
Coping With SCHIP
Enrollment Caps: Lessons From
Seven States’ Experiences
Although capping enrollment was necessary, the states that did tried
to mitigate the impact on families until enrollment could resume.

by Ian Hill, Brigette Courtot, and Jennifer Sullivan

ABSTRACT: Seven states with separate (as opposed to Medicaid expansion) State Chil-
dren’s Health Insurance Programs (SCHIP) implemented enrollment caps during the 2001–
2003 recession. Interviews with SCHIP officials and Covering Kids and Families grantees in
these states examined implementation policies and their effects on enrollment, outreach,
and public support. Enrollment caps were generally maintained for less than a year and re-
sulted in large spending reductions, but enrollment declined steeply. Most key informants
indicated that caps were preferable to reversals of simplified enrollment, comprehensive
benefits, and low cost sharing and thus offered policymakers an important tool for control-
ling costs. [Health Affairs 26, no. 1 (2007): 258–268; 10.1377/hlthaff.26.1.258]

A
nat i o na l r e c e s s i o n, s t ru g g l i n g s tat e and local economies, and

increased public spending demands have made it difficult for states to
maintain balanced budgets in recent years. Most have attempted to contain

costs by trimming a broad range of programs, including Medicaid and the State
Children’s Health Insurance Program (SCHIP).1 Although SCHIP, noteworthy for
its popularity among policymakers, providers, and the public, was relatively well
protected during the early years of budget tension, the length of the recession
prompted a number of states to cut SCHIP costs.2 Most often, states stopped do-
ing outreach, reversed enrollment simplifications, and increased cost sharing.3

Seven states took a more dramatic step by capping SCHIP enrollment. This paper
examines the experiences of these seven states.

Background
In 1997, when SCHIP was passed, states were given considerable latitude to ei-

ther expand Medicaid, create new “separate” child health programs, or combine
these two strategies. More than three-quarters of states adopted separate pro-

2 5 8 J a n u a r y / F e b r u a r y 2 0 0 7

D a t a W a t c h

DOI 10.1377/hlthaff.26.1.258 ©2007 Project HOPE–The People-to-People Health Foundation, Inc.

Ian Hill (ihill@ui.urban.org) is a principal research associate at the Urban Institute in Washington, D.C. Brigette
Courtot is a research associate II. Jennifer Sullivan was a research assistant at the Urban Institute when this
research was conducted and is currently a health policy analyst at Families USA.



grams, either alone or in combination with smaller Medicaid expansions.
The thirty-nine states that created separate programs did so to take advantage

of the flexibility that was permitted by the statute, setting out to test new models
of public coverage that were “more like private insurance.”4 Typically, these pro-
grams are characterized by benefit packages that, although broad, do not offer the
full protection of Medicaid and entail nominal cost sharing in the form of monthly
premiums or copayments, or both. Most importantly, unlike Medicaid, these pro-
grams can be closed to control state spending.

All SCHIP programs—Medicaid expansion and separate programs alike—in-
vested unprecedented resources in efforts to promote child enrollment during the
early years of implementation. States launched public awareness campaigns to in-
form families of the availability of new coverage and dramatically simplified en-
rollment procedures.5 State-funded outreach was augmented by private-sector ef-
forts, most notably the Robert Wood Johnson Foundation’s (RWJF’s) Covering
Kids and Families (CKF) initiative. CKF grants supported outreach, simplifica-
tion, and coordination activities in more than 140 community-based projects in
forty-five states and the District of Columbia.

These public- and private-sector initiatives spurred steady enrollment gains.
Between 1997 and 2004, total SCHIP enrollment grew to nearly 3.95 million chil-
dren, and rates of uninsurance among low-income children dropped from more
than 22 percent to approximately 15 percent.6 Unfortunately, when the economy
began to slow in 2001 and worsen in 2002 and 2003, many states felt that they
could not sustain growth in their programs. Between 2001 and 2003, seven
states—Alabama, Colorado, Florida, Maryland, Montana, North Carolina, and
Utah—took the dramatic step of capping enrollment.

Study Data And Methods
In October and November 2004 we conducted telephone interviews with

SCHIP and CKF grant directors in each of the seven states that enacted enroll-
ment caps.7 We asked informants to discuss the factors that led to both the impo-
sition and the lifting of caps, policies that were adopted to manage implementa-
tion, caps’ impact on SCHIP enrollment and other aspects of the program, and
state and local officials’ strategies to mitigate the caps’ negative effects. Adminis-
trative data were obtained to document enrollment trends. To prepare for our in-
terviews, we reviewed existing literature on enrollment caps.8 Following com-
monly accepted qualitative research methods, interview notes were
independently reviewed, and responses were categorized using data collection
forms that mirrored the interview protocols. The analysis entailed comparing and
contrasting the responses within each category, noting and discussing dominant
themes and divergent opinions, and summarizing findings by topic area. This
study was conducted as part of an evaluation of CKF, begun in 2002 and designed
to assess grantees’ outreach, simplification, and coordination strategies.

S C H I P E n r o l l m e n t

H E A L T H A F F A I R S ~ V o l u m e 2 6 , N u m b e r 1 2 5 9



Study Results
Worsening economic conditions and tight state budgets were the primary fac-

tors that spurred state policymakers to impose enrollment caps in the study
states. Rapidly growing SCHIP enrollment contributed to budget pressures, and
enrollment caps were viewed as a way to immediately control program growth
and, in turn, spending. Federal regulations, however, did not specify how states
should implement caps. Thus, each state introduced its own cap, identified areas
where policies were needed to guide implementation, and developed its own
rules.

� Policies for cap implementation. Our study found that no two states oper-
ated their enrollment caps in precisely the same way. Rather, states adopted a vari-
ety of policies pertaining to wait lists, exemptions, and other key areas (Exhibit 1).

Waiting lists. State administrators in four states chose to maintain waiting lists of
children who would have qualified for SCHIP while enrollment was capped. Di-
rectors in these states reported that the lists served many purposes, including re-
ducing parental confusion, helping enrollment “rebound” when caps were lifted,
and keeping policymakers and the public aware of the demand for coverage among
children. The programs choosing not to keep waiting lists indicated that they
wanted to avoid the administrative burden of creating and maintaining one, and
one administrator acknowledged policymakers’ desire to avoid negative publicity.

Exemptions. State officials also had to decide whether any children should be ex-
empted from the cap. Two states chose not to exempt any children. Five others
identified an array of exempt groups, including (1) children who “age out” of
Medicaid (that is, become eligible for SCHIP when their age exceeds the eligibility
threshold of Medicaid); (2) children who lose Medicaid eligibility as a result of in-
creases in family income (that is, children whose lost eligibility would have made
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EXHIBIT 1
State Children’s Health Insurance Program (SCHIP) Enrollment Cap Policies In Seven
States, 2004

AL CO FL MD MT NC UT
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Modified premium payment policies
Modified renewal policies
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Groups exempt from capa

Children “aging out” of Medicaid
“New” children in existing SCHIP families
Children with special health care needs
Families in/out of active-duty military
Families with income increases

�

�

�
c

�
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�

�

�

�

�

SOURCE: Telephone interviews with SCHIP officials, fall 2004.
a Florida began allowing exemptions for Medicaid age-outs and families with income increases when the state put time limits
on enrollment periods.
b Montana stopped exempting this group in May 2004.
c Florida uses a set of screener questions on the KidCare application to identify children with special health care needs.



them eligible for SCHIP, but for the cap); (3) “new” children in existing SCHIP
families (that is, children born or adopted into families that already had children
in SCHIP); (4) children with special health care needs (that is, children with
chronic illnesses or disabilities for which state officials sought to extend extra
protection); and (5) children in military families (that is, children who lose health
coverage provided by the U.S. Defense Department when their parents’ active duty
ends).

Premium nonpayment. SCHIP rules allow states with separate programs to impose
premiums on participating families; those that do must then decide how to treat
families who fall behind in their payments (offering a “grace period” or extending
extra time to pay), and when to permit children who are disenrolled because of
nonpayment to reenroll (often after a “lockout” period). After implementing en-
rollment caps, some states modified their cost-sharing policies. For example,
Maryland eliminated its lockout period so that children who were disenrolled for
premium nonpayment could immediately reenroll once the cap was lifted.

Renewal. In each of the states with caps, children facing eligibility renewal were
not subject to the enrollment cap as long as they complied with the program’s re-
newal procedures. The presence of a cap underscored for families the importance
of maintaining coverage, and many states simplified renewal procedures while
caps were in place. Some intensified outreach to inform families about the impor-
tance of renewing on time during the freeze; others introduced preprinted re-
newal forms that were simple for families to review and submit.

� Impacts on enrollment. Three states—Montana, North Carolina, and
Utah—enacted enrollment caps in 2001 at the outset of the recession, in response to
rapidly growing program enrollment and concerns about state budget deficits (Ex-
hibit 2). The remaining four states—Alabama, Colorado, Florida, and Maryland—
capped enrollment between July and November 2003 at the height of the national
recession. Enrollment caps were short-lived in six states; every state except
Montana lifted its cap on SCHIP enrollment within one year of enactment. Ala-
bama, Colorado, Maryland, and North Carolina returned to full-year open enroll-
ment after lifting their caps, while Florida and Utah switched to systems where en-
rollment was allowed only at certain times of year. During spring 2005, however,
both states returned to full year-round open enrollment. As of this writing,
Montana has continued its cap, permitting children from its waiting list to enroll
each month as attrition allows.

Although news that enrollment caps were relatively short-lived in most states
is positive, this is offset by the fact that the caps took a serious toll on children’s
coverage. While caps were in place, total enrollment dropped by an aggregate
61,133 children (15 percent) in the six states that capped and then reopened enroll-
ment. Rates of attrition ranged from 6 percent in Florida and Maryland to 29 per-
cent in North Carolina (Exhibit 2). The summaries below and Exhibits 3 and 4
provide more detail on each state’s experience.
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Alabama’s enrollment cap was officially in place from October 2003 to August
2004. However, in November 2003 and January and February 2004, roughly 2,000
children were allowed to enroll from the waiting list. In March 2004, because of
negative publicity, the state legislature fully funded SCHIP for fiscal year 2005, ef-
fectively ending the cap. During the six-month period when enrollment was re-
stricted, total enrollment fell by approximately 7,500 children (12 percent), from
62,499 to 54,932. In the six months following the lifting of the cap, Alabama’s
SCHIP enrollment rebounded to near its previous peak, reaching approximately
62,000 children by October 2004.

Colorado’s enrollment cap was in place from November 2003 until July 2004.
SCHIP officials chose not to maintain a waiting list, believing that it would be ad-
ministratively burdensome, and thus could not gauge the level of unmet demand
during the year. Policymakers entered 2004 aiming to lift the cap, and the gover-
nor’s budget included full funding for SCHIP. The provision passed easily, and en-
rollment was reinstated at the beginning of the new fiscal year. During the eight-
month cap, however, program enrollment dropped by nearly 27 percent, from
50,822 to 37,165.
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EXHIBIT 2
Program Characteristics And Enrollment Cap Overview, States With State Children’s
Health Insurance Program (SCHIP) Enrollment Caps, 2004

Summary of enrollment trends

Program
name (state)

Program
type

Cap in
place

Enrollment at
start of cap

Enrollment at
end of cap

Percent
change Resolution

ALLKids (AL) Separate 9/03–3/04 62,449 54,932 –12 Full-year open
enrollment

Child Health Plan
Plus (CO)

Separate 11/03–7/04 50,822 37,165 –27 Full-year open
enrollment

Healthy Kids (FL) Combination 7/03–3/04 326,755 308,648 –6 Time-limited
enrollment periodsa

MCHP Premium
(MD)b

Combination 7/03–6/04 6,501 6,111 –6 Full-year open
enrollment

Children’s Health
Insurance
Program (MT)

Separate 1/01–present 9,503 –c –c Rolling cap

NC Health
Choice (NC)

Separate 1/01–10/01 72,024 51,294 –29 Full-year open
enrollment

Children’s Health
Insurance
Program (UT)

Separate 12/01–6/02 26,427 21,931 –17 Time-limited
enrollment periodsa

SOURCE: Telephone interviews with SCHIP officials, fall 2004.
a As of this writing, Florida and Utah had passed legislation that returned the programs to full, year-round open enrollment for
state fiscal year 2005. Therefore, Florida adopted time-limited open enrollment from January through June 2005. Utah
adopted time-limited open enrollment from June 2002 through June 2005.
b Maryland’s cap applied only to those new applicant children in families earning 200–300 percent of the federal poverty level.
c Not applicable.



Florida’s enrollment cap was implemented in July 2003 and stayed in place until
March 2004, during which time a waiting list grew to nearly 91,000 children.9 Be-
cause of the state’s “passive” renewal system, Florida had less attrition during its
cap, losing roughly 18,000 children (6 percent).10 Considerable political pressure
to lift the cap existed at the beginning of 2004, and the state legislature quickly
did so, fully funding coverage of children on the waiting list; this led to an enroll-
ment jump of more than 28,000 children in March 2004. However, in return for
full funding, the legislature removed many of the state’s simplified enrollment and
renewal policies, replacing them with new rules that would suppress future en-
rollment. Specifically, the state moved to periodic, rather than year-round, enroll-
ment; stopped allowing families to “self-declare” income at application; and
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EXHIBIT 3
State Children’s Health Insurance Program (SCHIP) Enrollment Trends In Five States,
July 2000–February 2005

SOURCE: Telephone interviews with SCHIP officials, fall 2004.
NOTES: Maryland’s cap applied only to new applicant children in families earning 200–300 percent of the federal poverty level.
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EXHIBIT 4
State Children’s Health Insurance Program (SCHIP) Enrollment Trends In Two States,
July 2000–December 2004

SOURCE: Telephone interviews with SCHIP officials, fall 2004.
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moved from a “passive” renewal process to a more traditional “active” process
whereby families must update their information and submit new income verifica-
tion to continue coverage.11 By December 2004, with these policies in place,
Healthy Kids enrollment dropped by nearly 66,000 children, or 20 percent. Amid
renewed pressure to restore children’s coverage, new legislation was passed in
June 2005 allowing children to be enrolled in Healthy Kids throughout the year.

Maryland capped SCHIP enrollment in July 2003 under legislation that re-
quired the cap to “sunset” in one year unless action was taken to extend it. No
such action was taken, as the cap garnered considerable negative publicity for the
governor and legislature. Maryland’s cap affected only new applicants from fami-
lies earning 200–300 percent of poverty, and so it had relatively limited effects on
enrollment and costs.12 Maryland’s enrollment in the 200–300 percent band fell 6
percent, from 6,501 to 6,111, during the year.13 Enrollment rebounded quickly after
the cap was lifted, surpassing its previous zenith in just two months.

Montana policymakers, despite having set a low upper eligibility threshold of
150 percent of poverty, determined that funds were insufficient to permit open-
ended enrollment and implemented a cap at the start of 2001. Montana has contin-
uously kept a waiting list of eligible children and enrolls children from that list
each month, based on attrition. As a result, SCHIP enrollment remained virtually
level between January 2001 and November 2003. In fall 2003, policymakers di-
verted the state’s federal fiscal relief funds to SCHIP to clear the list, which had
grown to 1,300 children. Since that time, enrollment has remained constant at
slightly below 11,000 children.

North Carolina garnered much national attention when it became the first state
to cap enrollment in January 2001. The state confronted this decision when it be-
came clear that escalating enrollment would exceed expectations (based on Cur-
rent Population Survey data) and the state’s appropriation for SCHIP. Enrollment
stood at 72,024 in January 2001 and plunged 29 percent, to 51,294, by October of
that year. State officials described imposing the cap as very painful, especially
when the waiting list peaked at more than 34,000 children. Despite the forecast
for an overall state budget deficit in state FY 2002, legislators worked to reverse
the cap by November 2001. In the ensuing six months, enrollment rebounded
steadily until it exceeded the level witnessed at the start of the cap. The specter of
an enrollment freeze has loomed over every legislative session since 2001, but
policymakers have managed to avoid repeating what everyone agrees was a chal-
lenging period in North Carolina’s SCHIP history.

From the outset, Utah policymakers created SCHIP in the image of private in-
surance. Thus, when enrollment began exceeding the state SCHIP appropriation,
the notion of shifting to a system of periodic enrollment was consistent with a pri-
vate insurance model. In December 2001, when the state first froze enrollment, it
also reduced the scope of its dental benefit and raised premiums for eligible fami-
lies, bringing the program even closer in line with typical private products.14 After
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that, Utah held five “open” enrollment periods—in June 2002, November 2002,
July 2003, May 2004, and January 2005—during which enrollment rebounded to
23,000–31,000 children. During each of the ensuing “closed” months, attrition
rates ranged from 11 percent to 23 percent. This see-sawing enrollment ended in
May 2005 with the passage of a bill extending full funding to Utah’s SCHIP pro-
gram, thereby permitting the state to enroll children throughout the year.

� Attrition and rebound. Exhibit 5 displays the average monthly rates of enroll-
ment attrition recovery that occurred while caps were in place and after caps were
lifted. Coupling this information with that included in Exhibit 1, one can observe
whether or not various state policies surrounding cap implementation were corre-
lated with differing rates of attrition or rebound. Our analysis, while based on lim-
ited data, suggests the following.

Passive renewal may moderate attrition. Florida’s average monthly rate of attrition
while it had “passive renewal” was 0.69 percent; this rate rose to 2.44 percent
when it did away with passive renewal. Three other states with active renewal
(Alabama, Colorado, and North Carolina) experienced similar monthly attrition
of 2.0–3.36 percent; Maryland imposed its cap on a small subset of its enrollees.
Utah, however, also adopted passive renewal, and its monthly attrition was 3.2
percent, a rate in line with other active-renewal states.

Waiting lists might not improve enrollment recovery. Our data suggest that states with-
out waiting lists (Maryland, Utah) have stronger enrollment recovery than those
with lists (Alabama, Florida, North Carolina). But pent-up demand and well-ad-
vertised open enrollment periods could explain why Utah experienced average
monthly recovery of 10.65 percent. At the same time, Alabama’s enrollment of
6,000 children from its waiting list while its cap was in place likely attenuated
both the demand and the enrollment recovery rate.
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EXHIBIT 5
Average Monthly State Children’s Health Insurance Program (SCHIP) Enrollment
Attrition (During Enrollment Caps) And Average Monthly Enrollment Recovery (After
Enrollment Caps)

Average monthly attrition (%) Average monthly recovery (%)

Alabama
Colorado
Florida
Maryland

–2.01
–3.36
–0.69, –2.44b

–0.55

1.75
–a

9.09
4.07

Montana
North Carolina
Utah

–c

–2.99
–3.20

–c

7.60
10.65

SOURCE: Telephone interviews with SCHIP officials, fall 2004.
a Not available.
b Florida experienced an average 0.69% decline while the state had a passive renewal process, and an average 2.44% decline
in enrollment after the state adopted an active renewal process.
c Not applicable.



Exemption could offset attrition. One might hypothesize that exempting certain
children from caps could offset rates of attrition, while more generous premium
nonpayment policies might slow attrition and improve recovery. With the limited
data available for this study, however, we were unable to observe such effects.

� Impacts on other aspects of SCHIP. In addition to highly visible impacts on
program enrollment, SCHIP and CKF officials told us of the “ripple effect” that caps
had on outreach, public trust in SCHIP, and retention, as summarized below.

Outreach. Enrollment caps appear to have a chilling effect on outreach, at least
temporarily. CKF grantees described their reluctance to conduct outreach while
programs were capped. Staff in North Carolina told how the cap dampened the
enthusiasm of community volunteers. Colorado officials said that some workers
were reluctant to do outreach even after the state’s cap was lifted for fear of driving
up enrollment too quickly and necessitating another cap. After the initial shock,
however, outreach agencies adjusted their messages and strategies to emphasize
renewal or applications for Medicaid. Eventually, states and CKF partners were
eager to promote coverage once caps were lifted.

Public trust. Key informants told us that enrollment caps caused much confusion
for parents. Fear that SCHIP programs had been entirely closed was widespread.
Alabama officials interpreted a “precipitous” drop in application volume after in-
stituting its cap as families believing that the program was “over.” Florida officials
said that parents were “frustrated and angry” when national Back to School cam-
paigns advertised SCHIP at a time when the program was closed. Still, the rapid
enrollment recovery in most states after caps were lifted (as well as the strong
spikes in enrollment during “open” periods in Florida and Utah) suggest that
SCHIP still represents a needed and desirable product to parents.

Retention. There was consensus among key informants that rates of retention
among SCHIP enrollees improved during and after caps. Few data were shared,
but Montana estimated that its retention rate rose from 70 percent before the cap
to 90 percent while the cap was in place. “People really pay attention to renewal
when the threat of a waiting list is there,” said the SCHIP director in North
Carolina.

Conclusions And Policy Implications
SCHIP faced its greatest challenges during 2001–2003. Most states experienced

three straight years of budget deficits, and a combined deficit topping $78 billion
existed for FY 2004.15 To balance their ledgers, states cut deeply into health pro-
grams, including SCHIP. Seven of the thirty-nine states with separate SCHIP pro-
grams took the most dramatic step available by capping program enrollment. Our
interviews with officials in these states revealed that although it was painful, the
decision to cap enrollment was consistent with policymakers’ decisions in 1997 to
adopt separate program models under SCHIP, which provide greater flexibility to
control program growth and costs. Indeed, enrollment caps resulted in quick cost
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savings and, largely because of this, were lifted by the states relatively quickly.
Unfortunately, these savings came as a result of steep declines in enrollment,

when thousands of children did not renew in time to retain coverage and untold
uninsured-but-eligible children were not permitted to enroll. Undoubtedly, this
loss of access to coverage caused hardships for children and their families. Caps
were also painful for policymakers, who reportedly paid a high political price as
media and advocacy attention focused on children’s growing unmet needs. Invari-
ably, this pressure, too, contributed to the quick reversal of caps.

Our interviews with SCHIP and CKF officials also shed light on a number of
other lessons, many of which hold implications for policymakers in other states.
First, caps were seen as the lesser of two evils. Most SCHIP and CKF officials we
interviewed believed that enrollment caps, while painful, were preferable to cuts
in other program areas. As controversial as this sounds, these respondents rea-
soned that it was more important to maintain the features that made SCHIP suc-
cessful—including simplified enrollment, rich benefits, low cost sharing, and ade-
quate provider reimbursement—even if it meant having to adopt temporary
enrollment caps. They also pointed out that in contrast to caps, policy cuts in ben-
efits, cost sharing, and reimbursement would have been more difficult to reverse
in state legislatures once adopted. Unfortunately, testing this hypothesis by
studying the relative impacts of alternative cost containment policies on enroll-
ment was beyond the scope of this study.

Second, it was necessary to mitigate the negative effects of enrollment caps on
families. State and CKF officials believed that a range of policy strategies helped
accomplish this. These included (1) maintaining a waiting list (an important and
useful tool for gauging the demand for coverage, serving families on a first-come,
first-served basis as slots in the programs opened up, helping the programs re-
bound quickly once caps were lifted, and endorsing ongoing outreach); (2) simpli-
fying renewal procedures (by preprinting forms, reducing verification, and adopt-
ing passive approaches that require families to respond only if their circumstances
have changed so that eligible children do not unnecessarily lose coverage); and (3)
modifying cost-sharing policies (such as extending grace periods for families that
fall behind in their payments and eliminating lockout periods for families who are
disenrolled because of premium nonpayment). Our analysis, however, found that
only simplified renewal seemed to reduce rates of attrition; the other two prac-
tices could not be observed as having an effect on either enrollment attrition or
recovery.
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C
a p p i n g e n r o l l m e n t u n d e r s c h i p is a drastic step that can lead to
large drops in children’s coverage. SCHIP and CKF officials expressed the
hope that budget circumstances would never require them to take such a

drastic step again. But with health care costs rising, state economies in flux, and
the federal reauthorization of SCHIP pending for 2007, states may indeed be con-
fronted by the need to consider enrollment caps again. Perhaps the lessons learned
by the states studied here can help others design policies that minimize the nega-
tive impacts on vulnerable children.

The authors acknowledge the Robert Wood Johnson Foundation, which funded the study, as well as the state and
Covering Kids and Families officials who so generously shared their time and data with us.
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2 6 8 J a n u a r y / F e b r u a r y 2 0 0 7

D a t a W a t c h



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (Adobe RGB \0501998\051)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo true
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 212
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 96
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.00000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 212
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 96
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.00000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 600
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (IPC Print Services, Inc. Please use these settings with Acrobat 7. These settings should work well for every type of job; B/W, Color or Spot Color. We will be happy to customize settings for your needs - please contact Pre-press Helpdesk at \(888\) 563 3220 or prepress_helpdesk@ipcjci.com)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [792.000 1224.000]
>> setpagedevice


