are taken into 

account in determining eligibility, different “disregards” that are subtracted from a 

household’s gross income to arrive at a net income figure, etc.28 If such methodological 

differences mean that, in theory, a non-health program would classify as income-eligible 

even one child whom Medicaid would find ineligible, federal law prohibits Medicaid and 

SCHIP from relying on the final income determinations of that other, means-tested 

program.29 

 

In a number of states, this federal doctrine has meant that, although non-health 

programs have already found children to have family incomes low enough to qualify for 

Medicaid or SCHIP, parents have been required to complete a second and generally 

redundant application for health coverage. This consumes state administrative dollars and 

families’ time, without substantial justification. More important, such “repeat applications” 

can prevent eligible children and parents from enrolling. Even when application forms are 

simple and require little or no documentation, many families either do not complete them 

or require costly assistance to complete the forms properly, For example: 

 

• In a two-phase initiative, Washington State treated the application form for NSLP 

as, in effect, commencement of a Medicaid application. In the first phase, the 

NSLP application form asked families to affirmatively authorize sharing 

information with the Medicaid program. After state officials did a manual check of 

case files to identify and exclude children who were already enrolled in Medicaid, 

the remaining families were sent abbreviated, supplemental forms requesting 

additional information needed to determine Medicaid eligibility. In the initiative’s 

second phase, information from the NSLP form was automatically forwarded to 

the Medicaid program unless parents objected. The Medicaid office used a 

sophisticated computer algorithm, rather than checking files by hand, to identify 

families most likely to qualify for health coverage. Only such families were sent 
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supplemental applications. In both phases, only 31 percent of the targeted families 

completed and returned the supplemental forms needed for children to receive 

health coverage. 

• In California, children received presumptive Medicaid based on information 

provided by the school lunch program. Families were asked to complete a 

supplemental information form to continue their children’s health coverage 

beyond the presumptive stage. Coverage ended for most children, since 

supplemental forms needed for children to continue receiving health coverage 

were completed and returned for approximately 25 percent of the children who 

received presumptive eligibility. 

• Chicago’s application form for the school lunch program asks parents to authorize 

sharing information with the Medicaid agency as well as community-based 

agencies, for purposes of outreach and enrollment into child health coverage. Each 

fall, the Chicago public schools obtain computerized data from the state’s Medicaid 

program identifying children who are enrolled in the school lunch program but 

not Medicaid or SCHIP. The schools then send these families written information 

about health coverage, including invitations to events at which application 

assistance is provided. School outreach workers screen incoming health 

applications to make sure they are complete, following up with families to obtain 

missing information. On average, three to four contacts per family are required to 

obtain complete applications. Although at initial outreach events 80 percent of 

applications have been incomplete, the intensive and costly work performed by 

school staff has led to an 80 percent final approval rate for child health applications 

that come from the schools. 

 

Several final comments on this issue are warranted. First, after the conclusion of 

presumptive eligibility, more of the above-described families in California and 

Washington may have completed the Medicaid application process if it had been further 

simplified through reducing or eliminating requirements for families to collect and present 

documents showing eligibility. In other words, while auto-enrollment may yield greater 

take-up than even the simplest application procedure, simpler application procedures do 

increase enrollment. 

 

Second, limited follow-through is not confined to low-income families offered 

health coverage. For example, as noted above, the vast majority of eligible employees fail 

to enroll in retirement security plans if they must sign up on their own. One particularly 

dramatic example concerns retirement savings programs where the employer matches 

worker contributions dollar-for-dollar, up to a limit. For most workers, participation in 
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such programs has a cost, because workers must reduce their take-home pay to fund the 

contributions that “draw down” the employer match. However, workers over age 59½ 

can, in effect, obtain their full employer match without making any contributions. Federal 

tax law permits these workers, without penalty, to withdraw their contributions at any 

time, including 10 seconds after such contributions are made. Nevertheless, at jobs where 

employees must affirmatively enroll, roughly half of these older workers fail to draw down 

the employer’s full match, even after they receive consumer education and financial 

incentives to participate, according to one study. On average, these non-participants were 

found to forgo the equivalent of 1.3 percent of their annual pay. In the words of the study 

authors, the employees’ failure to complete the forms needed to take full advantage of this 

employer benefit was like leaving “$100 bills on the sidewalk.”30 

 

Third, when technical differences in eligibility methodology rules are combined 

with limited IT, the administrative obstacles can become daunting. As described above, 

New York City officials did a one-time exercise to enroll into Medicaid children who 

received food stamps. However, while the Food Stamp Program computers and Medicaid 

agency computers could “talk to each other,” the two programs applied different 

eligibility methodologies for determining whether children’s net income was below the 

FPL. As a result, without funding to develop new software, the agency’s computer system 

could not determine a child’s Medicaid eligibility based on Food Stamp Program 

information. The determination had to be done manually, by program staff. That is one 

important reason why this promising effort was never repeated. 

 

Other Challenges 

The above sections describe problems that have prevented states from moving forward 

effectively. However, other factors can complicate but not necessarily doom a state’s 

attempt to pursue auto-enrollment strategies. 

 

Child Health Programs Divided Between Medicaid and SCHIP 

Many states operate bifurcated child health programs, with Medicaid serving the poorest 

uninsured children and separate SCHIP programs serving somewhat higher-income 

children. In many states, a single family can have its younger children in Medicaid and its 

older children in SCHIP. This administrative complexity creates multiple challenges, 

including some that interfere with effective and efficient auto-enrollment. For example, 

within a single state, SCHIP and Medicaid programs can have different or even 

incompatible computer systems, making it costly and complex to determine whether a 

particular child who is being “auto-enrolled” already has coverage. 

 



 

 18

At a more basic level, in states operating two child health programs, it is not 

enough simply to say that, based on findings of a non-health program, a child has family 

income low enough to qualify for health coverage. Auto-enrollment systems must 

determine the correct health program into which the child is placed. 

 

In making that determination, the SCHIP statute requires that, before enrolling a 

child in a separate SCHIP program, a state must screen the child for potential Medicaid 

eligibility and enroll the child in Medicaid if he or she qualifies. Relying on the final 

income determinations of non-health programs, as discussed above, could be problematic 

when such determinations would place the children into SCHIP. The current “screen and 

enroll” requirement, without modification in such cases, would make auto-enrollment 

largely ineffective with these near-poor children, since their families would be forced to 

go through the standard Medicaid application procedure, with the associated 

administrative burdens for the state and family and the resulting loss of coverage if families 

fail to complete the process. 

 

Immigration Status 

Immigration status must be considered carefully in the development of auto-enrollment 

procedures that rely on programs such as NSLP and WIC to establish eligibility for 

Medicaid and SCHIP. That is because NSLP and WIC serve income-eligible children, 

regardless of their immigration status. Medicaid and SCHIP, by contrast, are limited to 

U.S. citizens and certain permanent legal residents (mostly those who have lived in the 

U.S. for five years or longer). Accordingly, even if the income findings of NSLP and WIC 

were used to determine income-eligibility for child health coverage, families would still 

need to provide information about citizenship or immigration status before their children 

could receive Medicaid or SCHIP. 

 

Moreover, establishing auto-enrollment mechanisms from NSLP and WIC into 

health coverage needs to be done carefully, to avoid discouraging immigrant families from 

seeking nutrition assistance for their children. While this challenge must be faced, it can be 

overcome. For example, in California, linking the school lunch program to child health 

coverage actually increased school lunch enrollment in many cases. 

 

Some immigrant families do not apply for health coverage because they fear that 

such an application could lead to their classification as a potential “public charge,” thereby 

risking their capacity to legalize or even retain satisfactory immigration status. Some 

families worry that their immigration sponsors (often spouses or other close family 

members) could be forced to repay the state for publicly funded health care costs. These 
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fears posed a serious obstacle to health coverage when Chicago attempted to move 

children from the school lunch program into Medicaid and SCHIP. However, through 

intensive outreach and costly community education, Chicago officials overcame those 

fears for most immigrant families. 

 

Characteristics of Non-Health Programs 

In terms of income eligibility standards, there is considerable overlap between many non-

health programs and SCHIP (Figure 8). Accordingly, such non-health programs appear to 

be promising sources of auto-enrollment into child health coverage. 

 

Figure 8. Typical Income Eligibility Limits for 
Children, Various Means-Tested Programs
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See “Notes/Sources for Figure 8” on page 37.  
 

Despite this promise, particular features of non-health programs can complicate the 

process of auto-enrolling children into Medicaid and SCHIP. For example, with NSLP, 

many school districts historically have maintained eligibility records on paper, rather than 

in electronic form. This obviously makes it much more costly to transfer information 

about particular children to state health programs. Many education officials are 

understandably reluctant to take resources away from education to fund such information 

transfer, even for a laudable effort that seeks to expand children’s health coverage. 

 

However, schools are increasingly automating these and other student records at 

the district or state level. Such automation of student records is being driven by many 

factors, including the requirements of the No Child Left Behind law, the opportunity to 
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enroll children into NSLP via direct certification, the ability of computerized data checks 

to verify applicants’ eligibility for NSLP, and, perhaps, the above-described IT grants 

Congress authorized in 2004.31 

 

To take another example, the federal Earned Income Tax Credit (EITC) appears, 

at one level, to be a particularly promising vehicle for auto-enrollment. Among families 

with children who do not receive Medicaid, SCHIP, or food stamps, EITC reaches more 

than 74 percent with incomes below the FPL and over 66 percent of those with incomes 

below 200 percent of the FPL.32 However, income determinations for EITC purposes are 

non-contemporaneous. Typically, individuals receive EITC refunds in a particular 

calendar year based on the previous year’s income. It may be a challenge to develop 

systems that translate such information about the previous year’s household income into 

Medicaid or SCHIP eligibility during the current year. 

 
STATE AND FEDERAL POLICY OPTIONS 

Current federal law permits states to use information from other means-tested programs to 

target outreach to children and families based on their likely eligibility for Medicaid and 

SCHIP. However, targeted outreach, while worthwhile, does not provide the full increase 

in enrollment that would result if eligible children and families automatically received 

health coverage based on information provided by non-health programs, without any 

need to complete a Medicaid or SCHIP application form. 

 

Current law permits information already in Medicaid case files to be used to 

qualify additional individuals based on the application of standard Medicaid methods for 

eligibility determination. Accordingly, states could cover many uninsured parents based on 

information in their children’s Medicaid or SCHIP case files, as discussed below. 

 

However, current federal law forbids states from granting Medicaid or SCHIP 

based on the final income determinations of non-health agencies—the main type of auto-

enrollment that could reach eligible but unenrolled children. As a result, policy changes in 

federal law may be needed for auto-enrollment to work effectively with children (and 

with parents whose children are not already enrolled in Medicaid or SCHIP). 

 

Finally, the development of IT needed for efficient auto-enrollment has 

implications for both state and federal policymakers. Federal policymakers could make an 

enormous contribution by making clear that enhanced federal matching funds can cover 

the development of such IT. Pending such federal steps, state policymakers need to remain 
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alert to opportunities to incorporate into broader IT efforts the infrastructure needed for 

auto-enrollment. 

 

State Policies to Enroll Parents Based on Their Children’s Medicaid Files 

Current federal law permits one auto-enrollment strategy: namely, placing uninsured, 

poor parents into Medicaid based on information in their children’s Medicaid case files. 

Through computer queries directed at existing Medicaid eligibility files, states could 

identify the families where a) children receive Medicaid but the parents do not and b) 

household income is low enough for the parents to receive Medicaid.33 

 

Before extending coverage to such parents, however, the state would need to 

ascertain that the parents meet Medicaid eligibility criteria other than income. Examples of 

such criteria include citizenship or satisfactory immigration status (which can differ 

between parents and children within a particular family); and the parent’s possession of a 

valid Social Security number (which need not be presented for children to receive health 

coverage, but which often must be presented before the parent can enroll).34 

 

Notwithstanding these factors, in states that eliminate asset requirements for 

parents, a large proportion of income-eligible parents are likely to have sufficient 

information in their children’s Medicaid files to determine their eligibility for Medicaid. 

However, in the 24 states with asset requirements that apply to parents but not children, 

and whenever children’s case files do not allow a full determination of parental eligibility, 

the state will need to obtain supplemental information from the family before granting 

eligibility to the parents.35 If state officials obtain that information through proactive 

telephone calls or in-person contact, many more eligible parents will be enrolled than if 

families must complete forms that request the supplemental information. 

 

Giving States Flexibility to Auto-Enroll Based on Other Programs’ Findings 

Despite ingenuity and commitment by state-level policymakers, the obstacles discussed 

above have prevented auto-enrollment from reaching more than a relative handful of 

uninsured children. Following is a discussion of options available to federal policymakers 

who wish to clear away these obstacles and give states new and practical tools with which 

to cover eligible children, as well as poor parents whose coverage cannot be established 

based on their children’s Medicaid case files. This section focuses on relatively narrow 

policy changes that specifically address auto-enrollment, rather than more sweeping 

reforms that could tackle a broader range of related issues.36 
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For states to grant Medicaid or SCHIP coverage based on the final income 

determinations of non-health agencies, Congress would need to amend federal Medicaid 

law to give states the flexibility to disregard technical differences between programs’ 

methods for determining income. For example, such flexibility could allow a state to 

qualify a child for Medicaid based on a finding by the Food Stamp program that the 

child’s family has net income below 100 percent of FPL. Such a child would receive 

Medicaid coverage without any need for the program to re-determine income based on 

Medicaid’s eligibility methodologies, which differ slightly from Food Stamp 

methodologies. In addition to achieving administrative savings and enrolling eligible 

individuals who otherwise would fail to complete the application process, such an 

approach could simplify the IT development required for transmission of information 

between health and non-health programs. For information related to eligibility, non-

health agencies would need to communicate only the final determination of household 

income, not all of the particular facts that went into that income determination. 

 

Giving states this flexibility would have trade-offs. A small number of children 

could receive Medicaid or SCHIP who ordinarily would be denied health coverage. With 

the eligibility methodology used by the non-health program, these children would be 

found to have family incomes low enough to qualify for Medicaid or SCHIP. However, 

using the methodology ordinarily applied by Medicaid and SCHIP, the children’s family 

income would be calculated as slightly higher than maximum eligibility levels for 

Medicaid or SCHIP. For example, the Food Stamp program might classify a family as 

having net income slightly below FPL because that program subtracts from income certain 

shelter costs that Medicaid does not subtract. In other words, eligibility standards for 

health coverage would not change under this approach, but because children arriving at 

Medicaid and SCHIP via other means-tested programs would have had their income 

evaluated using different eligibility methodologies, a few families slightly above or below 

the eligibility threshold for health coverage might move to the other side of the line.37 

 

One little-known element of the Bush Administration’s approach to low-income 

subsidies under the Medicare Modernization Act of 2003 (MMA) provides a useful 

precedent for analyzing this trade-off.38 For many years, state Medicaid agencies have 

operated the Medicare Savings Program (MSP), which pays some or all Medicare cost-

sharing and/or premiums for certain low-income Medicare beneficiaries who receive no 

other Medicaid coverage. Under MMA, these MSP beneficiaries are automatically 

enrolled in a Medicare prescription drug plan and receive full subsidies if they do not 

affirmatively choose a plan within a certain period of time.39 The Bush Administration 

(acting pursuant to Congressional authorization) extends this automatic enrollment and 
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low-income subsidy to all MSP beneficiaries, including the small proportion who would 

not otherwise qualify for such subsidies.40 These individuals either live in the five states 

that do not take into account assets in determining eligibility for the MSP—unlike 

MMA’s low-income subsidies, which are limited to households with assets below $10,000 

per beneficiary—or live in a state that uses less restrictive methodologies for evaluating 

income or assets than those employed by the MMA subsidy program.41 

 

Although the Administration’s approach provides low-income subsidies to a small 

number of otherwise ineligible people, the approach extends subsidies to a vastly larger 

number of fully eligible people who otherwise would not receive assistance. Technical 

differences in program rules that qualify a handful of otherwise ineligible people can be 

disregarded if, in the words of the MMA statute, “the eligibility requirements under [the 

Medicare Savings Program and low-income subsidies] are substantially the same.”42 

 

It is hard to see a compelling justification for federal policymakers to provide this 

automatic eligibility for low-income subsidies to Medicare beneficiaries without providing 

similar eligibility to low-income children and families seeking Medicaid or SCHIP. In 

each case, a small number of otherwise ineligible people could receive coverage because of 

slightly different technical rules. In both cases, the far larger effect is to enroll numerous 

individuals who otherwise would go without benefits for which they fully qualify, under 

ordinarily applicable rules. 

 

In fact, the approach discussed here for children and families is less expansive than 

the automatic eligibility that already applies to the MSP and MMA’s low-income 

subsidies, since the eligibility standards for health coverage would not broaden under the 

Medicaid and SCHIP approach. For example, consider a state that limits Medicaid 

eligibility for children ages 6 to 18 to those with family incomes at or below 100 percent 

of the FPL. If such a state wanted to automate Medicaid enrollment for children receiving 

WIC, the state would provide Medicaid to children whose family income, as determined 

by WIC, was at or below 100 percent of FPL; such a state could not grant Medicaid to all 

children in WIC-participating households, since WIC eligibility in most states extends to 

185 percent of the FPL.43 By contrast, even though the MMA statute limits low-income 

subsidies to individuals with assets valued below specified amounts, the subsidies 

automatically go to seniors enrolled in the MSP—even in states where low-income seniors 

are eligible for the MSP, regardless of how many assets they have.44 In other words, the 

Medicaid/SCHIP auto-enrollment option explored here involves only differences in 

eligibility methodologies, not the potentially more significant differences in eligibility 
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standards already accepted by Congress and the Department of Health and Human Services 

for auto-enrollment of low-income Medicare beneficiaries. 

 

Policymakers interested in pursuing similar flexibility for children and families who 

qualify for Medicaid and SCHIP need to consider several relatively technical matters in 

crafting the details of such a new federal option. First, as is implicit in the above discussion 

of Medicaid and WIC, the fact of a family’s receipt of another benefit will sometimes be 

insufficient to establish eligibility for Medicaid. If income-eligibility for the non-health 

program extends above Medicaid eligibility standards, auto-enrollment would take place 

based on the income level found by the non-health program, not the non-health 

program’s granting of a benefit. 

 

Second, assets as well as income can affect eligibility, particularly with parents. 

While 45 states plus the District of Columbia base children’s eligibility for Medicaid and 

SCHIP entirely on income, without considering assets, 29 state Medicaid programs 

require parents to meet requirements related both to income and assets.45 Some non-

health programs also take assets into account in determining eligibility, as well as other 

factors beyond income that play a role in Medicaid or SCHIP eligibility, such as state 

residence, citizenship, and immigration status. In such cases, federal policymakers could 

give states the flexibility to rely on determinations of other means-tested programs where 

such determinations show that a particular parent or child meets Medicaid or SCHIP 

eligibility requirements other than income. 

 

Third, in structuring this new option, it would be important to streamline the 

application of “screen and enroll” requirements when children qualify for SCHIP based 

on the findings of non-health programs. As noted above, such requirements, without 

modification, could force Medicaid application forms to be completed before these 

children enroll into SCHIP, entirely defeating the purpose of auto-enrollment. To 

prevent that result, these children could receive an expedited screening for Medicaid 

eligibility. Rather than requiring families to complete even simple Medicaid application 

forms, state officials could gather necessary information through telephone calls, cross-

checking existing databases, and relying on families’ attestation of key facts, subject to 

random, post-eligibility audits. In addition, if family income, as found by the non-health 

program, is sufficiently high, Medicaid eligibility may be impossible, as a practical matter, 

potentially obviating the need for any further screening. 

 

Fourth, states could be allowed to use a valid Social Security number (SSN) as an 

option for documenting immigration status for purposes of Medicaid and SCHIP auto-
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enrollment from programs such as WIC and NSLP that impose no immigration status 

requirements.46 While the family may need to supplement the SSN with proof of 

residence in the U.S. for five years or more, this option would still spare families 

burdensome and largely pointless documentation requirements that otherwise might 

prevent many of them from completing their children’s enrollment in Medicaid or 

SCHIP. Current federal law requires non-citizens seeking Medicaid or SCHIP to produce 

certain specific documents to show their immigration status, even though such documents 

serve little purpose for people known to have valid SSNs who can show residence in the 

U.S. for the requisite period.47 

 

Fifth, federal statutory authorization may be required for non-health programs to 

convey to state health agencies information about the people who receive non-health 

benefits. In providing that authorization, however, federal policymakers would need to 

establish appropriate safeguards to protect privacy and limit to auto-enrollment the use of 

information provided by non-health agencies. A useful model for such safeguards is 

provided by NSLP legislation authorizing school districts to share information with 

Medicaid and SCHIP programs. That legislation permits disclosure only if the following 

requirements are met: the sole purpose of such disclosure must be identifying and 

enrolling into health coverage children who qualify for such coverage; the district and the 

state health agency must have a written agreement to that effect; and families must be 

notified about and have an opportunity to prevent such information disclosure.48 

 

Sixth, the failure of a non-health agency to find that a given household has low 

enough income for children to receive Medicaid or SCHIP would need to leave room for 

such children to qualify for health coverage based on the standard application of the health 

programs’ eligibility methodologies. Under current federal law, state officials may not 

deny a Medicaid application until the application has been reviewed for potential 

eligibility under all potentially applicable categories.49 However, if streamlined auto-

enrollment did not yield a finding of eligibility for health coverage, and information in 

state officials’ hands was not sufficient to determine eligibility based on the health agency’s 

normal methodology, officials could ask the applicants for additional information needed 

to determine eligibility under that standard methodology. 

 

Finally, federal policymakers pursuing this approach would need to decide whether 

states should have the same flexibility that school districts enjoy under NSLP to choose 

between opt-in and opt-out approaches to default enrollment. In either case, consent is 

required for enrollment into health coverage, but consent is manifested in different ways 

under these two approaches. With opt-in rules, children are not enrolled unless the 
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parents affirmatively request enrollment. Under opt-out procedures, children are enrolled 

unless their parents object. 

 

Each of these policy designs involves trade-offs. Opt-out procedures gain the full 

benefit of auto-enrollment strategies, producing a much larger increase in coverage. This is 

true even if the opt-in alternative would simply ask the parent to request child health 

coverage by checking a box on the application form for non-health benefits. On the other 

hand, opt-in rules reduce the odds that children will receive subsidized health coverage 

against their parents’ will. The latter concern may be particularly important with 

immigrant families who fear that applications for subsidized health coverage could harm 

their later ability to legalize. While that concern may or may not be well-founded, it is 

heartfelt in many quarters and needs to be taken into account in the development of 

outreach and enrollment procedures. In addition, families who enroll based on the absence 

of a parental opt-out may require additional monitoring and education to ensure that they 

use available services. Ultimately, federal policymakers may decide to give states the 

flexibility to make careful, case-by-case judgments on the application of opt-in and opt-

out procedures to particular beneficiary groups. 

 
Federal Funding for Information Technology That Enables Efficient 

Data Exchange 

When a state develops a Medicaid Management Information System (MMIS), the federal 

government pays 90 percent of the cost. However, according to longstanding federal 

regulations, this enhanced matching rate is unavailable for “eligibility determination 

systems.”50 Statutory or regulatory change may thus be needed to extend this MMIS 

match to IT development related to auto-enrollment. Alternatively, federal policymakers 

could provide targeted grants to help states finance such IT improvements. 

 

New resources to develop IT infrastructure would make it possible for auto-

enrollment to happen electronically, rather than by hand. This would substantially reduce 

the ongoing cost and administrative inconvenience of auto-enrollment, helping make this 

strategy sustainable. Stronger linkages between the data systems of different programs 

could yield the following benefits: 

 

• Enhanced IT infrastructure could automatically identify the recipients of non-

health assistance who fit within categories of individuals slated for enrollment into 

Medicaid or SCHIP; without such infrastructure, such individuals often have to be 

identified through inspection of paper files and manual calculations. 
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• Information about the identity of the individuals slated for enrollment into 

Medicaid or SCHIP could be transmitted electronically from the non-health to the 

health coverage program, rather than relayed by hard copy and entered manually 

into the health program’s eligibility files. 

• Such identifying information could be compared, through automated query rather 

than manually, against lists of beneficiaries already receiving health coverage, 

thereby preventing duplicative enrollment and wasteful administrative expenses for 

redundant health coverage applications. 

• Near the end of an individual’s Medicaid or SCHIP coverage, improved IT 

interfaces between health and non-health programs could facilitate the automatic 

re-determination of continuing Medicaid or SCHIP eligibility, without requiring 

beneficiaries to complete forms or provide information already in the files of non-

health programs. 

 

Beefing up this IT infrastructure could meet other goals as well, such as rapidly 

identifying and correcting erroneous eligibility determinations and fraud. It also could help 

state Medicaid programs comply with Section 6035 of the Deficit Reduction Act of 2005 

(DRA), which requires states to obtain information about all employer-sponsored 

insurance provided to Medicaid-eligible individuals. This provision’s purpose is to 

improve states’ ability to collect reimbursement from employer plans when beneficiaries 

receive Medicaid services that are also covered by employer-based insurance. Federal 

funding that establishes a robust, electronic connection between state health programs and 

employer-sponsored plans could lower the public and private operational costs of 

complying with this new law.51 

 

At the same time, an automated connection between employer health plans and 

state health agencies would be important to facilitating efficient auto-enrollment. As noted 

above, employer-sponsored insurance already covers many participants in means-tested 

nutrition programs. Federal law states that if children receive employer coverage, SCHIP 

may not enroll them. Similarly, Medicaid coverage is limited to services and costs not 

covered by employer plans. Accordingly, when children receiving non-health benefits are 

presented for possible auto-enrollment into Medicaid or SCHIP, states may need to 

identify which of those children receive employer coverage, since such identification 

would be needed to exclude SCHIP coverage and properly tailor Medicaid to “wrap 

around” the employer policy. Giving states the capacity to make such identifications 

efficiently would be an important role played by improved IT infrastructure. 
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Pending changes in federal policy for reimbursing investments in eligibility systems 

related to auto-enrollment, state policymakers interested in pursuing auto-enrollment can 

ensure that broader IT initiatives, many of which offer time-limited opportunities for 

involvement, include the IT infrastructure needed for auto-enrollment. Examples of such 

initiatives include the following: 

 

• Many states are developing new MMIS systems.52 The Centers for Medicare and 

Medicaid Services (CMS) is taking a broad and systems-wide approach to 

developing Medicaid IT, known as the Medicaid Information Technology 

Architecture (MITA). Aligned with the wider National Health Infrastructure 

Initiative, MITA is “intended to foster integrated business and information 

technology transformation across the Medicaid enterprise to improve the 

administration of the Medicaid program.”53 As states proceed with MMIS and 

MITA initiatives, policymakers could include functionalities needed for auto-

enrollment. One approach worth considering in this context would integrate 

eligibility information into electronic health records (EHRs) that also include 

clinical data; EHR development is likely to be a central feature of many MITA 

projects. 

• DRA Section 6081 appropriates $75 million a year for a new program of Medicaid 

Transformation Grants in Fiscal Years 2007 and 2008. Such grants support “the 

adoption of innovative methods to improve the effectiveness and efficiency in 

providing” Medicaid. State matching funds are not required. Although the 

purposes for which such grants can be used are open-ended, pertinent examples 

include “methods for reducing waste, fraud and abuse.” States must report results 

in the areas of quality improvement, clinical outcomes, and cost savings. In 

awarding grants, preference will be given to “States that design programs that 

target health providers that treat significant numbers of Medicaid beneficiaries.” 

Many of the purposes for which such funding is provided involve improved 

clinical management of health care and tighter administration of payment for 

services. However, IT infrastructure development related to auto-enrollment may 

also qualify, based on the terms of the statute. IT that connects state Medicaid 

agencies with private health plans, as discussed above, would help achieve the 

purposes underlying this new grant program because it would allow state Medicaid 

programs to lower costs and prevent waste by pursuing third-party liability claims 

against insurers and employers. Furthermore, IT infrastructure development that 

connects Medicaid systems to eligibility data maintained by other public agencies 

could, as noted above, help detect erroneous and fraudulent Medicaid applications, 

in addition to enrolling eligible but uninsured children.54 
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• A number of states are developing Integrated Eligibility Systems (IES) that 

determine eligibility simultaneously for Medicaid and certain other benefits, such 

as food stamps and cash assistance.55 Such systems could be built to facilitate grants 

of health coverage based on information in the hands of other programs that are 

included within IES modules as well as to make electronic connections with 

programs, such as NSLP, that may be outside such modules. State officials 

developing proposals for IES funding should be strongly encouraged to collaborate 

from the outset with their colleagues at other agencies. Such early collaboration 

could help develop integrated funding requests for IT that allow effective and 

efficient inter-program data exchange to serve many important goals, including 

enrolling into health coverage eligible but previously uninsured children. 

 

Vehicles for Federal Policy Change 

Federal initiatives along these general lines could be enacted through legislation. For 

example, in the current Congress, S. 1049, sponsored by Senate Majority Leader Frist (R-

Tenn.) and Senators Bingaman (D-N.M.), Lugar (R-In.), Cantwell (D-Wash.), Santorum 

(R-Pa.), Collins (R-Maine), Cochran (R-Miss.), Murray (D-Wash.), Feinstein (D-Calif.), 

Bond (R-Mo.), Nelson (D-Fla.), Talent (R-Mo.), and Jeffords (I-Vt.), would authorize 

$50 million in annual grants to states for innovative outreach and enrollment efforts 

(which could potentially include IT infrastructure development) and give state Medicaid 

and SCHIP programs the option to rely on the income determinations of non-health 

programs in establishing children’s health coverage. 

 

Policy innovations like those described here could also be tested within a state 

through a federal waiver under Section 1115 of the Social Security Act. That statute 

authorizes “any experimental, pilot, or demonstration project which, in the judgment of 

the Secretary [of Health and Human Services], is likely to assist in promoting the 

objectives of” the Medicaid and SCHIP statutes.56 Such waiver approval could authorize: 

a) enhanced MMIS federal matching rates for the state’s development of IT needed for 

efficient auto-enrollment; b) the state’s reliance on the determinations of other means-

tested programs in establishing automatic Medicaid or SCHIP eligibility; and c) other 

policies outlined above. Such a waiver could result in the collection of useful information 

to guide future policy development, such as the number of otherwise ineligible children 

receiving coverage through auto-enrollment, the administrative costs of infrastructure 

establishment and program operations, or other data. In some ways more important, a 

waiver could cover uninsured but eligible children while federal lawmakers take the time 

required to enact national legislation. 
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CONCLUSION 

In this time of great partisan division, one of the few health policy goals that unites leaders 

in both parties is to enroll the millions of uninsured children who qualify for public health 

coverage. A promising strategy to reach this goal targets children whom other programs 

have already found to have family income low enough to qualify for Medicaid or SCHIP. 

Under this approach, states would have the flexibility to automatically enroll those 

children into health coverage, without requiring their families to submit a second and 

generally redundant application. Similar auto-enrollment strategies have achieved 

tremendous success increasing enrollment into multiple public and private programs, 

ranging from Medicare Part B to 401(k) retirement accounts. 

 

However, for auto-enrollment to succeed with children’s health coverage, federal 

action is needed. Currently, states generally lack the IT systems required to make 

automatic enrollment efficient; federal resources could help fill this gap. In addition, the 

federal Medicaid statute forbids states from relying on the determinations of other 

programs that assess family income using technical methods that differ even slightly from 

those in Medicaid. Giving states the flexibility, under federal law, to disregard such 

technical differences could significantly enhance states’ ability to pursue auto-enrollment 

initiatives. 

 

These changes could be made by statute. Alternatively, they could be tested as 

demonstration projects in individual states. Either way, in the short term, policymakers 

have an opportunity to take important steps forward that would empower states to do the 

hard work required to reach the remaining uninsured children and families who qualify 

for Medicaid and SCHIP. 
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26 See http://www.expresslaneinfo.org/AM/Template.cfm?Section=Program_Examples1. 
27 In addition to information available through The Children’s Partnership Web site, see also S. 

Parrott, D. Cohen Ross, and L. Schott, Streamlining and Coordinating Benefit Programs’ Application Procedure, 
Center on Budget and Policy Priorities, June 22, 2005, http://www.cbpp.org/6-22-05prosim.pdf. 

28 General Accounting Office, Means-Tested Programs: Determining Financial Eligibility Is Cumbersome 
and Can Be Simplified, Nov. 2001, GAO-02-58, http://www.gao.gov/new.items/d0258.pdf; 
S. Parrott and S. Dean, Aligning Policies and Procedures in Benefit Programs: An Overview of the 
Opportunities and Challenges Under Current Federal Laws and Regulations, Center on Budget and 
Policy Priorities. Jan. 6, 2004, http://www.cbpp.org/1-6-04wel.pdf. 
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29 The federal SCHIP statute gives states significantly more latitude in determining eligibility 

than does the Medicaid statute. Accordingly, an SCHIP program could grant coverage based on 
the findings of non-health programs. However, as a precondition of granting SCHIP eligibility, 
the children involved must be screened for full Medicaid eligibility; during the latter process, 
Medicaid would bring to bear its ordinarily applicable methodologies, regardless of any prior 
findings of non-health programs. As explained by the Centers for Medicare and Medicaid Services 
(CMS), only if “the income standard and rules for that [non-health] program are the same as or 
more restrictive than the rules . . . under Medicaid, the Medicaid agency can rely on the [other] 
program’s income determination.” CMS, Continuing the Progress: Enrolling and Retaining Low-Income 
Families and Children in Health Care Coverage, Jan. 14, 2002. This means that, if any individuals 
ineligible for Medicaid would be found income-eligible by the other program, Medicaid may not 
rely on the determination of that other program, since that other program would no longer be 
“the same as or more restrictive.” According to the State Medicaid Manual, “When a particular … 
policy can result in a more liberal treatment of a person than under equivalent … [Medicaid] 
policy, the [former] policy is more liberal than [Medicaid] even though it may not be in all 
circumstances.” State Medicaid Manual, Section 3420.2. Note: the latter section construed the 
meaning of “more restrictive” standards and methods used to determine eligibility for disability 
benefits under certain state programs, compared with standards used for SSI. 

In theory, states have the option to change their health eligibility methodologies to incorporate 
methodologies of non-health programs as additional eligibility pathways. For example, a state could 
qualify a child for Medicaid if the child’s income was below the applicable eligibility threshold 
based on either the income methodology of NSLP or Medicaid’s normal rules. However, that 
would require Medicaid eligibility workers to learn the income methodologies of both the 
standard Medicaid program and NSLP and to apply such dual methodologies to every application 
for a child’s Medicaid coverage, not just to potential auto-enrollees identified by NSLP. No state 
has ever chosen to implement this option, which is complex and potentially costly to administer. 

30 J. J. Choi, D. Laibson, B. C. Madrian, $100 Bills on the Sidewalk: Suboptimal Saving in 401(k) 
Plans, Prepared for the National Bureau of Economic Research, revised Draft: July 16, 2005, 
http://post.economics.harvard.edu/faculty/laibson/papers/undersavers.pdf. 

31 See, e.g., N. Cole and C. Logan, 2005. Another challenge with NSLP is that some children 
receive assistance without any individualized eligibility determination. Rather, all children within a 
given school or school district automatically receive free meals for several years after children in that 
region achieve certain participation levels in NSLP. In such cases, districts have no current information 
about the family income of most participating children. However, only 6 percent of students in 
schools that have NSLP receive benefits under this program feature, known as “Provision 2” and 
“Provision 3.” P. Gleason, T. Tasse, K. Jackson et al., 2003. Policymakers could either exclude such 
“geographically eligible” children from auto-enrollment into health coverage or decide that, if a 
particularly area is so depressed economically that all school children automatically receive federally 
subsidized, free meals, it may not be unreasonable to find such children eligible for health coverage 
as well based on likely family income at or below 200 percent of FPL, provided that children who 
received private health coverage could be identified and excluded from SCHIP. Among the children 
in these areas with income above 200 percent of FPL (the SCHIP eligibility threshold in most states), 
most are likely to have private coverage, since 80 percent of children with family incomes at or above 
200 percent of FPL receive employer-sponsored coverage, and 5 percent have other private insurance. 
C. Hoffman, A. Carbaugh, H. Yang Moore et al., Health Insurance Coverage in America: 2004 Data 
Update (Washington, D.C.: Kaiser Commission on Medicaid and the Uninsured and the Urban 
Institute, Nov. 2005), http://www.kff.org/uninsured/upload/Health-Coverage-in-America-
2004-Data-Update-Report.pdf. Calculations by ESRI, Mar. 2006. Put differently, policymakers 
could decide that the additional cost of individualized income determinations for children living in 
such areas is not worth the minor weeding out of ineligible children that would result. 
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32 S. Zedlewski, G. Adams, L. Dubay et al., Is There a System Supporting Low-Income Working 

Families? (Washington, D.C.: Urban Institute, Feb. 2006), http://www.urban.org/ 
UploadedPDF/311282_lowincome_families.pdf. Calculations by ESRI, Nov. 2005. 

33 In a few cases, the children’s case files may not contain the information needed to determine 
parental income-eligibility. For example, if a parent remarries, the new spouse’s income counts in 
determining Medicaid eligibility for the parent but not the child; such spousal income may or may 
not be in the child’s case files. In addition, with states that use different methodologies to 
determine income for parents than for children, the children’s case files may or may not have 
enough information to fully apply the methodology used for parents. 

34 In some poor families, parents but not children may be enrolled in employer coverage. That 
would not affect parental eligibility, but it would limit Medicaid coverage to wraparound services 
and cost-sharing. 

35 D. Cohen Ross and L. Cox, 2005. Calculations by ESRI, Mar. 2006. 
36 Such larger reforms that will not be discussed in this paper but that deserve consideration 

include integrating Medicaid and SCHIP into a single national program with a federal matching 
rate between current Medicaid and SCHIP levels; increasing state flexibility to provide health 
coverage to low-income children, regardless of immigration status; changing the rules governing the 
interaction between employer coverage and public programs; and changing the MMIS regulations 
to provide enhanced federal match for eligibility-related IT improvements in appropriate cases. 

37 This creates horizontal equity problems as well. Under the approach described in the text, 
some children who would be denied coverage if they were to apply directly for Medicaid or 
SCHIP could instead receive coverage if they were auto-enrolled from a different, means-tested 
program. In other words, within this small group of children, receipt of coverage would depend 
not on the children’s need for help, but on how their application was submitted. 

38 Other precedents are provided by adjunctive eligibility for WIC, pursuant to which Medicaid 
beneficiaries are automatically deemed eligible for WIC; and receipt of certain forms of cash 
assistance, which automatically establish Medicaid eligibility. In fact, federal regulations forbid state 
Medicaid agencies, under certain circumstances, from requiring any applications from individuals 
who receive Supplemental Security Income (SSI) or state supplements of SSI. 42 CFR 435.909. 
More recently, the Child Nutrition and WIC Reauthorization Act of 2004 authorized school 
districts to disregard, for purposes of verifying NSLP eligibility, differences between eligibility 
methodologies for Medicaid, NSLP, food stamps, and cash assistance. Z. Neuberger, 2004. 

39 CMS, Frequently Asked Questions, Medicare Modernization Act, “How will Medicare Savings 
Program beneficiaries be treated by the Medicare Prescription Drug Benefit?” Answer 4037, June 9, 
2004, http://questions.cms.hhs.gov; “How will full-benefit dual eligible beneficiaries be affected by 
the Medicare Prescription Drug Benefit?” Answer 4034, Feb. 14, 2005, http://questions.cms.hhs.gov; 
CMS, Introduction to the Monthly Deemed Notice, CMS Pub. No. 11166, Oct. 2005. CMS refers to 
enrollment as “facilitated” rather than “automated” when Medicaid coverage is limited to payment 
of Medicare cost-sharing. CMS, Auto-Enrollment and Facilitated Enrollment of Low-Income Populations, 
Apr. 5, 2005, http://www.cms.hhs.gov/States/Downloads/AutoversusFacilitatedEnrollment.pdf. 

40 42 U.S. Code Section 1395w-114(a)(3)(B)(v)(II); CMS, Guidance to States on the Low-Income 
Subsidy, May 25, 2005, http://www.cms.hhs.gov/States/Downloads/GuidancetoStatesonLimited-
IncomeSubsidy.pdf. 

41 CMS, Medicare Savings Programs (MSP) Eligibility Criteria, June 9, 2005, 
http://www.cms.hhs.gov/States/Downloads/MSPEligibilityCriteriaChart.pdf; K. Glaun, 
K. Davenport, and A. Cohen, The Medicare Low Income Drug Subsidy: Strategies to Maximize 
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Participation, Medicare Rights Center, prepared for The Commonwealth Fund, Jan. 2005, 
http://www.medicarerights.org/lowincomeissuebriefframeset.html. 

42 42 U.S. Code Section 1395w-114(a)(3)(B)(v)(II). For state officials to implement the kind of 
option described here, they may need the ability to rely conclusively on the findings of non-health 
programs, just as low-income subsidies are granted based on the MSP determinations of state 
Medicaid agencies, without any “piercing the surface” of such determinations to evaluate their 
basis. Under this approach, if a Medicaid agency correctly evaluated and processed a final income 
determination made by the Food Stamp Program, the Medicaid agency would not be held liable 
for errors made by the Food Stamp Program. That way, Medicaid agencies would be liable only 
for errors within their capacity to prevent and correct. 

43 U.S. Department of Agriculture, Food and Nutrition Service, WIC Income Eligibility 
Guidelines 2005–2006, modified Mar. 16, 2005, http://www.fns.usda.gov/wic/howtoapply/ 
incomeguidelines05-06.htm. 

44 42 U.S. Code Section 1395w-114(a)(3)(D) and (E). 
45 D. Cohen Ross and L. Cox, 2005. Calculations by ESRI, Mar. 2006. Put differently, since 

only five states consider assets in determining children’s eligibility and 29 states consider such assets 
in determining eligibility for parents, 24 states consider assets for parents but not for children. 

46 This policy option is taken from D. Horner and B. Morrow, Opening Doorways to Health 
Care for Children: 10 Steps to Ensure Eligible but Uninsured Children Get Health Insurance, prepared by 
The Children’s Partnership for the Kaiser Commission on Medicaid and the Uninsured, Apr. 2006. 
http://www.kff.org/medicaid/upload/7506.pdf. Of course, proffering a valid Social Security 
number would be merely one of several options for applicants to document satisfactory 
immigration status. Individuals who currently are not required to provide a Social Security 
number as a condition of applying for Medicaid would not have to do so under this approach. 

47 State Medicaid Manual, Sections 3212.2 and 3212.4. Social security numbers’ validity can 
be verified digitally by the Social Security Administration through the State Verification and 
Exchange System. N. Cole and C. Logan, 2005. 

48 42 U.S. Code Sections 1758(b)(2)(C)(iii)(V) and 1758(b)(2)(C)(vi). In addition, it would be 
helpful to clarify that the Health Insurance Portability And Accountability Act does not bar necessary 
disclosure of public or private health coverage information to state Medicaid and SCHIP agencies. 
On an analogous question, the HHS Office of Civil Rights (OCR) ruled that state Medicaid 
programs and Medicare Advantage plans may share information about enrollees, thereby allowing 
the identification of dually enrolled individuals, because this information relates to such individual’s 
potential eligibility for coverage, which is a subject about which disclosure is permitted, so long as 
the minimum necessary information is disclosed. OCR, Health Information Privacy and Civil 
Rights Questions & Answers, “May a Medicaid State agency and a Medicare Advantage plan 
share PHI to identify dually eligible enrollees?” Answer No. 1040. Nov. 7, 2005, 
http://healthprivacy.answers.hhs.gov. A similar analysis would presumably apply in the current context. 

49 J. Perkins and S. Somers, An Advocate’s Guide to the Medicaid Program, National Health Law 
Program, June 2001, http://www.healthlaw.org/library.cfm?fa=detail&id=76626&appView=folder. 

50 Under 24 U.S. Code Section 1396b(a)(3), the federal government pays 90 percent of the 
cost of establishing such a system and 75 percent of operating costs. However, 42 CFR 433.112(c) 
and 42 CFR 433.111(b)(3) exclude “eligibility determination systems” from such enhanced match. 

51 For example, data from private plans could be warehoused in a secure setting that states 
would access by inputting the Social Security numbers of applicants and enrollees, thereby limiting 
state access to legitimate purposes needed for administration of health coverage. It would be fair 
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for Medicaid to pay the costs of developing such a system, without asking health plans to 
contribute, since the system would benefit Medicaid financially but harm private insurers. No 
such data warehouse exists currently, in any state. 

52 For a state-by-state listing of the status and time frames for development of new MMIS 
systems, see CMS, MMIS Fiscal Agent Contract Status Report, Feb. 15, 2006, 
http://www.cms.hhs.gov/MMIS/Downloads/mmisfaqr.pdf. 

53 W. Branch and K. Connor, CMS and State Medicaid Programs Modernization: Medicaid 
Information Technology Architecture (MITA), Oct. 26, 2005, http://www.omg.org/news/meetings/ 
workshops/ADM_2005_Proceedings_FINAL/2-2_Branch-Connors.pdf. For more information 
about MITA, including white papers and presentations, see http://www.cms.hhs.gov/ 
MedicaidInfoTechArch/01_Overview.asp#TopOfPage. 

54 The pertinent provisions are codified at 42 U.S. Code Section 1396b(z). 
55 See, e.g., S. Peterson, “Social Services Synchronicity,” Government Technology, Mar. 28, 

2005, http://www.govtech.net/magazine/channel_story.php?channel=17&id=93498. 
56 42 U.S. Code Section 1315(b). 

 

 

 

 

 

 

NOTES/SOURCES FOR FIGURE 8 (page 19) 

 
Notes: NSLP is National School Lunch Program; WIC is Special Supplemental Program for Women, 
Infants, and Children; EITC is Earned Income Tax Credit; LIHEAP is Low Income Home Energy 
Assistance Program; and Section 8 is a program to subsidize rental housing. For many of these 
programs, income eligibility standards vary by state, family size, and/or household type. In such cases, 
this chart presents a typical eligibility level found in many states along with a common household 
configuration, such as a parent with two children. These income eligibility levels reflect “net” 
household income, after subtracting income disregards. For example, the Food Stamp Program is 
limited to households with “gross” income up to 130% FPL but “net” income at or below 100% FPL. 

Sources: N. Cole and C. Logan, Preliminary Report on the Feasibility of Computer Matching in the National 
School Lunch Program, prepared for Office of Analysis, Nutrition, and Evaluation, USDA Food and 
Nutrition Service (Cambridge, Mass.: Abt Associates, Inc., Jan. 2005), http://www.fns.usda.gov/ 
oane/MENU/Published/CNP/FILES/NSLPDataMatch.pdf; Division of Energy Assistance, 
Office of Community Services, Administration for Children and Families, U.S. Department of 
Health and Human Services, User Notes on 2000 Decennial Census Tabulations of Households Estimated to 
be Income Eligible for LIHEAP (Washington, D.C.: DHHS, June 2005), http://www.acf.dhhs.gov/ 
programs/liheap/data/census02tech.doc; S. Zedlewski, G. Adams, L. Dubay et al., Is There a 
System Supporting Low-Income Working Families? (Washington, D.C.: Urban Institute, Feb. 2006), 
http://www.urban.org/UploadedPDF/311282_lowincome_families.pdf; U.S. Department of 
Housing and Urban Development, NOTICE PDR-2005-01, Regarding Estimated Median Family 
Incomes for FY 2005 (Washington, D.C.: HUD, Feb. 2005), http://www.huduser.org/datasets/ 
il/il05/HUD-Medians-2005Notice.pdf. Calculations by ESRI, Mar. 2006. 
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APPENDIX A. METHODOLOGY 

 

The estimates presented in Figures 4 through 7 and the Appendix Tables below 

are based on the 2002 National Survey of America’s Families (NSAF). The NSAF is a 

national household survey providing information on more than 100,000 children and 

adults and is representative of non-institutionalized civilian residents of the United States 

younger than 65 years old. The survey oversamples the low-income population, defined as 

households with incomes less than 200 percent of the FPL, in 13 states and the nation as a 

whole. Detailed information on children was collected from the primary parent, i.e., the 

adult in the household with the most knowledge regarding the health care and education 

of up to two focal children in the household (one five years old or younger and/or one 

ages 6 to 17). The sample includes observations on around 13,000 low-income children 

(defined as children ages 17 and under) and 16,000 low-income adults (defined as adults 

ages 18 through 64) in 2002. 

 

Insurance coverage for both children and adults is defined at the time of the survey 

using a hierarchy. The health insurance status variables are classified into four mutually 

exclusive groups in the following hierarchy: 1) the individual is covered under an 

employer-sponsored health insurance plan, which includes military coverage; 2) the 

individual is enrolled in Medicaid, SCHIP, or another state plan; 3) the individual is 

enrolled in a health insurance plan not included in the previous two categories; or 4) the 

individual is uninsured. 

 

Estimates are presented for three publicly funded nutrition programs—the 

National School Lunch Program (NSLP), the Special Supplemental Program for Women, 

Infants, and Children (WIC), and the Food Stamp Program. Families whose incomes 

appeared to be below 300 percent of the FPL as measured at the time of the survey and 

who had school-age children were asked about participation in the NSLP in the year prior 

to the survey. Questions about participation in WIC at some point in the past year were 

asked of families whose incomes appeared to be below 300 percent of the FPL and who 

had preschool-age children. Note that NSLP and WIC participation are measured over a 

different time frame than insurance coverage. Furthermore, only adults living with 

children ages 17 and under can be classified as being in a family that participates in the 

NSLP or WIC or having a child covered by Medicaid or SCHIP. 

 

Separate estimates were made for low-income adults (those having incomes less 

than 200 percent of the FPL), poor adults (those having incomes at or below 100 percent 

of the FPL), for all nonelderly adults, and for parents and other adults separately. Parents, 



 

 39

defined as those living with at least one stepchild, biological child, or adopted child under 

the age of 18, constitute the bulk of the adults who can be reached through these 

programs (e.g., 82.6 percent of the low-income adults who live in families that participate 

in the NSLP are parents.) This is true even for the Food Stamp Program, in which 61.3 

percent of the adults who live in families receiving food stamps are parents. 

 

Insurance information is available for up to two focal children per family. It is 

possible that some parents who have children covered by Medicaid or SCHIP will be 

missed in cases where the focal children do not have Medicaid or SCHIP coverage even 

though another child or other children in the family have such coverage. Information 

from other surveys tells us that this circumstance is rare at this point in time (unpublished 

tabulations of the National Health Interview Survey). All survey respondents were asked 

about participation in the Food Stamp Program at the time of the survey. It should be 

noted that underreporting of participation is likely in all of these government programs. 
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