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November 10, 2011

TO: Members
Joint Committee on Finance

FROM: Bob Lang, Director

SUBJECT: Hedth Services. Request for Authorization to Implement Changes to the Medical
Assistance Program -- Agenda ltem IV

REQUEST

The Department of Health Services (DHS) requests that the Joint Committee on Finance
approve the following items: (@) its proposed request to the U.S. Department of Health and Human
Services, Centers for Medicare and Medicaid Services (CMS) to waive maintenance of effort
requirements that apply to the state's medica assistance (MA) program under the federal Patient
Protection and Affordable Care Act (PPACA), and other federa requirements relating to the state's
MA program; and (b) other changes to the MA program that conflict with current state law.

BACKGROUND

Wisconsin's MA Program. DHS administers the state's MA and MA-related programs,
which provide healthcare services to various groups of individuals pursuant to different and
sometimes overlapping state and federal laws and regulations. As of September, 2011, these
programs served approximately 1,177,300 individuals. Table 1 shows current MA enrollment by
major eigibility category.



TABLE 1

Medical Assistance Enrollment by Major Eligibility Category

September, 2011

BadgerCare Plus 748,900
BadgerCare Plus Core Plan 32,200

Total BadgerCare Plus Enrollment 781,100
Elderly, Blind, and Disabled (EBD) MA 198,800
SeniorCare 87,800
Family Planning Services Only Program 64,700
Other Individuas (inc. BC+ Basic Plan) 44,900

Tota MA and MA-Related Enrollment 1,177,300

MA enrollment has increased significantly in recent years. Part of that increase can be
attributed to program changes such as the implementation of BadgerCare Plus in February, 2008,
and the statewide expansion of the BadgerCare Plus Core Plan (coverage for nonelderly adults
without dependent children) in July, 2009. State and national economic conditions have aso
contributed to the enrollment increases, especidly in the BadgerCare Plus program, as rising
unemployment, lower incomes, and declining access to employer-sponsored hedlth insurance
caused more people to apply for and to receive medical assistance. In January, 2008, totd
enrollment in the low-income family components of the MA program that were forerunners to
BadgerCare Plus was approximately 500,600 individuals. By September, 2011, enroliment in
BadgerCare Plus (including the BadgerCare Plus Core Plan) had grown to 781,100, an increase of
more than 280,000 individuals. Chart 1 shows total average monthly enrollment in the state's MA
and MA-related programs, including SeniorCare, during the 2003-04 through 2010-11 period.
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CHART 1

Total Average Monthly Enrollment
2003-04 through 2010-11

Summary of Average M onthly M A Enroliment, By M ajor Eligibility Group
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Total MA benefit expenditures also increased during this period. This is shown in
Attachment 1, which summarizes total benefit expenditures, by fund source, for the MA and MA-
related programs, including SeniorCare, for the period 2003-04 through 2010-11. The attachment
also shows funding budgeted for those expenditures in 2011-12 and 2012-13. The expenditure
figures shown in the attachment are "net" benefit expenditures in that they reflect several revenue
sources such as drug manufacturer rebates used to offset program costs.

Total net MA benefit expenditures increased by a greater percentage (67%) than program
enrollment (48%) during the 2003-04 to 2010-11 period. One reason for this relatively greater
increase was the hospital assessment created in 2009 Act 2, which authorized DHS to collect an
assessment from most hospitals in the state. A portion of those assessment revenues, along with
federal MA matching funds, is then returned to hospitals in the form of higher MA reimbursement
rates. In 2008-09, 2009-10, and 2010-11, this increased total MA benefit expenditures by
approximately $582.0 million, $614.0 million, and $672.0 million, respectively. A second reason
expenditures outpaced enrollment was the enactment of 2011 Act 27, which provided DHS with
$431.3 million ($147.0 million GPR and $284.3 million FED) to make two additional monthly
capitation payments to MA managed care organizations in 2010-11 in order to capture the higher
federal matching rate that existed prior to July 1, 2011. The shifting of these monthly capitation
payments from 2011-12 to 2010-11 partly explains why MA benefit expenditures in 2010-11 were
higher than the preceding year, and why they are higher than budgeted expendituresin 2011-12.

Page 3



Attachment 1 also shows that the federa share of total MA benefit expenditures increased
significantly in the three most recent fiscal years. This resulted from provisions in the American
Recovery and Reinvestment Act of 2009 (ARRA), which increased states federa medica
assistance percentages (FMAPSs) during the period October 1, 2008, through December 31, 2010 (a
period later extended through June 30, 2011). In 2010-11, this federa legidation increased
Wisconsin's FMAP from approximately 60% to 68.75%, in turn generating approximately $600
million in additional federal matching funds for the state. Effective July 1, 2011, the state's FMAP
reverted to amore typical rate of approximately 60%.

Act 32 Provisions. Expiration of the ARRA-enhanced FMAP combined with greater-than-
projected growth during the 2009-11 biennium gave rise to a substantial GPR funding gap in the
MA program entering the 2011-13 biennium. 2011 Act 32 (the 2011-13 biennia budget act) filled
a portion of that gap by providing approximately $1.24 billion in additional GPR to fund MA
benefit costs (note that a portion of that additional funding was shifted to 2010-11 to make the
additional capitation payments described above).

The additional funding provided in Act 32 factored in projected savings from severa
initiatives adopted during the budget process, most notably an enrollment cap in the Family Care
program. Act 32 also assumed DHS would achieve an additional $466.6 million ($190.5 million
GPR, $293.9 million FED, and -$17.8 million PR) in savings in the MA program during the 2011-
13 biennium. Act 32 did not specify how DHS was to achieve those additional savings. Instead,
the Legidature directed DHS to study the MA program and to propose policies that could make any
of severa changes, ranging from increased recipient cost-sharing, to modified benefit packages, to
lowered income levels for purposes of determining program digibility.

On September 30, 2011, DHS submitted the first of what will be quarterly reports to the
Committee's Co-Chairs on the fiscal status of the MA program. That report, mandated by Act 32,
provided updated projections as to the overall condition of the MA program and described changes
the Department had implemented or planned to implement in the program.

In addition to the changes specified in Act 32, and the program changes DHS can make
within its existing administrative authority (such as modifying provider reimbursement rates), Act
32 authorized DHS to pursue certain changes to the MA program that could potentialy conflict
with current state law. The Department's authority in this regard, however, is limited to a series of
MA-related statutes specificaly identified in Act 32, and is subject to this Committee's approval
through a 14-day passive review process, and subject to any necessary federa approvalsfrom CMS.

Regarding the latter, the federal Patient Protection and Affordable Care Act (PPACA)
imposed a maintenance of effort (MOE) requirement that prohibits a state, at the risk of losing
federad MA matching funds, from having in effect "digibility standards, methodologies, or
procedures’ with respect to its MA program or any MA waiver program that are more restrictive
than those that were in effect on March 23, 2010. For adults, this MOE requirement is in effect
until the Secretary of the U.S. Department of Health and Human Services (DHHYS) certifies that a
health benefits exchange is fully operational in the state (which is assumed to be January 1, 2014).
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For children under age 19, the MOE requirement runs through September 30, 2019.

Anticipating that DHS would propose changes to the MA program that imposed more
restrictive digibility criteria on MA recipients, Act 32 required DHS to request a waiver from the
DHHS Secretary to permit the department to have in effect eligibility standards, methodologies, and
procedures under the state MA plan or waivers of federad law related to MA that are more
restrictive than those in place on March 23, 2010. That same provision in Act 32 further states that
if the Department's MOE waiver request does not receive federal approva before December 31,
2011, DHS shall reduce income levels on July 1, 2012 for the purposes of determining eligibility to
133 percent of the federa poverty level (FPL) for adults who are not pregnant and not disabled, to
the extent permitted under PPACA. Under current law, these individuals are eligible for
BadgerCare Plus if their income does not exceed 200% of the FPL. Attachment 2 lists income by
family size, for various percentages of the FPL.

This language in Act 32 refers to a provision in PPACA that creates a limited exception to
the MOE requirement for non-pregnant, non-disabled adults who are eligible for MA at the state's
option and whose family income exceeds 133% of the FPL. This MOE exception is available to
states from January 1, 2011, through December 31, 2013, if the state certifies to the DHHS
Secretary that "with respect to the State fiscal year in which the certification is made, the State hasa
budget deficit, or with respect to the succeeding State fiscal year, the State is projected to have a
budget deficit." This provision further states that "Upon submission of such a certification to the
Secretary, [the MOE requirement] shall not apply to the State with respect to any remaining portion
of the period described in the preceding sentence.” DHS has estimated that approximately 53,000
non-pregnant, non-disabled adults in househol ds with incomes greater than 133% of the FPL would
lose their BadgerCare Plus eigibility if this MOE exception is exercised.

On October 31, 2011, DHS submitted to the Committee the MOE waiver request required
under Act 32. That request has ten components, all of which DHS submitted for the Committee's
approva under the Act 32 provisions. The Department's submission also seeks the Committee's
approva to make several other changes to the MA program that, while not requiring awaiver of the
PPACA MOE requirements, would otherwise conflict with current state law and therefore require
Committee approval under Act 32. By letter dated November 1, 2011, the Committee Co-Chairs
notified DHS that an objection had been made to the submission, and that the Committee would
schedule a meeting at which time it would act upon the request.

The Department's MOE Waiver Request

The Department has submitted for the Committee's approva what it refers to as its
"Medicaid 2014 Waiver." The associated materials indicate that DHS intends to submit this request
for CMS approva under section 1115 of the federal Social Security Act. That section authorizes
CMS to waive various requirements of federal MA law if, in the judgment of the DHHS Secretary,
the state's request is for an "experimental, pilot, or demonstration” project that "is likely to further
the objectives of the [Medicaid program].” While not expressly presented as such, the Department's
proposal seeks a waiver of the PPACA MOE requirements, as well as severa other federal law
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provisions.

A dtated objective of the waiver request isto "test” the potential impact of changes scheduled
to go into effect in 2014 under PPACA, including "crowd-out policies, cost-sharing requirements,
income determination methods, adverse selection provisions, the relevance of Trangtional
Medicaid and the impact of rea-time eligibility on verification requirements and retroactive and
presumptive determinations.” For instance, the Department states that beginning in 2014, PPACA
will disqualify lower-income families from government-subsidized health coverage if they have
access to an employer-sponsored plan that does not require premiums in excess of 9.5% of
household income. To "test" the potential impact of that policy, the waiver would alow DHS to
terminate the eligibility of certain BadgerCare Plus recipients (children with family income above
133% of the FPL and adults with income greater than 100% of the FPL) if they have access to
employer-sponsored plans that requires them to pay premiums less than 9.5% of their family
income. In this particular example, the connection between the Department's proposal and PPACA
IS somewhat attenuated given that in 2014, PPACA will require state MA programs to cover all
individuals (including adults) with income up to 133% of the FPL, not just those with income up to
100% of the FPL. (Note that beginning in 2014, revised income determination methods under
PPACA will disregard 5% of household income). In addition, the PPACA MOE requirement for
children runs through September 30, 2019, meaning that absent the changes sought in the
Department's waiver request, PPACA requires Wisconsin to continue to offer medical assistanceto
children in families with income greater than 133% of the FPL through that date.

The Department's submission aso contains the following note: "Wisconsin does not need
federal MOE relief for the non-disabled, non-pregnant adults with income greater than 133% of the
federal poverty level in order to impose this requirement.” That note reflects the Department's view
that PPACA gives the state unilateral authority to exercise the MOE exception for these
individuals, provided the state certifies to the DHHS Secretary that it has, or will have, a state
budget deficit for the period in question. The relevant provison in PPACA states that "Upon
submission of such a certification, [the MOE requirement] shall not apply .. .." To date, CMS has
provided limited guidance as to how it will apply this exception. In any event, a more accurate
statement of the PPACA MOE requirements is not that those requirements do not apply to non-
pregnant, non-disabled adults whose income exceeds 133% of the FPL, but rather that the
requirements do apply, subject to the exception for statesthat certify to having a budget deficit.

Note that unless otherwise indicated, the proposas in the Department's MOE waiver request
only apply to BadgerCare Plus recipients. They do not directly apply to elderly, blind, and disabled
MA recipients (EBD MA), nor do they apply to participants in the other MA-related programs.
However, families that have members enrolled in both BadgerCare Plus and EBD MA could be
affected by some of the proposed changes to BadgerCare Plus described below.

The ten components of the Department's MOE waiver request are described below. In each
case, the discussion includes a summary of current law, a description of the substantive elements of
the proposal, and an analysis of the proposal's estimated effects on BadgerCare Plus enrollees and
program expenditures. It should be noted that the effect of each proposal will be dependent upon a
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variety of factors such as economic conditions, behavioral changes, and other healthcare options.
MAINTENANCE OF EFFORT

1 Increase Family Premiums to 5% of Household Income for Families with
Income Greater than 150% of the FPL

Current Law: The following individuals (subject to the exceptions noted below) must pay
premiums to obtain coverage under BadgerCare Plus. (@) children in families with income greater
than 200% of the FPL; and (b) parents and caretaker relatives with family income between 150%
and 200% of the FPL (non-pregnant adults with income greater than 200% of the FPL are not
eligible for BadgerCare Plus).

Individual premiums for children are set on an income-based diding scale and cannot exceed
the full per member per month cost of coverage for a child with a family income of 300% of the
FPL. Individual premiums for adults are aso set on an income-based diding scale and cannot
exceed 5% of family income. In addition, the premiums paid by individua members of a family
cannot, in the aggregate, exceed 5% of family income. Consistent with federa law, BadgerCare
Plus recipients with family income less than 150% of the FPL are not required to pay premiums to
participate in the program.

The following individuals are statutorily exempt from paying BadgerCare Plus premiums:
(& children who are Native Americans or Alaskan Natives with family income not greater than
300% of the FPL; (b) children under one year of age whose mothers were digible for and receiving
medical assistance on the date the child was born ("continuously eligible newborns’); (c) children
in families with income not greater than 200% of the FPL; (d) pregnant women with family income
not greater than 200% of the FPL (in practice, virtualy all pregnant women are individually exempt
from paying BadgerCare Plus premiums, and that exemption would continue under the proposal);
(e) children in families with income greater than 150% of the FPL who qualify for BadgerCare Plus
by meeting a deductible; (f) young adults under age 21 exiting foster care; and (g) individuas who
qualify for BadgerCare Plus when their income increases above 100% of the FPL ("transitiond
MA").

Participants in the BadgerCare Plus Core Plan do not currently have monthly premium
obligations. Instead, those individuas pay a $60 annua enrollment fee to participate in that
program.

Proposal: The Department's proposal would replace the existing individual-based
BadgerCare Plus premiums with a family-based premium that applies to families with income
greater than 150% of the FPL, regardiess of the number of family members enrolled in BadgerCare
Plus, and regardless of their status (child versus adult). The new family-based premium would be
set at 5% of household income. Reductions from the new premium amounts would be available if
the family is also paying premiums for magjor medical health insurance for other members of the
family. Those potential reductions, which cannot exceed the amount of the other premiums being
paid by the family, are as follows. (@) 50% for families between 150% and 200% of the FPL; (b)

Page 7



33% for families between 200% and 250% of the FPL; and (c) 20% for families between 250% and
300% of the FPL.

The proposal maintains the current exemptions for pregnant women, continuoudy eligible
newborns, children who are Native Americans and Alaskan Natives, young adults exiting foster
care, and children who qualify for BadgerCare Plus by meeting a deductible. The exemption for
trangtional MA enrollees would be eliminated as part of the Department's proposa to end
trangitional MA. The exemption for children in families with income less than 200% of the FPL
would be modified to limit that exemption to children in families with income less than 150% of
the FPL.

Table 2 compares current BadgerCare Plus premiums to those proposed by the Department
for afamily of three with two children and one adult. Similar comparisons could be presented for
families of different sizes and compositions. The "current” premium amounts in the table assume
al three family members are enrolled in BadgerCare Plus. The proposed premium amounts in the
table do not reflect reductions that might apply in the event the family is aso paying premiums for
major medical health insurance for one of its other members.

TABLE 2

Badger Care Plus Premiumsfor Three-Person Family:
Two Children, One Adult

Current Proposed
Annual Annual

Percent of FPL Premiums Premiums Increase
<150% $0 $0 $0
>150% to 160% 120 1,390 1,270
>160% to 170% 324 1,482 1,158
>170% to 180% 816 1,575 759
>180% to 190% 1,464 1,668 204
>190% to 200% 1,760 1,760 0

200% FPL 1,853 1,853 0
>200% to 210% 240 1,853 1,613
>210% to 220% 240 1,946 1,706
>220% to 230% 240 2,038 1,798
>230% to 240% 360 2,131 1,771
>240% to 250% 552 2,224 1,672
>250% to 260% 816 2,316 1,500
>260% to 270% 1,056 2,409 1,353
>270% to 280% 1,320 2,502 1,182
>280% to 290% 1,632 2,594 962
>290% to 300% 1,968 2,687 719
300% or Greater 2,341 2,780 439
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While Table 2 compares current BadgerCare Plus premiums to the premiums under the
proposal, the Department might contend that a more appropriate comparison for purposes of its
demonstration project would compare its proposed premiums to the premiums families might pay
in 2014 under PPACA. One such comparison is shown in Table 3, which compares the
Department's proposed premiums to the maximum premiums the same family would pay for health
insurance purchased through an exchange beginning in 2014, assuming they qualify for the
premium tax credits established under PPACA, and based on current federal poverty guidelines. In
general, individuas can qualify for PPACA premium tax credits in 2014 if they have incomes
between 133% and 400% of the FPL and they do not have access to "affordable” employer-
sponsored insurance. An affordable employer-sponsored plan for these purposes must meet the
following two criteriac (a) employee premiums cannot exceed 9.5% of family income; and (b) the
plan must pay for at least 60% of covered expenses). In 2014, PPACA requires state MA programs
to cover al individuals with family income not greater than 133% of the FPL, and therefore those
individuals will not be digible for premium tax credits for coverage purchased through an
exchange.

TABLE 3

Proposed Premiumsfor a Family of Three Compared to Maximum Premiumsfor
Subsidized Coverage Purchased Through an Exchangein 2014

Maximum
Annual Premium
Proposed For Subsidized
Annual Coverage
Percent of FPL Premiums Through Exchange Difference

150% $1,390 $1,112 $278
160 1,482 1,322 160
170 1,575 1,575 0
180 1,668 1,794 -126
190 1,760 2,056 -296
200 1,853 2,335 -482

Note that unlike Table 2, the income range in Table 3 only extends to 200% of the FPL. That
is because non-pregnant adults with incomes above that level are not eligible for BadgerCare Plus.
They are eligible, however, for subsidized coverage purchased through an exchange beginning in
2014, provided they meet the necessary requirements.

A second possible basis for comparing the premiums that would be imposed under the
Department's waiver proposal and the premiums families might pay under PPACA is to consider
the federa legidation's rules regarding the "affordability” of employer-sponsored insurance. Under
PPACA, beginning in 2014, families with income greater than 133% of the FPL who have accessto
employer-sponsored insurance will not be eligible for premium tax credits for coverage purchased
through an exchange if the premium they pay for that employer-sponsored insurance is less than

Page 9



9.5% of their family income (provided also that the employer-sponsored plan pays at least 60% of
the covered expenses). Table 4 compares the amount of premium that would be paid by afamily of
three under the Department's proposa to the 9.5% affordability standard for employer-sponsored
insurance beginning in 2014 under PPACA. For the same reasons as discussed with respect to
Table 3, the income range shown in Table 4 does not extend beyond 200% of the FPL.

TABLE4

Proposed Premiumsfor a Family of Three Compared to
9.5% Affordability Standard for ESI Under PPACA

Proposed 9.5% of
Annual Family
Percent of FPL Premiums Income Difference
133% $0 $2,341 $2,341
150 1,390 2,641 1,251
160 1,482 2,817 1,335
170 1,575 2,993 1,418
180 1,668 3,169 1,501
190 1,760 3,345 1,585
200 1,853 3,521 1,668

Estimated Effect: DHS estimates that its premium proposal would affect 91,538 current
BadgerCare Plus recipients. Those recipients include 57,664 children, 29,372 BadgerCare Plus
adults, and 4,502 Core Plan participants. Not included in those totals, but also impacted by the
proposal, are individuals with family income less than 200% of the FPL who are currently eligible
for BadgerCare Plus under the transitional MA rules. The impact of the Department's premium
proposal on thoseindividualsis discussed separately in the "Eliminate Transitional MA" item.

The Department estimates that its proposal would generate annualized savings of $82.4
million ($32.9 million GPR and $49.5 million FED). Those estimated savings stem from two
sources. (a) the projected impact the new premiums would have on BadgerCare Plus enrollment;
and (b) the increased premium revenue generated by recipients who remain in the program.

Projected Enrollment Impact. DHS estimates that 19,223 individuals would disenroll from
BadgerCare Plus in response to the higher premiums imposed under its proposal. That estimate
includes 12,109 children, 6,169 BadgerCare Plus adults, and 945 Core Plan participants. The
annualized savings attributed to that projected enrollment impact is $40.3 million ($16.1 million
GPR and $24.2 million FED). That savings estimate was devel oped by multiplying average annua
per person costs by the projected number of disenrollees.

The Department's estimate assumes that 21% of the 91,538 BadgerCare Plus recipients
subject to the new premiums would disenroll from the program. DHS developed that estimate in
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part by reviewing published articles that studied the enrollment impact of increased cost-sharing in
state MA programs. The Department appears to have particularly relied on a 2005 study by James
Marton entitled "The Impact of Introduction of Premiums into a SCHIP Program" which was
summarized in a 2006 report by Mathematica. As summarized by Mathematica, the Marton study
found that when the state of Kentucky introduced a premium in 2003 on children in its SCHIP
program with family incomes between 150% and 200%, the probability that those children would
disenroll increased from 5% to 21% in the first six months, and that the introduction of premiums
reduced the length of enrollment.

This office reviewed a number of academic articles and case studies pertaining to the
enrollment impact of increasing premiums in public insurance programs. The findings from all of
them suggest that the Department's proposa to increase premiums on most portions of the
BadgerCare Plus population with incomes above 150% of the FPL will decrease program
enrollment. The studies vary, however, with regard to the income groups at issue, the size of the
premium increases, program re-enrollment policies, and whether the premiums introduced were
new or an increase. Therefore, it is difficult to generalize their conclusions. Among the studies
reviewed by this office were the following:

. A May, 2011, paper published by the Georgetown University Health Policy Institute
estimated that increasing premiums to 3% and 4% of income for families in BadgerCare Plus with
incomes between 100% and 200% FPL would decrease enrollment by 49,400 and 87,300
individuals, respectively. The Georgetown paper based its estimate on an article by Leighton Ku
and Teresa A. Coughlin entitled "Sliding-Scale Premium Health Insurance Program: Four States
Experiences' published in the Winter 1999/2000 volume of the journa Inquiry. In this article, the
authors found that program participation as a percent of a state's uninsured population declined
from approximately 43% when premiums comprised 2% of family income to approximately 20%
when premiums were 5% of family income. The Georgetown paper overstates the disenrollment
impact that might result from the Department's proposal if for no other reason than that the latter
would only apply to BadgerCare Plus recipients with family income of 150% of the FPL or above.
Given the distribution of BadgerCare Plus enrollment by income level, recipients with incomes
between 150% and 200% of the FPL comprise less than half of al recipients with incomes between
100% and 200% of the FPL.

. A 2006 study by researchers from the Urban Institute, Kansas Hedlth Institute and
University of Kentucky, found that when Kansas, Kentucky, and New Hampshire increased
premiums by between $5 and $30 per family per month or per child per month for each of their
eigibility groups between 150% and 300% of the FPL in SCHIP, the states enrollment growth
rates in the six months after the premium increases were between 18 and 21 percentage points
lower than they were in the six months prior to the increase. Kentucky saw overal caseload
decrease by 16 percent and caseload did not return to its prior level in the six months after the
premium increases.

. A May, 2005, article from the Kaiser Commission on Medicaid and the Uninsured
found that when Vermont increased the premium obligations of families with incomes between
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185%-300% FPL to a range from $25 to $70 per month, approximately 6% of individuas were
disenrolled for nonpayment of premiums in the first month. Vermont did not have re-enrollment
restrictions at that time, so most of these individuals re-enrolled the next month. Only 2% were still
disenrolled in the second month. That same Kaiser article reports that in January 2002, when Rhode
Island imposed new premiums of $43 to $58 per month on families with incomes above 150% of
the FPL, 18% of families with a premium were disenrolled due to nonpayment within the first three
months.

. In 2004, the Office for Oregon Health Policy and Research examined the impact of a
number of changes to the Oregon Health Plan (OHP) for individuals from 0% to 100% FPL,
including reduced benefits, copayments for most services, increased premiums, and a six month re-
enrollment restriction. As a result of these changes, enrollment in OHP decreased by nearly 50%,
with the most substantial decrease among individuals with no reported income. Although many of
the changes that were implemented in the OHP are similar in nature to those proposed by DHS, a
significant difference is that the Department's premium proposal would only apply to individuals
with family income of 150% of the FPL or higher, whereas the Oregon changes only applied to
individuas with income below 100% of the FPL (with the most substantial enrollment impacts to
participants with no reported income).

Of the studies reviewed by the office, the experience in Rhode Idand is arguably the most
comparable to the premium changes proposed by DHS. Rhode Idand introduced a monthly
premium of $58 on families with income above 150% of the FPL, and experienced an 18%
disenroliment effect. The Department's proposal, as it would impact a family of 3 as shown in
Table 2, would impose relatively higher premium increases for families with incomes up to 180%
of the FPL than occurred in Rhode Island, and relatively lower increases for families between 180%
and 200% of the FPL. For families with income above 200% of the FPL, the Department's
premiums are generally higher. Therefore, while direct comparisons are difficult to make, the
studies reviewed by this office suggest that the Department's 21% disenrollment assumption, while
perhaps somewhat conservative, appears reasonable.

Increased Premiums. The second source of savings attributed to the proposal would result
from the additional premiums paid by recipients expected to remain in the program. Using the
assumptions described above, DHS estimates that 72,315 current BadgerCare Plus and BadgerCare
Plus Core Plan participants will remain in the program and pay the higher premiums. For the
68,759 impacted BadgerCare recipients, the additional premiums would average $563 per person
per year. For the 3,556 impacted Core Plan recipients, the additional premiums would be $944 per
person per year. In total, the annualized additional premium revenue to the program is estimated to
be $42.1 million ($16.8 million GPR and $25.3 million FED). The projected biennia savings are
somewhat greater because DHS assumes the new premiums will go into effect April 1, 2012.

2. Terminate Eligibility for Individuals with Accessto Private I nsurance Wherethe
Family Paysa Premium Lessthan 9.5% of Household Income

Current Law: Current state law disqualifies certain individuals from participating in
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BadgerCare Plus if within the past 12 months they had access to other forms of health insurance
coverage, or if they currently have access to or coverage under such insurance. The disqualification
rules can aso apply if theindividual dropped their other health insurance coverage prior to applying
for BadgerCare Plus. The current disqualification rules (also referred to as "crowd-out" rules) only
apply to individuals with family income greater than 150% of the FPL, and only apply if the other
insurance coverage is employer-sponsored insurance (ESI) for which the employer pays at least
80% of the premium, or coverage under the State of Wisconsin employee health plan. Pregnant
women, children under age 19 who meet deductibles, young adults under age 21 leaving foster care,
and continuoudly €ligible newborns are generally not subject to these crowd-out provisions.

There are severa good cause exemptions for individuas who had past access to other
insurance coverage during the 12 months prior to applying for BadgerCare Plus. Those exceptions
are asfollows: (&) the employer discontinued health insurance coverage for all employees; (b) the
individua's employment ended; and (c) the individua had a family member who was covered by
other private health insurance or Medicaid. There are dso severa good cause exemptions for
dropping coverage, including the following: (a) employment ended for a reason other than
voluntary termination; (b) the individual changed to a new employer that does not offer coverage;
(c) the employer discontinued coverage for al employees; (d) the individua's coverage terminated
due to the death or change in marita status of the policyholder; and (e) certain specid
circumstances for pregnant women. No good cause exemptions exist for not enrolling in a heath
plan to which the individual currently has access.

Determination of current or past access to health insurance is conducted using the Employer
Verification of Health Insurance (EVHI) database during eligibility determination. EVHI uses
reports submitted by employers on whether they offer insurance, and how much of the premium the
employee pays.

Proposal: The Department's walver request would generally disqualify from BadgerCare
Plus anyone who had past access or currently has access to employer-sponsored major medical
insurance for which the employee's monthly premium contribution is less than 9.5% of family
income. Thiswould apply to children with family income over 133% of the FPL and to parents and
caretaker relatives with family income over 100% of the FPL. The proposal would aso disqualify
individuals if they are currently covered by such employer-sponsored insurance or if they are
currently covered by other privately-purchased coverage for which their premiums are less than
9.5% of family income. The Department indicates that these provisions would replace the existing
crowd-out rules that currently only apply to individuals with family income greater than 150% of
the FPL, and that only apply to ESI for which the employer pays at |east 80% of the premiums or to
coverage under the State of Wisconsin employee health plan.

Current or Past Access to Coverage to ESI. Under the proposal, an individua would be
deemed to have access to coverage if any of the following applies: (a) he or she currently has access
to employer-sponsored coverage where the premiums paid by the employee do not exceed 9.5% of
household income, or had access to such coverage at any time in the prior 12 months; or (b) he or
she will have access to such coverage from a household member's current employer in the three
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months following the month of application for BadgerCare Plus, redetermination of eigibility, or
beginning of employment. The following exemptions would be allowed: (a) the employer
discontinued health insurance coverage for al employees; (b) the individual's employment ended;
and (c) the individual had a family member who was covered by other private health insurance or
Medicaid.

Current Coverage. The proposal would aso disqualify individuals who are currently covered
under magjor medical insurance, provided either through an employer or purchased privately, if the
monthly premium paid by the family does not exceed 9.5% of family income, or individuas who
were covered under such a policy any time in the three months prior to applying for BadgerCare
Plus. Exemptions from these new crowd-out rules would be allowed in the following cases. (a) the
individual lost coverage for employment-related reasons, including involuntary termination of
employment, or voluntary termination due to a health condition of the individua or immediate
family member; (b) the individua lost coverage due to the death or change in marital status of the
policyholder; (c) the federal continuation of coverage period expired for that individual; (d) the
coverage is owned by someone not residing with the family, and continuation of the coverage is
beyond the individual's control; and (e) the insurance only covers services in a service area beyond
areasonable driving distance.

Estimated Effect: The main changes associated with this item that are likely to impact
BadgerCare Plus enrollment are changing the affordability standard from a maximum employee
contribution of 20% of the total premium, to premium costs not greater than 9.5% of family
income, and lowering the income threshold for applying the crowd-out provisions from 150% of
the FPL to 100% of the FPL for parents and caretakers, and to 133% of the FPL for children.

The Department estimated the enrollment and cost savings impact of these provisions by
looking at actua data related to "other insurance”" access and coverage among current BadgerCare
Plus recipients. By their estimates, 27,862 individuas would no longer be digible for BadgerCare
Plus after application of the new crowd-out rules. That figure includes 11,274 children and 16,588
adults. The estimated savings to the program on an annualized basis are $24.6 million ($9.8 million
GPR and $14.8 million FED). The projected biennia savings are somewhat greater because the
Department assumed an April 1, 2012 implementation date.

As noted, the waiver language submitted to the Committee indicates that the proposed
crowd-out rules would apply to children with family income greater than 133% of the FPL and to
adults with family income greater than 100% of the FPL. In that respect, the proposal would not
appear to be atrue "test”" of the 2014 PPACA requirements, given that PPACA will require states to
offer medical assistance to all individuals (including adults) with incomes up to 133% of the FPL
beginning in 2014.

Table 5 shows 9.5% of total income for various family sizes and income levels. At each
level, the annual premium obligation for available employer-sponsored coverage would have to
exceed the indicated amount in order for any members of that family to qualify for BadgerCare
Plus.
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TABLE 5

Minimum Annual Private I nsurance Premium to Exempt Family from
Proposed Crowd-Out Provisons (9.5% of Income)

% of FPL*
Family Size 150% 175% 200% 225% 250% 275%
1 $1,552 $1,810 $2,069 $2,328 $2,586 $2,845
2 2,096 2,446 2,795 3,144 3,494 3,843
3 2,641 3,081 3,521 3,961 4,401 4,841
4 3,185 3,716 4,247 4,777 5,308 5,839
5 3,729 4,351 4,972 5,594 6,215 6,837
6 4,274 4,986 5,698 6,410 7,123 7,835

*Parents and Caretakers not ligible for BadgerCare Plus at incomes over 200% of the FPL

3. Terminate Eligibility for Young Adults with Accessto Health Insurance through
a Parent's Coverage

Current Law: Current state law disqualifies certain individuals from participating in
BadgerCare Plus if within the past 12 months they had access to other forms of health insurance
coverage, or if they currently have access to or coverage under such insurance. Generally speaking,
the current provisions only apply to individuals with family income greater than 150% of the FPL
and only apply to ESl for which the employer pays at least 80% of the premium. A more
comprehensive description of the current "crowd-out” rules and the exceptions thereto is provided
in the preceding section.

State and federal law require private insurance plans that provide dependent coverage to
provide such coverage to adult children of policyholders until the adult child reaches the age of 26.
(State law requiring coverage up to the age of 27 is in effect until January 1, 2012, when it will
change to age 26 pursuant to provisionsin Act 32.) In general, this dependent coverage must be
provided to al dependents under age 26, including to adult children who are married, or have
access to employer-sponsored insurance.  This coverage requirement does not apply to an adult
child's children, although state law requires coverage of any children of a dependent who is under
18 years of age.

Proposal: The Department's proposal would change the crowd-out rules for individuals
between the ages of 19 and 26 ("young adults’) such that those individuas would no longer be
eligible for BadgerCare Plus if they currently have, or during the preceding 12 months had access to
coverage through their parent's empl oyer-sponsored major medical health insurance. The new rules
would not apply in cases where the young adult's parent lost their employment, or where the
parent's employer discontinued health benefits to all employees. Furthermore, DHS indicates that
this proposal would apply to young adults whose parents have ESI coverage, rather than young
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adults whose parents simply have access to such coverage.

The new rules would apply to pregnant women, parents and caretaker relatives with family
income greater than 100% of the FPL. Children of these young adults would not lose their
eigibility for BadgerCare Plus in the event their parents are disqualified. Core Plan participants
would not be impacted because they are already subject to the new rules.

Estimated Effect: An estimated 46,000 young adults between the ages of 19 and 26
currently participate in BadgerCare Plus. Of that population, approximately 14,000 have income
greater than 100% of the FPL, thereby making them subject to this proposa. DHS estimates that
2,851 of those young adults would lose their BadgerCare Plus eligibility if the proposal is approved
by the Committee and by CMS (because crowd-out rules are a form of "eigibility standards,
methodologies, or procedures’ they implicate PPACA's MOE requirement). The estimated
annualized savings that would result from this enrollment effect are $8.9 million ($3.6 million GPR
and $5.3 million FED).

The Department's estimate assumes that approximately 20% of young adults with income
greater than 100% of the FPL would lose their BadgerCare Plus digibility if this proposa is
implemented. The agency developed that estimate by counting the number of young adults in
BadgerCare Plus who are identified in the Department's information systems as currently having
other third-party insurance coverage. Other sources reviewed by this office suggest that the parents
of young adults in BadgerCare Plus may have higher rates of employer-sponsored insurance
coverage than DHS assumed when it developed its savings estimate for thisitem. If that isthe case,
the 20% disenrollment assumption used by DHS in this instance may be conservative. That said,
the Department aso indicated that it is difficult to identify the other insurance coverage of non-
participants, and that difficulty may have a limiting effect on the proposd's reach. For these
reasons, the impact of this particular proposal, if implemented, may vary from the Department's
initial estimates.

As with MOE Item #2, it could also be argued that the Department's proposal to apply these
new crowd-out rules to young adults with incomes greater than 100% of the FPL does not provide
an accurate "test” of PPACA, since states will be required to provide medical assistance to young
adults with incomes up to 133% of the FPL beginning in 2014.

4. Increase Eligibility Restrictions Related to Non-Payment of Premiums

Current Law: If a BadgerCare Plus recipient who is required to pay a premium either does
not pay a premium when due or requests that his or her coverage be terminated, their coverage
terminates and they are not eligible for BadgerCare Plus for six consecutive calendar months
following the date on which their coverage terminated, except for any month during that six-month
period when their family income does not exceed 150% of the FPL.

By rule, this six-month disqualification period (also referred to as a restrictive re-enrollment
period or "RRP") does not apply if the individua failed to pay the premium for either of two "good
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cause" reasons. Firgt, the digibility restriction does not apply if the individua's failure to pay was
due to a circumstance beyond the individual's control, provided that all past due premiums have
been paid in full. Circumstances beyond the individua's control include a problem with an
electronic funds transfer from a bank account to the BadgerCare Plus program, a problem with an
employee's wage withholding, an administrative error in processing the premium, or any other
circumstance affecting payment of the premium which DHS determines is beyond the individua's
control, but not including insufficient funds.

Second, the eligibility restriction does not apply if the individual's failure to pay was due to a
significant change in household composition. Significant changes in household composition include
instances where the following people no longer reside in the home and have not resided in the home
for at least 30 consecutive days. (@) a parent or parent's spouse; (b) a person not in the BadgerCare
Plus digibility group but who is legally responsible for a person in the digibility group; and (c) a
caretaker relative of aminor in the eligibility group.

Under current practice, the Department sends a premium invoice to BadgerCare Plus
recipients on the tenth of each month, one month before the premium isdue. If the recipient has not
paid the premium by the due date, DHS sends the individual a termination notice indicating that any
recipient who owes a premium will lose their program digibility if payment is not received by the
end of the month. If payment is made by the end of the month in which it was due, the recipient
retains their BadgerCare Plus digibility for that month. If the recipient does not pay the premiumin
the month it was due, but does pay it by the end of the following month, their eigibility is restored
for the month that payment was due. If the premium is not paid by the end of the following month,
any recipient for whom the premium is owed will no longer be eligible for the program as of the
next day and cannot re-enroll for six months.

Proposal: The Department's proposa would extend the RRP for non-payment of a
BadgerCare Plus premium from six months to twelve months.

In addition, the proposa would impact the number of individuas within the family who
would be subject to the new twelve-month RRP, asfollows. Under current law, the six-month RRP
only applies to the BadgerCare Plus recipient for whom a premium is owed but not paid. Thus,
under the current rules, if a parent with family income between 150% and 200% of the FPL failsto
pay their own individua premium, that parent's children remain eligible for the program because
children with income under 200% of the FPL do not currently owe premiums. Under the
Department's proposal, a family's failure to pay the new family-based premium would subject al
members of that family (including the children) to the new twelve-month RRP.

In the case of a family that includes a pregnant woman or other individuals exempt from
paying premiums (for instance, continuously eligible newborns and individuas enrolled in EBD
MA), the Department indicates that non-payment of a family premium would not subject those
exempt individuals to the twelve-month RRP. Instead, the RRP would only apply to non-exempt
members of the family.
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The proposal would not change the existing "good cause” reasons for missing a payment.

Estimated Effect: DHS estimates that the proposal would generate annualized savings of
$1.6 million ($0.7 million GPR and $0.9 million FED). The projected biennial savings are greater,
based on the Department's assumed implementation date of April 1, 2012.

DHS developed this savings estimate by taking the number of BadgerCare Plus recipients
who are subject to the current six-month RRP each year, and then adjusted that total to remove
individuals who did not attempt to re-enroll in the program during the six-month period following
the current six-month RRP. That methodology resulted in the estimate that 1,830 individuals
would be subject to the new twelve-month RRP, including 654 children, 954 BadgerCare Plus
adults, and 222 Core Plan participants.

The Department's estimate appears to be conservative. Firgt, for the reasons described above,
children in families with income less than 200% of the FPL are not currently subject to BadgerCare
Plus premiums and therefore are not subject to the current six-month RRP. Under the family-based
premium proposed by DHS, those children now would be subject to a family premium and would
be subject to the new twelve-month RRP in the event the family does not pay that premium.
Second, other aspects of the Department's proposal would increase both the amount of premiums
and the amount of copayments required of families with income between 150% and 200% of the
FPL. While DHS has separately estimated that a number of BadgerCare Plus recipients will
disenroll from the program in response to those higher premiums, it seems reasonable to assume
that non-payment rates would also increase beyond the current experience for those BadgerCare
Plus recipients whom DHS has projected will remain in the program.

Finaly, the proposal arguably limits some families' flexibility with respect to which family
members will participate in BadgerCare Plus. For example, currently a two-person family (mother
and five-year old child) at 175% of the FPL does not owe a premium for the child, but must pay a
premium for the mother to participate in BadgerCare Plus. If economic circumstances dictate, that
mother could discontinue her own participation in BadgerCare Plus (and be subject to a six-month
RRP) without impacting the child's eligibility. Under the proposal, if economic circumstances
prevented the mother from being able to afford the new family-based premium, both the mother and
the child would be subject to the new twelve-month RRP. While this proposed change may make
the BadgerCare Plus program more similar to private coverage, it would represent a potentially
significant change from current law.

5. Expedite Disenrollment of Individuals Determined to be Ineligible for the
Program

Current Law: Under current administrative rules, when a BadgerCare Plus recipient's
eigibility ends, their program benefits continue until the end of that calendar month, except in the
case of the recipient's death. Federa regulations prohibit states from terminating a Medicaid
recipient's eligibility until at least ten days after the recipient has been notified of the finding of
ineligibility and has had an opportunity to contest the finding.

Page 18



Proposal: Under the proposal, DHS would discontinue a BadgerCare Plus recipient's
coverage ten days after a notice of indigibility has been mailed to the recipient, rather than
mai ntaining coverage through the end of the month, asis currently required.

Estimated Effect: DHS estimates that shortening the eligibility grace period as indicated
would reduce BadgerCare Plus benefit costs by approximately $11.9 million ($4.8 million GPR and
$7.1 million FED) annually. That estimate reflects the actua number of individuals that currently
lose digibility, multiplied by the average per member per month costs those individuals incurred in
the time between when they were notified that they lost eligibility and when their benefits ended at
the end of the month.

This proposal would not eliminate éigibility for any BadgerCare Plus recipient. Instead, the
proposal would only shorten the period between when an individua is found indigible for MA and
when they lose access to benefits.

6. Eliminate Retroactive Eligibility

Current Law: The term "retroactive digibility” refersto MA coverage for services provided
for any of the three months prior to the month of application if the applicant met the eigibility
criteria in that month. Under current law, the following BadgerCare Plus recipients qualify for
retroactive eigibility: (a) any pregnant woman; and (b) any child, parent, or caretaker relative
whose family income is less than 150% of the FPL. This state law provison mirrors the
comparable federa requirement that applies to al MA recipients. The state's current BadgerCare
Plus waiver exempts enrollees in families with income greater than 150% of the FPL from this
federal retroactive coverage requirement.

Proposal: DHS proposes to eiminate retroactive eligibility for all BadgerCare Plus
recipients. The Department's waiver materials indicate that this proposal is related to the
Department's objective of having real-time eligibility systems in place within the first year of the
demonstration project. "Redal-time digibility” refers to an automated digibility system that alows a
county or state eligibility worker to immediately determine an applicant's program digibility.

Estimated Effect: DHS estimated the cost savings of this proposa by reviewing MA
payments made for services provided to BadgerCare Plus enrollees, prior to their applying for
BadgerCare Plus, who would no longer have MA coverage for these services. In extracting data
from arecent year, DHS found that 29,840 BadgerCare Plus enrollees had applied for, and quaified
for retroactive digibility. However, the number of individuals who would potentialy be adversely
affected by this policy would be significantly less (approximately 7,600), snce most of the
individuals who requested and qualified for retroactive digibility did not receive services paid by
the MA program during the three-month period prior to application. The Department estimates that
the annual savings of this proposal would be approximately $6.7 million ($2.7 million GPR and
$4.0 million FED). Asthis proposd is anticipated to be implemented in July, 2012, DHS assumed
that it would realize one year of savingsin the 2011-13 biennium.
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It is possible that eliminating retroactive digibility may encourage some individuals to apply
for and enrall in the MA program earlier than they do currently, before they require or receive
services, since they would no longer be able to avoid potential out-of-pocket costs they incur prior
to their application for MA coverage. To the extent this occurs, the actual cost savings of this
proposal would be less than DHS estimates.

However, if the elimination of retroactive coverage does not encourage individuals to enroll
in the program before they require or receive services, the individual would be responsible for any
costs of services he or she receives prior to application and enrollment in MA. Since most health
care providers require patients to demonstrate that they have the means to pay for non-emergency
services (either by showing evidence of coverage under MA or other third-party payer), some
services that would otherwise be provided to recipients may be delayed until the individua applies
for, and is enrolled in, MA. However, if a hedlth care provider renders services to an individuad
with no MA or other third-party coverage, the provider would bill the individua for the services
provided, based on the provider's usual and customary charges.

7. Eliminate Presumptive Eligibility for Children

Current Law: Pregnant women and children can qualify for "presumptive eligibility” under
BadgerCare Plus if a qudified health care provider or a quaified entity determines, based on
preliminary information available to the provider or entity, that these individuas family income
does not exceed certain thresholds. For pregnant women the threshold is 300% of the FPL, and for
children the threshold is 150% of the FPL. In these cases, the pregnant woman or child is presumed
to be digible for BadgerCare Plus, even though their eligibility has not yet been determined by a
county or state dligibility worker. The woman or child then has until the last day of the month
following the month in which the provider or entity made the preliminary eigibility determination
to apply for BadgerCare Plus. If they apply within that time, their presumptive eigibility continues
until a county or state eigibility worker determines whether they are eligible for the program. If
they do not apply within that time, their presumptive eligibility ends on the last day of the month
following the month in which the provider or entity made the preliminary eligibility determination.
During her period of presumptive eligibility a pregnant woman is eligible for ambulatory prenatal
care services only. During a child's period of presumptive digibility they are eligible for full
benefits under the BadgerCare Plus Standard Plan.

Federa law gives states the option but does not require them to provide presumptive
eligibility for children under the age of 19 and pregnant women.

Proposal: DHS proposes to eiminate presumptive eligibility for infants and children, while
maintaining presumptive eligibility for pregnant women. Although not stated explicitly in the
waiver request, DHS indicates that it would implement this policy only after it has implemented a
real-time, online application process, under which an individual's digibility could be determined by
acounty or state eligibility worker immediately upon the submission of a completed application.

Estimated Effect: In 2010-11, an average of 190 children had presumptive digibility status

Page 20



in each month. Based on a review of costs incurred by these children during the presumptive
eligibility period, DHS estimated that the annual savings associated with this change would be
approximately $0.6 million ($0.2 million GPR and $0.4 million FED).

The same arguments regarding retroactive eligibility apply to thisitem, in that the elimination
of presumptive eligibility may encourage MA €ligible families to enroll in the program earlier, prior
to when they need for MA-covered services. If o, the savings associated with this proposal may be
somewhat |ess than the DHS estimate.

8. Count Income of all Adults, Except Grandparents, Living in a Household for at
least 60 days

Current Law: Sections 49.471(e) and (f) of the statutes define "family" and "family income"
for purposes of determining eligibility for BadgerCare Plus. A "family" is defined to include all
children for whom assistance is requested, their minor siblings, including haf-brothers, half-sisters,
stepbrothers and stepsisters, and any parents of these minors and their spouses. "Family income” is
defined as the total gross earned and unearned income received by all members of afamily.

The Department's current BadgerCare Plus digibility handbook defines a "BadgerCare Plus
Test Group" as the primary person (the person or persons whose dligibility for benefits is at issue)
plus any individuals living in the primary person's or persons household whose income and or
needs are considered when determining financial eigibility. Inclusion in the test group is
determined by qualifying relationships and lega responsibility, which are defined in the handbook.
The handbook defines a"parent” as any natural or legally adoptive mother or father, of any age.

Based on the statutory definition of "family income" and the guidance provided by the
current handbook, the income of individuals who reside in the household who are not family
members, and for whom no lega responsiilities have been established, is not considered in
determining an individua's eligibility for BadgerCare Plus.

Under federa law, state MA agencies may not consider income and resources of any relative,
other than the spouse of an individua or a parent for a child who is under age 21 or blind or
disabled, as available to an individual. Consequently, DHS is seeking a waiver of this federa
requirement, in addition to the MOE provisions enacted as part of PPACA.

Proposal: DHS is requesting an amendment to the current BadgerCare Plus waiver
agreement to redefine "income" to include the total income of al adults, excluding grandparents,
living in the household for at least 60 days. The administration's intent isto also apply this policy to
individuals who apply for coverage under the Core Plan. It is not clear how the Department's
proposal can be characterized as a "test" of PPACA, since PPACA does not contain provisions that
would similarly re-define the number of individual whose income is included when determining
MA digibility.

If approved, the income of adults who reside in a household who are not family members and
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who may have no lega responshbilities relating to family members would be considered in
determining a family's income for the purpose of determining financial eligibility and cost-sharing
requirements for BadgerCare Plus coverage. Examples of individuas whose income would be
counted, provided they lived in the house for at least 60 days, include:

. A boyfriend or girlfriend who is not an adoptive parent and who does not have any
formal legal support obligations to the mother or child;

. A sibling or other relative who does not have any formal lega support obligations to
the mother or child; and

. Non-relative adults, such as friends, who do not have any forma lega support
obligations to the mother or child;

Although these individuals income would be counted as part of the BadgerCare Plus Test
Group, they would not necessarily be eligible for BadgerCare Plus benefits.

Estimated Effect: Little is known about the number of households with BadgerCare Plus
members that include non-legally responsible adults. Counting the income of these individuals
would potentially make some individuals who are currently eligible for BadgerCare Plus ingligible.
In addition, counting this additional income would result in some MA recipients paying greater
premiums, as aresult of the family having greater countable income, compared to current law.

The savings estimate DHS attached to this proposal includes anticipated savings from two
sources. First, the Department estimates that 2,589 individuals would no longer be digible for
BadgerCare Plus as aresult of this policy change, including 229 children, 102 pregnant women and
newborns, and 2,258 adults. The estimated annualized savings associated with this disenrollment
impact are $7.6 million ($3.0 million GPR and $4.6 million FED). Second, DHS estimates that
9,034 individuals would pay higher premiums as a result of the proposal. The annualized amount
of those additional premiums would total $8.1 million ($3.2 million GPR and $4.9 million FED).
This estimate is based on the agency's assumption that the new policy would take effect July 1,
2012, resulting in one year of savingsin the 2011-13 biennium.

The Department developed its savings estimate on available data regarding the composition
of households who are enrolled in the FoodShare program. The state's FoodShare program collects
information on all adults living in a household, since this information is used in determining
FoodShare program dligibility and benefit levels. By assuming that the households with
BadgerCare Plus recipients have the same ratio of "excluded adults’ to "included adults' as
households with FoodShare recipients, DHS estimated the effect of including the income of these
other adults on households with BadgerCare Plus recipients, including how many of these families
would no longer qualify for BadgerCare Plus benefits, and how many individuals would be subject
to higher cost-sharing requirements. The method DHS used to develop this estimate appears
reasonable.
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It is possible that this policy may affect decisions regarding where people live, since the
presence of a non-legally responsible adult in the household could adversely affect the family's
BadgerCare Plus €dligibility and benefits. The administration argues that as a member of the
household, non-legaly responsible adults should be expected to share in some of the costs of
maintaining the family, including health care costs. The administration also argues that counting
these individuals income could eliminate certain "inequities." For example, under current law, if a
man lives with awoman and the woman's child, and the man is not married to the woman and is not
the father of the child, hisincome is not counted for the purpose of determining whether the woman
and child are eligible for BadgerCare Plus. However, if the man is married to the women, his
income would be counted, which may result in the woman and child no longer meeting the income
eligibility standard for BadgerCare Plus.

9. Require Verification of State Residency Prior To Enrollment

Current Law: In order to be €eligible for benefits under Wisconsin's MA program, an
individual must be a state resident. Section 49.001 (6) of the statutes defines "residence” as "the
voluntary concurrence of physical presence with intent to remain in a place of fixed habitation” and
indicates that "physical presence is prima facie evidence of intent to remain.” The term "residence”
is not referenced elsewhere in the MA statutes.

Current administrative rules address issues relating to the verification of information MA
applicants are required to provide. DHS s required to deny digibility for MA when an applicant or
recipient is able to produce required verifications, but refuses or failsto do so. However, if an MA
applicant is unable to produce verifications or requires assistance to do so, DHS may not deny
assistance, but must instead proceed immediately to verify the data elements. The rules require
DHSto verify severa specific items, including residency, "when applicable.”

The BadgerCare Plus digibility handbook indicates that in order for an individua to be
eigible for BadgerCare Plus, the individua must meet the following two standards. (@) be
physicaly present in Wisconsin; and (b) express intent to reside in Wisconsin, unless he or sheis
incapable of indicating intent. Once established, Wisconsin residency is retained until one of the
following occurs: (a) the person notifies the state that they no longer intend to reside in Wisconsin;
(b) another state determines the person is aresident in that state for MA; or (C) other information is
provided that indicates the person is no longer aresident.

Homeless persons living in Wisconsin meet the requirement of being physically present in
Wisconsin. DHS is responsible for using its own address or some other fixed address for purposes
of mailing the BadgerCare Plus card to eligible applicants who have no fixed dwelling place or
mailing address.

Federa regulations define who state residents are for the purpose of MA digibility, but do
not specify the type of documentation a state may require of an MA applicant or recipient.

DHS indicates that its current practice is to require MA recipients to verify residence only in
cases where the individua's residency is questionable. For example, an digibility worker may
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request documentation of residency if the worker finds that the applicant identifies an out-of-state
employer.

Under the FoodShare program, al applicants, other than individuals who are homeless and
migrant workers, are tested for residency. The current DHS FoodShare eligibility handbook lists
the following sources that may be used to document an individual's residency:

. Current rent receipt that shows the individual's address;
. Current mortgage receipt;

. Current lease agreement;

. Landlord inquiry;

. Current utility bill with address and responsible person's name;
. Check stub with current address;

. Driver'slicense;

. Homevist;

. Subsidized housing authority approval;

. Post office statement or collatera contact;

. Library card,

. Voter registration

. Piece of mail received at claimed residence;

. Real estate tax statement or receipt;

. Westherization program approval or denial;

. Renter or homeowner's insurance document;
. School registration record;
. Letter from employer offering ajob;

. Telephone book;

. Motor vehicle registration;

. List of residents from atreatment center, group home, etc.; and
. Written statement from a non-relative.

Proposal: Under the Department's waiver request, each BadgerCare Plus applicant would
be required to provide verification of their state residency, both at the time of initia application and
a each required digibility renewa. DHS indicates that applicants could use the same
documentation to verify residency for MA as are currently used to verify residency for FoodShare
benefits.

Estimated Effect: It is not known how many non-residents might currently be enrolled in
BadgerCare Plus. Consequently, any savings estimates attached to this proposal are uncertain.

In order to produce its estimate of the effect of this change, DHS used information on how
many individuals were initially denied MA digibility due to their inability to verify that they were
residents in the state, and doubled that estimate. Based on this methodology, DHS assumed that
5,487 individuas (2,940 children, 384 pregnant women and newborns, and 2,163 other adults)
would no longer be eligible for BadgerCare Plus, resulting in annua savings of approximately
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$14.9 million ($6.0 million GPR and $8.9 million FED).

This proposal could be viewed as a means of reducing fraud in the program, and, as such,
would improve program integrity. For the reasons noted above, however, the savings estimate
associated with this proposal is uncertain.

10. Eliminate Transtional MA

Current Law: Under current state law, BadgerCare Plus reci pients whose income increases
above 100% of the FPL, either due to an increase in earned income, an increase in child support
income, or both, are digible for transitional MA. Individuals who qualify for transitional MA
remain digible for the BadgerCare Plus Standard Plan and remain free of premium requirements
(just as they were when their family income was less than 100% of the FPL) while they are in
trangitional MA. Thisisthe case even if the income received from the sources cited above increase
the individua's family income to levels where they would otherwise be required to pay premiums,
switch to the Benchmark Plan, or becomeineligible for BadgerCare Plus.

For example, if an adult in BadgerCare Plus with family income less than 100% of the FPL
obtains new employment that causes their income to exceed 200% of the FPL, they would remain
eligible for the program, even though adults with income greater than 200% of the FPL are not
typically digible to participate. Moreover, the adult in this example would not have premium
obligations, even though adults with incomes between 150% and 200% of the FPL typically do pay
premiums. A child of the adult in this example would aso be dligible for transitional MA, meaning
they could continue to participate in the Standard Plan (rather than the Benchmark Plan) and they
would continue to be free of any premium obligations, even though children with family income
greater than 200% of the FPL typically must pay premiums.

The transitional MA period is twelve months in cases where the increased income results
from additional earned income, and four months when the increase results from additiona child
support. If an individua's family income drops back below 100% of the FPL while they are on
trangtional MA, they are once again dligible for standard BadgerCare Plus.

Transitionad MA was incorporated into federa law as part of the Family Support Act of
1998, and the requirement that states provide transitional MA has been extended on severa
occasions, including an extension enacted under the Personal Responsibility and Work Opportunity
Reconciliation of 1996. According to various sources, the original purpose of the transitional MA
requirement is to remove disincentives that might exist for low-income individuals to leave
traditional welfare and obtain employment.

Proposal: The Department's proposa would eliminate transitiona MA in Wisconsin.
According to the waiver materids, the transitiond MA requirement has never been adjusted to
reflect the fact that since it was originally mandated, the income €eligibility threshold for adults
under BadgerCare Plus has increased to 200% of the FPL. In the Department's view, that increase
reduces the need for transitional MA, since adults with income less than 100% of the FPL can now
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double that income and remain eligible for medical assistance in Wisconsin. DHS also maintains
that elimination of transitional MA is an appropriate subject for its demonstration project since the
future status of the federal requirement is uncertain.

Estimated Effect: The Department estimates that the elimination of transitional MA would
generate annualized savings of approximately $27.3 million ($10.9 million GPR and $16.4 million
FED). Assuming an implementation date of April 1, 2012, the projected savings to the MA
program over the 2011-13 biennium are somewhat greater. As with several of its other MOE
proposals, the Department's savings estimate for this item has severa facets.

First, DHS estimated how many individuals would lose their igibility for BadgerCare Plus
due to the elimination of transitional MA. Based on actua enrollment data, DHS determined that
540 children with incomes greater than 300% of the FPL and 2,875 adults with incomes greater
than 200% of the FPL would experience that impact. The estimated annual savings associated with
the disenrollment of these individualsis $10.5 million ($4.2 million GPR and $6.3 million FED).

Second, DHS estimated the impacts to the remaining 15,813 individuals in transitional MA
with family incomes greater than 150 % of the FPL who would now be subject to the Department's
new 5% premium schedule. Of those 15,813 individuals, DHS assumed that 3,321 would disenroll
from BadgerCare Plus, including 2,028 children and 1,293 adults. The annual savings resulting
from these individuals anticipated disenrollment is $7.0 million ($2.8 million GPR and $4.2
million FED). DHS developed that savings estimate by applying the same 21% disenrollment rate
assumption as it applied to the other segments of the BadgerCare Plus population that would be
subject to the proposed premium increases. That assumption may be conservative for these former
transitional MA enrollees, given that under the program's current rules, these individuals do not pay
premiums to participate in the program.

Third, DHS estimated that the 12,492 former transitiona MA enrollees who remain in
BadgerCare Plus and pay additiona premiums would generate savings for the program in the form
of additional premium revenue. Those 12,492 individuals include 7,628 children and 4,864 adults.
DHS edtimates that those 12,492 individuas would pay $9.8 million in additional premiums,
annually. Thiswould reduce annual funding needed for the program by $3.9 million GPR and $5.9
million FED.

Finally, the Department's cost projections for thisitem include the projected cost of providing
the aforementioned premium reductions that would be available to families who are also paying
major medica health insurance premiums for other persons in the family. DHS estimated those
costs during the 2011-13 biennium to total $5.0 million ($2.0 million GPR and $3.0 million FED).

Table 6 summarizes the Department's estimates of the enrollment impacts, additional
premiums, and other cost savings for each of the MOE waiver proposas. Note that the table
indicates a total projected "Enrollment Impact” of 64,748 individuals. That projected enrollment
impact is the aggregate of the following effects. (a) 22,544 individuals projected to leave the
program as a result of higher premiums; (b) 30,713 individuals projected to become ineligible due
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to revised other insurance "crowd-out" rules; (c) 2,589 individuals projected to become ineligible
due to revised methods of counting family income; (d) 5,487 individuals projected to become
ingligible due to a failure to verify state residency; (e) 3,415 individuals projected to lose ther
eigibility (for severa reasons) due to the elimination of transitional MA.

MA INCOME ELIGIBILITY STANDARDSIN OTHER STATES

Attachment 3 compares the current MA income digibility standards for severa groups of
children and adults for each state and the District of Columbia. The information was based on a
recent national survey conducted by the Kaiser Commission on Medicaid and the Uninsured with
the Georgetown University Center for Children and Families. However, since states MA programs
can vary significantly with respect to benefit plans and cost sharing requirements, it is difficult to
draw conclusions, based on the limited information available from the survey summary.
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ITEMSRELATING TO BENCHMARK PLANS
1. The Alter native Benchmark Plan

Current Law: Virtually al BadgerCare Plus recipients with family income not greater than
200% of the federa poverty level (FPL) are digible for coverage under the BadgerCare Plus
Standard Plan. These recipients constitute more than 90% of total BadgerCare Plus enrollment.
Also referred to as traditional MA, the Standard Plan covers a wide range of healthcare services,
many of which are mandatory under federa law, while others are provided at the state's option.
Service-related cost-sharing (copayments) for Standard Plan enrollees is nominal. Moreover,
providers cannot deny services or equipment to Standard Plan membersif they fail to pay arequired
copayment.

A much smaler group of BadgerCare Plus enrollees (approximately 18,000 of the total
BadgerCare Plus enrollment of 781,000), most of whom are children in families with income
greater than 200% of the FPL, are currently enrolled in the BadgerCare Plus Benchmark Plan. The
Benchmark Plan derives its name from provisionsin federal law which alow states to offer certain
MA recipients benefits that are tied to any of severa benchmark coverage plans, including the
following: (a) the standard Blue Cross/Blue Shield preferred provider option service plan offered to
federal employees; (b) the health benefits coverage plan that is offered and generally available to
state employees in the state; (¢) the hedth insurance coverage offered by an HMO that has the
largest insured commercia, non-medicaid enrollment of covered lives of such coverage plans
offered by an HMO in the state; and (d) coverage approved by the Secretary of the federd
Department of Health and Human Services that in the Secretary's determination provides adequate
coverage for the targeted population. These same provisions allow states to offer certain MA
recipients "benchmark equivalent" coverage as defined under federa law.

Generdly speaking, the Benchmark Plan covers a somewhat more limited range of services,
and requires greater recipient cost-sharing, than the Standard Plan. In addition, the statutes alows
providersto deny services or equipment to recipientsif they do not pay arequired copayment.

Proposal: The Department's proposal would require aimost al BadgerCare Plus recipients
with family income between 100% and 200% of the FPL to switch from the Standard Plan to a
newly-developed Alternative Benchmark Plan. DHS estimates that approximately 263,000
BadgerCare Plus enrollees would be impacted by this switch, including 157,600 children and
105,400 adults. Pregnant women, along with severa other small digibility groups, would not be
subject to the proposed change.

As pat of this proposal, DHS has developed an Alternative Benchmark Plan. The
Alternative Benchmark Plan is similar to the existing Benchmark Plan, as shown in Attachment 4,
which compares the coverage and copayment features of the Standard Plan, the current Benchmark
Plan, and the proposed Alternative Benchmark Plan. As that Attachment indicates, al three
coverage plans provide coverage for the federally-mandated early and periodic screening, diagnoss,
and treatment (EPSDT) benefit, under which children under age 21 receive periodic screening and
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diagnosis, and recelve medically necessary services indicated through those screenings.

Regarding recipient cost-sharing, the Department's proposal contains the following additional
eements. Firgt, for those BadgerCare Plus enrollees with income between 100% and 150% of the
FPL who are being switched from the Standard Plan to the new Alternative Benchmark Plan,
aggregate service-related cost-sharing would be capped at 5% of household income. Thus, for a
family of three with income equal to 125% of the FPL ($22,938), their total service-related cost-
sharing under the proposed Alternative Benchmark Plan would be capped at 5% of household
income ($1,147), regardiess of how many individuas in the family are enrolled in BadgerCare Plus.
Because these individuas will be exempt from premiums, the 5% cap on copayments would
represent thelr total maximum cost-sharing under the proposal.

Second, for BadgerCare Plus enrollees with income between 150% and 200% of the FPL, the
Department's proposal would, as explained earlier, impose a family premium equa to 5% of
household income. Copayments for these individua's, however, would not be capped. In addition,
enrollees in the Alternative Benchmark Plan could be denied services or equipment if they fail to
pay arequirement copayment.

Estimated Effect: DHS estimates that this policy change will generate annual savings of
approximately $45.3 million ($17.4 million GPR and $27.9 million FED). Assuming an
implementation date of January 1, 2012, the estimated savings over the 2011-13 biennium are $68.2
million ($26.2 million GPR and $42.0 million FED). That estimate is based on the Department's
assumption that per child costs under the Alternative Benchmark Plan will be approximately 3%
lower than per child costs under the Standard Plan, and that per adult costs under the Alternative
Benchmark Plan will be approximately 11.7% lower than per adult costs under the Standard Plan.
Those estimates are based on the relative costs of the Standard Plan and the existing Benchmark
Plan. Arguably, they might be somewhat conservative if the new copayment requirements impact
the utilization of healthcare services by individuals with incomes between 100% and 200% of the
FPL to a greater degree than is the case for current Benchmark Plan enrollees, all of whom have
family income in excess of 200% of the FPL.

The Department has provided to this office a summary of the estimated cost-sharing impacts
its proposal will have on families with income equal to 150% of the FPL. That summary is shown
as Attachment 5. The attachment compares what families at that income level, on average, would
pay monthly under the Department's premium and Alternative Benchmark Plan proposals compared
to what they currently pay under the BadgerCare Plus Standard Plan.  The attachment aso
compares these cost-sharing estimates to the estimated cost sharing for ssimilar families under the
state employee health plan.

For example, as shown in Attachment 5, the Department estimates that the average tota
BadgerCare Plus cost sharing (premiums and copayments) for a family of three comprised of one
adult and two children with income at 150% of the FPL will increase from $30.35 to $227.74 per
month, an increase of $197.39 per month. Annualized those projected cost-sharing increases total
$2,368.68.
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The precise impact of the higher copayment requirements is difficult to gauge, in part
because most BadgerCare Plus recipients receive covered services through an HMO. The
Department has indicated that the responsibility of BadgerCare Plus HMO enrollees to pay the
program's designated copayments is left to each HMO and its contractua relationships with its
network of service providers. The Wisconsin Association of Health Plans, in turn, has indicated
that HMO policies regarding the collection of BadgerCare Plus copayments vary. For the current
Benchmark Plan, however, DHS has indicated that its understanding of prevailing HMO policiesis
to collect copayments from BadgerCare Plus recipients. It therefore appears reasonable to
anticipate that HM Os would require participants in the Alternative Benchmark Plan to pay required
copayments as a condition of receiving covered services.

2. Birth-to-3 Program Benchmark Plan

Current Law: Under the Birth-to-3 program, state, federal and local funds support a
statewide, comprehensive program of services for infants and toddlers with disabilities, and their
families. A child is digible if he or she is under three years of age and has a significant
developmenta delay or has a physical or menta condition likely to result in adevelopmenta delay.
The most frequently used services by Birth-to-3 program participants include mandatory service
coordination, communication services, special instruction, occupational therapy, physical therapy,
and family education. In November, 2011, approximately 5,974 children were in the Birth-to-3
program.

DHS is required to audit and pay alowable charges to certified MA providers on behalf of
recipients receiving services under the Birth-to-3 program that are provided by a special educator.
These services can include those related to early intervention, assistive technology and devices,
audiology, communication, family education and counseling, health care, medical, nursing,
nutrition, occupational therapy, physica therapy, psychological, socia work, special instruction,
transportation, and vision. Currently, counties provide the non-federa funding for services provided
in the Birth-to-3 program.

Proposal: Under the proposal, DHS would submit to CMS an amendment to the state plan
that would establish a MA benchmark plan for MA dligible children in the Birth-to-3 program. If
approved, the state plan amendment would alow more of the services currently offered in the Birth-
to-3 program to be dligible for matching federal funds under MA. Counties would continue to
provide the non-federal funding for these services.

Services offered under the Birth-to-3 benchmark plan include screening, developmentd
services, consultation services, specia instruction, speech, occupational, and physical therapy, and
targeted case management. Individuals eligible for MA would continue to receive benefits under the
BadgerCare Plus standard plan. DHS indicates that approximately 3,300 children would participate
in the Birth-to-3 benchmark plan. It should be noted that none of the other proposals discussed in
this paper apply to disabled individuals, including Birth-to-3 participants. Participation in the Birth-
to-3 benchmark plan would be voluntary and parents would be able to remove their child from the
program at any time.
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Estimated Effect: The proposal is budget neutral. DHS argues that due to the program's
current reliance on state and county funding, best practices in the Birth-to-3 program are either not
being implemented or are being fully supported through state and county funding sources. The
proposed benchmark plan would allow the Department to bill these services as MA digible and
collect federa matching funds. DHS believes that these changes would increase use of identified
best practices and reduce the county costs of the program.

The Department aso indicated in itswaiver request that it is possible that access to Birth-to-3
services may increase, as more providers might be willing to participate in the program if the
increased federal matching funds generated through the benchmark plan are used to increase
provider rates.

3. Converson of Community Recovery Services (CRS) program from a 1915(i)
Home and Community Based State Plan Benefit to a 1937 Benchmark Alter native Benefits
Plan

Current Law: The Department is required to provide community recovery services, subject
to certain limitations. In part, these limitations require that the county in which the individual
resides elects to provide the community recovery services through the MA program, and specify
that DHS may only provide these services if the recipient, the services, and the providers meet
conditions set forth in the approved 1915(i) plan amendment.

The CRS program provides psycho-socia rehabilitative services to MA-dligible individuals
with severe and persistent mental illness. These services include community living supportive
services, peer specialist supports, and supported employment. Participation is voluntary. Currently,
154 individuals receive services through the CRS program.

Proposal: Under the proposal, DHS will submit a state plan amendment to CM S requesting
that the CRS program be converted from a 1915(i) State Plan benefit to a 1937 Benchmark
Alternative Benefit. Currently, the CRS program is available in a limited number of counties.
PPACA requires that benefits provided as part of a 1915(1) Home and Community Based Services
plan be provided statewide. The Department indicates that statewide implementation is not
financiadly feasible. If approved by CMS, converting the CRS program to a 1937 Benchmark
Alternative Benefit would alow the Department to continue to provide the CRS program in those
counties where it currently exists. The CRS benchmark plan would remain voluntary.

Estimated Effect: The proposal would alter the form of the agreement DHS has with CMS
that allows the state to receive federal matching funds for services provided under the CRS
program. DHS indicates that the proposal would be cost neutral and that no change would be made
to the benefits provided to CRS program participants.

PATIENT-CENTERED MEDICAL HOMES FOR CERTAIN MA POPULATIONS

Current Law: Wisconsin statutes specify the services and benefits that are available to MA
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recipients enrolled in the standard plan. This section authorizes DHS to provide care coordination
services to certain individuals with human immunodeficiency virus (HIV) or acquired
immunodeficiency syndrome (AIDS).

2009 Wisconsin Act 221 directed DHS to develop a proposal to increase MA reimbursement
to agencies that receive grants under the Division of Public Hedth's to provide services to
individuals with HIV/AIDS to which ether of the following applies. (a) the provider is recognized
by the national Committee on Quality Assurance as a patient-centered medica home (PCMH); or
(b) the DHS Secretary determines that the provider performs well with respect to al of severa
standards established in the act. The DHS proposal must provide for payment of a monthly per-
patient care coordination fee to these providers, and set the increases in MA reimbursement rates
and the monthly patient care coordination fee so that together they provide sufficient incentive for
providers to satisfy the conditions listed under (a) or (b) above. Act 221 requires that the state's
share of the cost of increasing reimbursement rates and the monthly per-patient care coordination
fees be paid from the current Divison of Public Health appropriation to support HIV/AIDS
services, rather than the state-funded MA benefits appropriations. Finaly, the act required DHS to
begin implementing the proposal beginning January 1, 2011. Providing care coordination services
to targeted groups, together with paying health care providers for these and other enhanced services,
are two primary features of PCMHs. DHS s proceeding to implement this provision.

The statutes do not authorize the MA program to offer care coordination services to other
groups of MA recipients.

Proposal: DHS proposes to establish PCMHSs for certain groups of MA recipients. (@)
children in foster care; (b) pregnant women; (c) individuals leaving the criminal justice system; and
(d) individua s with two or more chronic conditions.

These populations would be enrolled in an alternative benefit plan that would include all MA
services for which they are currently digible, plus additiona services, including health care
coordination, that are consistent with amedical home model. Enrollees would not be subject to any
cost-sharing for the additional services provided to them. These programs would operate on an "all
infopt out” model, under which all eligible individuals would be enrolled, but individuals could
voluntarily choose to disenroll after six months.

1. Children in Foster Care (Alternative Benefit Plan B). DHS would establish a medical
home for approximately 2,500 children in foster care who live in Kenosha, Milwaukee, Ozaukee,
Racine, Washington, and Waukesha Counties. These children would be €eligible to receive care
coordination and services through a medical home model for 12 months after a child reunifies with
his or her birth family, or moves to an adoptive family or relative guardian, provided they are still
eligible for MA after the child's permanency plan is achieved. DHS and the Department of
Children and Families (DCF) would set performance-based standards related to health care and
child outcomes that are based on national standards within the child welfare and MA programs. To
address behaviora and mental health needs of these children, the medical home would coordinate
behavioral health treatment, including evidence-based practices unique to the needs of each child,
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oversight of psychotropic medications, flexible delivery settings, mobile crisis response and
stabilization services, and peer-to-peer interventions.

In order to be certified as a heath system to provide a medical home for children in this
target population, the health system would need to meet the following requirements:

. Have a provider network that includes the following: (a) a sufficient number of
pediatric specidists, or family practitioners with experience working with children with specia
health care needs to serve the target population: (b) behavioral hedth speciadists with experience
working with children with specia health care needs, including training or knowledge of trauma-
informed care; () a memorandum of understanding or contract with dental providers if not
included in the network; and (d) access to a mental health mobile crisis intervention team 24 hours
aday, seven days aweek.

. Have a health management system that includes. (a) a process to facilitate effective
care coordination across multiple disciplines within the health care system and with externd
providers; (b) a process for managing referrals or prior authorization to providers outside of the
health care system as needed for continuity of care; (c) awritten agreement for coordination of care
and services between with the counties and the DCF Bureau of Milwaukee Child Welfare (BMCW)
that defines the roles and responsibilities of the provider and the home county (or BMCW); (d) a
written agreement for coordination of care and services between the provider and the county for the
provision of mental health services, including crisis intervention services; (e) an individualized,
comprehensive, and periodically updated written plan of care for each child; (f) aprocessto identify
and prioritize children with specia health and behaviorad hedth care needs; and (g) a medicd
records system that contains information about the child's care, treatment, or services and promotes
continuity of care among internal and external providers.

. Have the capacity to provide the following services within the hedth care system: (a)
aninitial health screen upon entry into foster care; (b) a comprehensive health assessment within 30
days of entry into foster care; and (c) an enhanced periodicity schedule for HealthCheck screens.

. Have the capacity to provide the following services within the hedth care system or
through a contract or agreement with providers or agencies outside of the network without prior
approva: (@ a behaviora hedth evaluation by a mental hedth professona; (b) the person
conducting the evaluation must have experience working with children with special needs or
children in foster care; (c) a denta examination for al children within three months of entry into
foster care or documentation that the exam was completed within six months of entry into foster
care.

. Have a lead physician responsible for the hedth management system, who is a
pediatrician or a family practice physician with experience working with children with specia
health care needs of with children in foster care.

. A demonstrated experience with managing the complex medical, developmental and
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psychosocia needs of children in foster care, aswell as knowledge of the child welfare system.

In addition, the health care system must accept payment based on an al-inclusive rate for
services available under the standard plan (with specified exceptions), and have the capacity to
report clinica and administrative quality measures, such as appropriate dental screening and
treatment, enhanced HealthCheck screenings, screenings for behaviora health issues, reduction in
inappropriate use of emergency room and inpatient hospital services, appropriate asthma treatment,
age-appropriate immunizations, and effective medication management.

DHS would pay certified Medicaid health systems an al-inclusive rate that would be
calculated using current expenditures for this population of children. DHS would implement the
state plan amendment on January 1, 2012.

2. Pregnant Women (Alternative Benefit Plan F). DHS would establish a medical home,
to coordinate care and improve health outcomes for pregnant women not enrolled in managed care
organizations and who receive MA services on afee-for-service basis.

In its submission, DHS noted that Wisconsin has one of the worst infant mortality rates
among African Americans in the country, and ranks low with respect to key indicators, such astime
of entry into prenatal care, and rates for prematurity and low-birth weights. Approximately 85% of
African American births in Wisconsin are to MA-eligible women living in the southeastern part of
the State.

Under the proposal, benefits would be provided under a medica home framework that
includes the following: (a) assignment of an obstetric care provider who is experienced in
providing care to high-risk pregnant populations; (b) coordination of health care through a multi-
disciplinary team, including the obstetric provider, which would identify the health and
psychosocia needs of each pregnant woman; (c) the identification of alead team, which may be the
obstetric care provider or a care coordinator; (d) the prompt development of a patient-centered,
multidisciplinary care plan; (e) timely follow-up for referras; (f) establishment of regular
communication between the obstetric care provider and other health care providers, (g) services
provided through open and flexible scheduling; and (h) establishment of an electronic care plan and
regular communication between, a a minimum, the obstetric care provider and the care
coordinator.

Providers would be required to offer the following services. (a) systematic assessment,
counseling and referral for tobacco, acohol and other substance abuse; (b) routine screening for
domestic violence and depression; (¢) evidence-informed care and treatment, including treatment
for periodontal disease; (d) an enhanced schedule for prenata visits; () mobile response and
stabilization services; (f) oversight of psychotropic medication, including pharmacy consultant
services, and (g) increased schedule of |aboratory tests related to the identification and treatment of
infections known to prompt preterm labor, including testing for urinary tract infections, sexualy-
transmitted diseases, asymptomatic bacteriuria and Chlamydia.
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3. Individuals Leaving the Criminal Justice System (Alternative Benefit Plan E). DHS
would establish a medica home to coordinate care for individuals with severe mental illness
leaving the criminal justice system and the state's mental health ingtitutes (MHIs). This program
would target the following three groups of MA-dligible individuals:  (a) persons placed in the
community under supervision after leaving prisons and the MHIs; (b) individual who have multiple
chronic health conditions who are exiting the prison system; and (c) individuals participating in
either the conditional release program or the Opening Avenues to Re-entry Success (OARS)
program who are placed within communities in the southeast region of the state.

In addition to providing the full MA benefits under the standard plan to this population, DHS
would offer care coordination, medical assessments, and medication therapy management services.

Corrections staff and MHIs staff would provide outreach and information sharing to the
target populations, such as. (@) informing digible individuals in writing about their enrollment in
the program, including their option to leave the program after six months; (b) informing €ligible
individuals about how to discontinue their participation; (c) letting individuals and families know
that there is no cost or reduction in benefits; (d) educating digible individuals and families about
the benefits of participating in the program, including improved communication and coordination
between dl health care providers; and (€) documenting requests for disenrollment.

4, Individuals with Two or More Chronic Conditions (Alternative Plan D). DHS would
establish a medica home to coordinate care for BadgerCare Plus and SSI-eligible MA recipients
who: (a) have two or more chronic conditions, such as asthma, diabetes or heart conditions, but
excluding mental health comorbidities; and (b) have two or more emergency room visits or one
hospitalization in the past two years. DHS has not yet determined where the pilot areawould be.

The Nationa Committee for Quality Assurance (NCQA) is a private, not-for profit
organization dedicated to improving health care quality. The NCQA definesa PCMH as:

"amode of care that strengthens the clinician-patient relationship by replacing episodic care
with coordinated care and a long-term healing relationship. Each patient has a relationship with a
primary care clinician who leads a team that takes collective responsbility for patient care,
providing for the patient's health care needs, and arranging for appropriate care with other qualified
clinicians."

PCMHs that meet NCQA's standards receive nationa recognition. Under this program,
PCMHs may obtain NCQA recognition by meeting specific elements included in the following six
broad categories. (a) enhanced access and continuity of services; (b) the collection and use data for
population management; (c) use evidence-based guidelines for preventive, acute, and chronic care
management, including medication management; (d) the provision of self-care support and
community resources by assisting patients and their families in self-care management with
information, tools and resources; (e) tracking and coordinating tests, referrals and transition of care;
and (f) the use performance and patient experience data for continuous quality improvement. A
plan may obtain NCQA recognition by meeting performance standards on a point-based system.
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Currently, there are approximately 1,500 PCMHs nationwide that have obtained NCQA
recognition.

In August, 2011, Hedlth Affairs published an article by Marcy Takach, the program Director
for the National Academy for State Hedth Policy, entitted Reinventing Medicad: State
Innovations to Qualify and Pay for Patient-Centered Medica Homes Show Promising Results.
Although states have only recently begun implementing PCMHs for their MA populations, the
author concluded that the limited data from these states demonstrate positive trends, and have
encouraged state policy makers to expand or continue their efforts. These conclusions were based
on standardized surveys of states and web-based research that was verified through correspondence
with state policy-makers.

States that implement MA PCMH programs must establish qualification standards, which are
frequently based on the NCQA guidelines. However, some states modify the NCQA standards,
adopt standards from other accreditation organizations, or create their own standards. Once states
define their qualification standards, providers that meet the state's PCMH standards may qualify for
new incentive payments to support the enhanced services. These incentive payments may take
several forms, including: (& monthly care management fees, typicaly ranging from $3 to $4 per
member per month, plus fee-for-service payments; (b) enhanced fee-for-service payments for
certain office or outpatient visits during which the patient receives evaluation and management
services; (€) lump-sum payments to fund up-front costs, such as additional staff or infrastructure
costs, (d) payments to networks and teams, in addition to monthly care management fees; and (€)
performance-based incentive payments.

While noting that independent evaluations of the cost-effectiveness of the PCMH model are
not yet available for many states that have recently enacted PCMH programs, Ms. Takach reviewed
limited data available from three states -- Oklahoma, Colorado, and Vermont -- and found evidence
of reduced per patient costs, and increases in patient access to care as a result of establishing
PCMHSs.

Estimated Effect: Current research suggests that the establishment of medica homes for
targeted populations may have the potential to reduce health care costs. However, the Department's
medica home initiatives are in the early stages of development. While DHS staff have had
discussions with severa health systems that have expressed interest in these proposals, DHS has
not developed information regarding the potentia increases in the costs of additiona services that
would be provided to enrollees and enhanced payments to providers, nor savings associated with
reduced utilization of services by enrollees that DHS assumes would occur.

The Department's documents relating to the establishing PCMHs for these four population
groups suggests a potential net savings of approximately $9.3 million ($3.7 million GPR and $5.6
million FED) in the 2011-13 biennium. In addition, the Department is development proposals to
establish PCMHs for additional target groups.
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FISCAL SUMMARY

In its September 30, 2011, report to the Committee, DHS indicated that the required savings
target for the MA program for the remainder of the 2011-13 biennium is $554.4 million (all funds).
That target reflects the Department's updated biennia projections for the MA program through
September 30, 2011. The Department's estimated biennial savings associated with the itemsin this
submission total $298.3 million. The Department expects to realize the remainder of the $554.4
million through other initiatives.

ALTERNATIVES

The alternatives presented for the Committee are divided into the following three groups: (a)
items relating to the MOE waiver request; (b) items that would establish new benchmark plans for
BadgerCare Plus populations; and (c) items that would establish medical homes for several target
populations.

The Committee could approve the Department's request, as submitted, exercising its
authority, provided under Act 32, to direct DHS to seek awaiver of severa requirements of federa
law (including awaiver of the PPACA MOE requirement) and to direct DHS to implement policies
that would supersede current state statutes relating to eligibility, cost-sharing, and services provided
under the program subject to that federal approva (AlternativesAl, B1, and C1).

Alternatively, the Committee could modify the Department's request by deleting any of the
components of the request (Alternatives A2, B2, and C2). Under these options, DHS would be
unable to implement any of the proposals deleted by the Committee, since these proposals would
conflict with current state law, and could not be forwarded to CMS for approva as part of awaiver
request or state plan amendment. If the Committee chooses to delete any items from the DHS
proposal, DHS would not be able to redlize any potential savings that may result from their
implementation. Consequently, DHS would need to develop alternative proposals to reduce
program costs in order to avoid a potential funding shortfall in the program in the 2011-13
biennium. Any such proposals that would conflict with current MA statutes would be brought
before the Committee at a later date. However, some proposals, including proposals to increase
funding available for the program, may require legidation.

Finally, the Committee could rgject the entire proposal. Under this option, DHS would be
prohibited from submitting the MOE waiver request to CMS, and DHS could not make any
changes to the program that would conflict with current state law. Similar to the second option,
this option would most likely require the administration and, perhaps, the Legidature, to address a
potential shortfall in funding for MA benefitsin the 2011-13 biennium.

With respect to the MOE waiver request, Act 32 states that if the walver request does not
receive federa approval before December 31, 2011, the Department shall reduce the income
eligibility level for non-pregnant, non-disabled adults to 133% of the FPL. These individuals are
currently eligible for the program if their income does not exceed 200% of the FPL. DHS estimates
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that approximately 53,000 such individuals could lose their BadgerCare Plus ligibility under this
provison. The estimated annual savings to the program associated with their disenrollment is
approximately $150 million ($60.0 million GPR and $90.0 million FED).

A. ItemsRequested asPart of the Maintenance of Effort Waiver

1 Approveal of theitemsincluded in the MOE waiver request.

2. Delete one or more of the following itemsincluded in the MOE waiver request.

a Increase premiums to 5% of family income for families with income greater than
150% of the FPL.

b. Terminate eligibility for individuals and families with access to employer-based health
insurance where the employee contribution to the premium is less than 9.5% of household income.

C. Discontinue eligibility for young adults covered under parents policies.
d. Increase eligibility restrictions related to non-payment of premiums,

e Disenroll individuals, and therefore coverage for services, closer to the date an
individual is determined to be indligible.

f. Repedl retroactive digibility for all BadgerCare Plus recipients.
o. Repeal presumptive eigibility for children.

h. Count income of al adults, except grandparents, who are living in a household for at
least 60 days.

i Require verification of state residency prior to enrollment.

B Eliminate Transitional MA.

B. ItemsReatingto Benchmark Plans
1 Approve al of theitems that relate to benchmark plans.
2. Delete one or more of the following items relating to benchmark plans.

a Transfer all BadgerCare Plus recipients in families with income greater than 100% of
the FPL to a BadgerCare Plus benchmark benefit plan.
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b. Establish a benchmark benefit plan for children enrolled in the Birth to 3 program.

C. Convert the state's 1915(i) waiver, which provides community recovery services, to a
1937 benchmark alternative plan.

C. Medical Homesfor Selected Populations

1. Approve al of the items relating to establishing medical homes for selected
populations.

2. Delete one or more of the following items relating to the establishment of medical
homes.

a Medical homesfor childrenin foster care.
b. Medical homesfor pregnant women.

C Medical homesfor individuals leaving the crimina justice system.

d Medical homes for individuals with two or more chronic conditions.

Prepared by: Charles Morgan, Eric Peck, Grant Cummings, and Sam Austin
Attachments
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ATTACHMENT 2

2011 Federal Poverty Levels

Family
Members 100% 133% 150% 200% 300%
Annual Income

1 $10,890 $14,484 $16,335 $21,780 $32,670
2 14,710 19,564 22,065 29,420 44,130
3 18,530 24,645 27,795 37,060 55,590
4 22,350 29,726 33,525 44,700 67,050
5 26,170 34,806 39,255 52,340 78,510
6 29,990 39,887 44,985 59,980 89,970
7 33,810 44,967 50,715 67,620 101,430
8 37,630 50,048 56,445 75,260 112,890

Monthly Income

1 $908 $1,207 $1,361 $1,815 $2,723
2 1,226 1,630 1,839 2,452 3,678
3 1,544 2,054 2,316 3,088 4,633
4 1,863 2477 2,794 3,725 5,588
5 2,181 2,901 3,271 4,362 6,543
6 2,499 3,324 3,749 4,998 7,498
7 2,818 3,747 4,226 5,635 8,453
8 3,136 4,171 4,704 6,272 9,408



ATTACHMENT 3

Comparison of State Medicaid Income Eligibility Standardsfor L ow-lncome Families

January, 2011
Children, Age 0-19 Parents Childless Adults Pregnant Women
Medicaid/ Medicaid (or Morelimited  Medicaid (or MoreLimited Medicaid/

CHIP Look-Alike) ThanMedicaid Look-Alike) Than Medicaid CHIP
Alabama 300% 24% - - - 133%
Alaska 175 81 - - - 175
Arizona 200 106 - 110% - 150
Arkansas 200 17 - - - 200
Cdifornia 250 106 200% - 200% 200
Colorado 250 106 - - - 250
Connecticut 300 191 306 73 310 250
Delaware 200 120 - 110 - 200
District of Columbia 300 207 - 211 211 300
Florida 200 59 - - - 185
Georgia 235 50 - - - 200
Hawaii 300 100 200 100* 200 185
Idaho 185 39 - - - 133
[llinois 200 (300) 191 - - - 200
Indiana 250 36 200 - 200 200
lowa 300 83 250 - 250 300
Kansas 241 32 - - - 150
Kentucky 200 62 - - - 185
Louisiana 250 25 - - - 200
Maine 200 200 300 - 300 200
Maryland 300 116 - - 128 250
M assachusetts 300 133 300 - 300 200
Michigan 200 64 - - 45* 185
Minnesota 275** 215 275 - 250 275
Mississippi 200 44 - - - 185
Missouri 300 25 - - - 185
Montana 250 56 - - - 150
Nebraska 200 58 - - - 185
Nevada 200 88 - - - 185
New Hampshire 300 49 - - - 185
New Jersey 250 133 200* - - 200
New Mexico 235 67 408* - 414* 235
New Y ork 400 150 - 100 - 200
North Carolina 200 49 - - - 185
North Dakota 160 59 - - - 133
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Children, Age 0-19 Parents Childless Adults Pregnant Women

Medicaid/ Medicaid (or Morelimited Medicaid (or MoreLimited Medicaid/
CHIP Look-Alike) Than Medicaid  Look-Alike) Than Medicaid CHIP

Ohio 200% 90% - - - 200%
Oklahoma 185 53 - - - 185
Oregon 300 40 201% - 201% 185
Pennsylvania 300 46 208* - 213* 185

Rhode Isand 250 181 - - - 250 (350)
South Carolina 200 93 - - - 185
South Dakota 200 52 - - - 133
Tennessee 250 127 - - - 185
Texas 200 26 - - - 185
Utah 200 44 150* - 150* 133
Vermont 300 191 300 160 300 200
Virginia 200 31 - - - 200
Washington 300 74 200* - 200* 185
West Virginia 250 33 - - - 150
Wisconsin 300 200 - - 200* 300
Wyoming 200 52 - - - 133

* |ndicates that program enrollment is currently closed.
**|nfants under 1 year of age are dligible up to 280% of FPL in Minnesota

Source: Nationa survey conducted by the Kaiser Commission on Medicaid and the Uninsured with the Georgetown University
Center for Children and Families.

Page 44



'SINa
U0 JojJ JuswAedoo o 'saljddns onegelp
Joj uonduosaud Jed wewAedos 05 0%

‘AQna)

uswidinbs [ea|pa B|eINP JO 3N By} Y} IM
painbal afe TeY) SINQ Yo pue ‘satjddns
Awoiso ‘sa1jddns anadelp Jo abeono)

'SIA
Jayo JojJ uswAedod o 'saijddns anegeIp
Joj uonduosaid sed wewAedod 05 0%

‘@na)

wawdinbe [eaipawW a|ceJnp Jo asn ayl Y1im
painbal a8 YISINQ Byio pue ‘saddns
Awo1so ‘saljddns ansgelp jo afeseno)d

'sa1|ddns
o1egelp Joj uonduosaid Jed 0G'0% pue
801nJes Jad JuswAedod 00'€$ 01 05°0$

‘abeonod ||n4

Swa)
so1|ddns eoips A 9|gesodsiq

slequiew

[fe 10} 1SIA sod JuswAedod GTS e
siinpe

Jlojsainuap J0) BuLeys-1S00 040G @

Burreys 10D

saimuaQ

S9INpa2o.d [ealbins

aAIRIOIRY a|dwis

aANURNId

onsoufeiq e

:01 pa11Wi1| S| afeeN0D [RIUSP

‘Jop|o pue afe Jo SIeak Tz Skequiswl 10

'S90IAJSS [eIUSpP IO}
sjusWwia.INba. BuLreys-1s00 pue a|q11onpap
w0} 1dwexe a.fe usWom Jueuboid

'S30IAJSS ||e U0 33} 8|gemo| e
J0 1eaJed Qg 01 enbs BulLeys-150D

-ansoubelp pue annuanaid 190X Sa0IAISS
|fe 01 sa1jdde 8|q13onpsp 00°002$ V

*Jeak Juawl | [oJuB
Jod 00°05.$ 01 patiwi| abeenoD

‘Ua.p|Iyo pue
uswom Jueubsald Jo) sainpadoud [eaibuns

‘901nes Jad wewAedod 00°E$ 01 05°0%

“;obBunoA pue pue ‘sonuopolied ‘BAlreIosal o dwis
afe Jo sleak Oz Siequiswi Jo) aliesonod N4 | ‘onsoubelp ‘eanuanaid jo afelonod paliwi] ‘abeonod ||n4 reueg
181A Jod JuswAedoo 00'STS 181A Jad uewAedod 00'STS "901AJBs Jad WewAedoo 00'e$ 01 05°0%
‘abeonod ||n4 "abesonoo N4 ‘abeonod ||n4 ongeidoniyd
181A Jod JuewAedoo 00'STS 151 Jad uewAedod 00'STS "901AJBs Jod ewAedoo 00'eS

'S90IAISS | pRre el
pue sanpa2o.d eoIBIns ureLa9 Jo abeono)

'SOOINISS (e| PRI pue
saInpaoo.d [ea1bins uelsd Jo afielono)

'SSOINISS Oe| paefel pue
saInpago.d eaIbins ueLd) Jo abelno)

sle) ArbIns Alornquy

ue|d Xfewousd snid
aIeDebpeg pasodold ay) Jepun abeseno)

ue|d Yfewyousd snid
aleDebpeg 1wa1InD ay) Jepun abeeno)

PEJIPS Al UISUOJSIAN pUe Le|d plepuels
snid aredebpeg ay) Jepun abiesenod

80INIRS

snid 8 feD kbipeg pasodo d pue predips Al USUOSIM ‘Ueld pfepuels shid 3.1ed ebped

112y uosiredwo) S30IA S Pa JBA0D Ue|d Y fewyouag

7 INSWHOVLLVY




"JuswAedoo oN

"uswAedoo oN

"JuswAedod oN

"abeonod ||n4 "abesonoo N4 ‘abesonod |In4 |  (YS3) asessiq euay abels-pug
w1 | ek JusL|0Jud 00°00S 2 Jlwi| ek Jusw|[0JUS 000052
a1 01 199lgns are siredal pre BuleaH a1 01 100lgns are siredsl pre BuleaH
Ssiue|dwl ;eo|yoo) e Siue|dwl fea|yoo) e
'spre Bulieay paioyoue-auog e 'sple Bulieay paloyoue-auog e
'S9110SS30J8 'S9110SS300e
pue ‘saLeq pre Bulesy ‘spre bullesH e | pue ‘ssleiieq ple Butieay ‘spre BuiesH e
‘MW Jeak Jusw |j01us 00°00G 2$ U} JW1| Jeah Jusw|0Jud 00°00S S du}
SpJemo} Junod 10U Op SWRyl BuIMO|joJayl |  SPJfemol JUnod Jou op swiall Buimo|jo) ay L
“JuswAedod

N Jeak

JUBWI|[0JUS 00"00G‘Z$ 8Y1 pJemol unod INg
WwawAedod 03 199 [gns Jou ale swell riusy
‘wall Jad swAedod 00'S$

“Jeah el |j0Jud

Jad 00°0052$ 01 dn afiesenod ||n4

Jwi| seak

JUBWI [|0JUS 00"005‘Z$ 841 pJemol Junod INg
WwawAedod 03 199 [gns 10U B swell [eluey
‘wil Jad JuswiAedod 00°S$

*Jeah Jusw |[0Jud

J2d 00°005‘2$ 01 dn afiesonod |IN4

01 109[gns 10U a8 SWa)l [RIUSY

‘wiell Jod wewAedod 00'E$ 01 0G5°0$

‘afeJonod ||n4

awa)
Juawdinb3 e21pe N 3l0eINa

'sbnJp aweu pueiq 10} 00’8
'sBnup o1eUSB 10) 00 TVS @
'SMO||0) Se a.e sjuawAedo)

'SUOIN|OS Y} feaH smineN Aq pasisiuiwpe
welboid arredsse sisiyl ploo x4ebpeg
ul pajjoue Ajjedirewoirte aq ||IM SequB N

'sBn.p Asessadeu
Al[eaIpaw pue.q pue sasse|o Bnip 100es
loj3|ce|lere 3q ||IM uoleziioyine Jolid

'sBnup pioido JoJ yuow
Jod suonduioseid G 01 pariwi| a1e Siequs N

'sBnup D10 swos pue 1517 Bniq pa.eeid
S pRIIPS N UISUOISIAA U0 SBnIp aleu pue.q
paJiejoid ureled ‘sbnup o1eush Jo afelono)

‘sHwi| Jeddn ou yim wswAedod 00'S$

'SUOIIN|0S Y feaH snineN Aq paseisiuiwpe
weJlboid srredss e siSiyl pjoo xyebpeg
u1 pajjoue A|eorfewoie aq |[IM SiequiB N

'sbn.p pioido 1o} yuow
Jod suonduosaid G 01 pariwi| ate siequiB N

'sBnup D10 awos
pue 11jeusq Bnip Akenwioy AJuo-oLBuUsD

‘winwiixew 00°2T$

SIY1 WOoJ} papnoxa afe sbnup Jejunod-ay)
-RAQ "Yuow sd ‘epinoid Jad ‘Jequiswi
d 00'ZTS$ 01 pariwl| a.fe siuswAedo)

'sBnup swkeu puelq 10} 00°'Ss  ©
'sBnip o1eueb J0) 00T ©

sBnip 010 10j 050 ©
'SMO||0} Se a.e sjuawiedo)

'sBnup pioido JoJ yuow Jed
suondiosaid G 01 paliwil| a.e SequiB A

'sBnup (D10) »unod

-8U1-Jon0 awios pue sbnip uonduosaid
aleu puelq pue J1eush Jo afeonod
ynm 11jeusg Bnup aasusysidwod

sbnig

ue|d Yfewyousd snid
aIedebpeg pasodold ay) Jepun abeseno)

ue|d yfewyouag snid
aledebpeg 1wa1InD ay) Jepun abeeno)

PEJIPS A UISUOJSIAN pUe Le|d prepLels
snid aredebpeg ayy Jepun abiesenod

80INIBS




"JusLUIea 1) 8snae aoueIsans Jo/pue Yleay
[ewsw Joy Aess Jsad JuswAedod 00°0SE  ©
'shexs jeaipaw Joy Aexs Jod 00'00TS  ©
'SMO||0} Se a.e sjuawiAedo)

Juswires sy

asnge aoueisgns Io/pue Yifeay
[ewaw Joy Aess sod wewAedod 00'05$ @
skexs [eaipaw Joy Aess Jod 00°00T$  ©
'SMO| [0} Se a.e sjuswifedoD

‘feis Jad ded
00'G/$ e yum Aep sad Juswkedod 00°€$

"abeonod ||n4 "abeonoo N4 ‘abeonod ||n4 [e11dsoH e itedu |
"JuswAedoo oN
"JuswiAedod oN "JuswAedoo oN
‘awiR)l| Jod sAep 09g 01dn ‘abesonod |4 | awipyl| Jod sAep 09g 01 dn ‘afiesonod [n4 ‘abeonod ||n4 9010dsoH
181A Jad uswAedoo 00'STS 151A Jod uswAedod 00'GT$
"P2JON0D 10U B8 SIOINSS "PoJOADD 10U B.Je S INISS
a.Jed [euosJad pue Businu Anp aeAlld a1ed eucsJed pue Businu Anp aeAlld
"Jeoh " JeaA Jusw | [0Jud "uewAedoo oN €] c%)

JUBW [[oJud Jad S1ISIA 09 01 palil | abelen0)

'S901AJSS U1eay awoy Jo afesenod (N4

jod s151A 09 01 peiw| afesen0d

'S90IAJSS U1eay awoy Jo afieenod |in4

'S90IAJSS 880 [eucsled
pue ‘yyeay awoy ‘Ndd Jo afiesenod |ind

leuosed pue ‘[Nad] businN
An@awrAld ‘UYiesH swoH)
S3OIAISS 9.JeD SWoH

ASIA
auo BuNp paesIulWPe sainpadoid jo adAy

"}ISIABUO
BuLINp pasesiuiwpe sanpaso.d Jo adAl Jo

'sol1R1eq pre Bulreay Jo) uewAedod oN

Jo Jaquunu ay} Jo ssajpefal ‘1siA Jad 00'ST$ | Jequinu ay) jo ssapsebal ‘1siA Jad 00'STS "ainpado.d
Jad wewAedoo 00°E$ 01 05°0%
“;obBunoA pue " RBUNOA pue
afe Jo sleak /T Ssiequisw Jo) alesonod N4 | abe Jo skeak /T Siequisl Jo) afiesonod N4 ‘abesonod ||n4 sa0IAJeS BulleaH
"abe Jo SIeah Oz pue ‘6T ‘8T Siequiawl
Joj Buiusaias Jad swAedod 00 TS
"I Joafe "I Joabe "TZ J08fe Y} Jopun sfenpiAlpul

3y} Jopun S[enpIAIpUI IO} S3OIAISS JBYI0 pue
sBulusa1as 2/UDy1eaH Jo afeienod N4

3y} Jopun SenpIAIpUI J0J SSOIAKSS JoYlo pue
sBuIUs1s Y2/YDY1eaH Jo abesonod N4

10] S301AJSS JB10 pue sBulugaIds
308U ESH Jo afesenod [ing

usJp|IYD 1oy sBullse.os YieeH

ue|d Yfewyousd snid
aIedebpeg pasodold ay) Jepun abeseno)

ue|d Yfewousd snid
aledebpeg 1wa1InD ay) Jepun abeeno)

PEJIPS A UISUOJSIAN pUe Le|d prepLels
snid aredebpeg ayy Jepun abiesenod

80INIBS




"JuawAedoo oN "JuswAedod oN
“Jeak “Jeak "JuawAedoo oN
W |joJus Jad sAep Qg 01 palill] Sawoy Wwaw|joJus Jad sAep OE 01 pari| SSWoy
Businu pa||1xs e sAels 10} aliesenod N4 Buisinu pa||xs e sAels 1o} abiesonod N4 ‘afeJonod ||n4 S90IAJBS BWOoH BusinN

"JuswAedod oN

'S30IAJSS 3SNCe 9oURISgNS
Wwairedino 1o} 1sIA d 00°'GTS
"(JuswieBeuew [eaibojoJew.reyd
pue Adesoyl 9ASNAUCJ0IIBR
10} wawAedod ou)
dnoJb 1o enpiaipul — Adesayioyossd
‘Wexa MaIABIUL d1soubeIp yieay
[ewaw W iredino Joj 1sIn Jod 00'STS @
"(s1591 ge| J0J JUBWAedod ou) Sa01AIeS
JusWIea} ONooLeU JoJ ISIA Jod 00'GTS @
'S90INJBS
Wwewreas) Aep [ Joj Aep od 000TS o
S80INISS eMidsoy s fredino |
Joj1s1A sed wewAedod 00°STS 01 00°0T$

JUSWITES .} [eNUSP IS 8SNCe 0UeISaNS
pue ‘saainies Aonodal AJlunwiwiod

‘s1inpe 1o} AJIUNWILIOD pue awioy

U} U1 SS0IARS Uifeay felsw Jusiredino
‘S901AJSS A1IUNLUILLOD SAISUBYRdWod
‘wrelboid poddns AJiunwiliod ‘uonusARIUl
SIS1I0 318 PaISA0D 10U SNBSS

3SNCfe S0URISONS PUe Y3 esy [ejusl 1oy
sfexs [eidsoy s iredul pue ‘uswies.) Aep
Uifeay [elusLl 1usdSa 0pe/P|IY0 ‘UsIp 1Yo
puUe sy|npe o} Juawiea. Aep asnage
B0URISONS 'S} npe 10} JusiIea) Aep yijesy
[eJusW 1npe *(JuswuIea .} 91odfeu Buipnput)
asnae soueIsgns Jus iledino ‘yifesy

[eluBW JUB 17edIN0 BpN [oUI SIDIAISS PRJBACD

‘Bunies [elidsoy e ui papinoid are
S90IAJSS UBym palinbal 1ou JuswiAedo)

"JeaA repused Jod papinoid

“1511] SBLLIOD JOABD IYM ‘S3DIAISS JO
00°G¢8$ 10 sinoy GT 1s11) 8y 01 paiiwl|
‘@a1nses Jad wewAedoo 00°E$ 01 05°0%

"Id4 %00¢ 01 dn (‘preoq ‘Ue|d Y1jeaH 8940 |dwi3 SeIS USUOISIAN "(preoq JuswWIesl | asnqy
pue wool Bulpnoul 1ou) aeseno) N4 3] UO paseq S132IAS SIY1 Jo afielono) pue wooJ Bulpnioul 10u) afesenod N4 90URISONS pue YleaH [eIus N
ue|d Yewyousg snid ue|d Yewyousg snid PIEIPS |\l UISUCISIAN PUe Le|d prepuels e —

aIedebpeg pasodold ay) Jepun abeseno)

alenebpeg 1ua.1nD ay) Jepun abesno)d

snid aredebpeg ayy Jepun abiesenod




“Juswebeuew

auIdezo|o 10 SaoIAIes aAUBASId ‘e IseyIsaue
‘sa01nJes Aoushiewe 1oy JuswiAedod oN
‘1sIA Jod wewAedoo 00°'GT$

‘ABojoipe.
pue Aloeloge| Buipnioul ‘ebesenod ||n4

"JusWisfeuew auidezo|d Jo ‘esayisaue
‘se01nes Aousbews Joy JuswAedod oN
181A Jod JewAedoo 00°STS

‘ABojoipe.
pue Aioreloge| Buipnjoul ‘abesenod |n4

"JueWwisfeurew auidezo|o 1o ‘esayisaue
‘saoInies Aousbiewe Joj JuswiAedod oN

“Jeah fepused
Jod sepinoid Jod 00'0ES 03 paIWI|
‘@a1nJes Jad wewAedod 00'e$ 01 0G5°0$

‘ABojoipe.
pue Alorloge| Buipnioul ‘ebesenod ||n4

uensAud

‘SHW|
WwawAedod enuue Jo Ajyjuow ou are aey L

Jepinoud Jad 1sIn Jad wewAedod 00'STS

'd7IS Jo} yui|

1SIA-0Z 3Y1 SPJeMo} JUNod 10U Op S3IAISS
d71S asay.L “ebunoA pue abe Jo sieak

LT Slequiaw 1o} saLiehins jue|dw i Jes|yo0o
Jo pre BuLkeay paioyoue auoq e Buimo||o)
poLiad »eem-0g B0 SsisiA Adesoy

d1S 09 Jo wnwiixew e 0} dn SJBAOD 0S|y

(" 1d Joj ywi| 3102

3y SpJemol Junod 10U Op S1SIA Uo TRl |Iceys.
Jeipseaay ) sidesry) eosAyd

e Aq papinoid uolrll|iqeys. Jeiped 1o} Jeak
UBW |[0J4ud Jod S1SIA 9€ 01 dn SIBAOD 0S|

“1eah wew|joJ4us Jad ‘auldiosip Adessy)

‘SHw|
WwewAedod fenuue Jo Ajyuow ou e asey L

“pinoid sed sIA sed wewAedod 00'STS

'd7S Joj jwi

1S1A-0Z 81 SPeMol JUNod 10U Op SB0IAJSS
d1S ey JebunoA pue abe Jo sieak

/T SJequiew 1o} sa1ebins jue|dwi feayood
Jo pre Bulieay paloyoue auoq e Buimo||o}
poLiad eam-0g Jono s1siIn Adesoy)

d71S 09 J0 wnwiixew e 0} dn SN0 0S|y

(" 1d 1o} 3w1| 3SIA-0Z Y}

SpJemo} unod 10U Op SYSIA UOITRN | I0eys.
Jelpred ay L) sidessy) posAyde

Aqg papino.d uotrell|igeys. Jeipsed Joy Jesk
JuBW [j0Jud Jad S1ISIA 9E 01 dn SJBA0D 0S|y

"Jeah Jsw |[o4us sod ‘auldiosip Adessy)

(duIdiosip ydes Joy

Aprrledss par|nofed siiwi| JuawAedoo)
Jeak Jepused auo Buunp ‘s.1)

SIN220 BASYIIYM ‘00°00S TS J0 Sinoy 0L
1S4119Y1 01 payiwi| uoirehi|qo wewhedo)

"901AJBS Jad JuswAedod 00's$ 01 05°0$

(d718) ABojoyred afienbue] pue
yooads pue ‘Adessyl [euoirednaoO

Jad s1151n Oz 01 paliwil| ‘ofesenod |In4 Jad s181A 0z 01 paliwi| ‘Bfelenod |[n4 ‘afeJonod ||n4 ‘(1d) Adesey L easAud

181A Jod JuswAedoo 00'STS 181A Jod uewAedod 00'STS "1SIA Jad JuewAedod 00's$
‘abeonod ||n4 "abesonoo N4 ‘abesonod ||n4 [e1idsoH s iredinO

"(le1idsoy e 01 peniwipe S| egueLu "(Fe1idsoy e 01 peniwpe S| eguwaL

3y} 41 paArem) 1siA sod JuewAedod 00°00TS | 3YI JI paAERM) 1SIA Jad JuswAedod 00°09% “JuswiAedoo oN
wooy
‘abeonod ||n4 "abesonoo N4 ‘abesonod ||n4 | Aousbiewg — [e1idsoH weiredino

ue|d rewyousg snid ue|d rewyousg snid PeJIPS Al USUOJSIM pUe Ue|d plepuels 50INBS

aIedebpeg pasodold ay) Jepun abeseno)

a1eDebpeg Wwa1InD ay) Jepun abesenod

snid aredebpeg ayy Jepun abiesenod




"UOITELLLIOJUI d PUR SSOIAJSS PRJBACoUOU pUe PaJBA0D L0 UOITRULIOJUI pa|rep
10] YoogpuUeH auluQ ay1 pue suoiealjgnd 214108ds-801AI8S 18U 0] JBJoJ PINOUS SJBPINOIL "UoTTRWIOUI [eeush Se papiaoid S11/eyd Siyl Ul UOITRULIOJUI SSOIAJSS PRJOACO 8 BI0N

*Jo110ed UoWWoo
Aq uoirelodsuel) Jo) uswAedoo ON e
*ANS Ag uoireuodsuen
Jojdun Jod uswiAedod 0O°'TS @
"9ouR [nque Aq uoifeliodsue] Aouabiewis
Joj din Jod JuswAedod 000G e
'SMO| |0} Se a.e sjuawAedo)

"901AJSS PRBACD B 10} Jopinoid paisieo
B WO0JJ pue 0] uolferiodsue. Aouabiows
-uou pue Aousbiews Jo afielonod (N4

" J9110ed uowwoo

Aq uoirenodsuen Jo) wewAedoo oN e
" AWNS Ag uoirenodsuen

Joydin Jad wewAedod 00'TS e
"90Ue [nque
Aq uoirenodsue) Acushlewe

Joj du Jed ewAedod 00 0S$ @

'SMO| [0} Se a.e sjuswAedoD

"901AJSS PRJAN0D B 10} Jopinoid paiynieo
B WOoJJ pue 01 uoireriodsuel) Aouabiowe
-uou pue Aousbews Jo afelenod ||n4

"90Ue [Ngue
AousBiewi Jo JB111ed uowwod
Aq uoirelodsuel) Jo) uswAedoo ON e
*ANS Ag uoireuodsuen
Jojdun Jod uswiAedod 0O TS @
'sd L1} oue )Nque
Aousbews-uou Joj JuswAedod 002 e
'SMO| |0} Se a.e sjuawAedo)

"901AJSS PRBACD B 10} Jopinoid paiyiieo
B WO0JJ pue 0] uolferiodsue Aousbiows
-uou pue Aousbews Jo afielonod (N4

e uowwod ‘(AINS)
3PIUBA OIS N PaZife1oads
‘90Ue |NgLUYY — UoITeriodsuel |

181A Jod uewAedod 00'STS

"Jeah Juaw | [oJus Jod sasse|b a/s Jo Jred
a|buis e pue uonJIeiPI YlIM Wexs aks auQ

"1s1A Jad JuawiAedod 00'STS

" JeaA Jusw | [0Jud
Jod uongeiel yum wexs afs aup

"901AJBS Jad JuswAedod 0SS 01 05°0%

'sasse[Bafe
Jo abejonoo Buipnjoul afesonad |n4

UOSIA BUNNOY

'sa0IAJes Buluue|d Ajiwre) Jo) JuswAedoo oN

‘uoiezi|1eIs Arejun|oA Jo [esienal
ay1 pue ‘Bunusred arebo.ns ‘sjuswies ]

'S30INJSS
Buluue|d Ajiwre) Joj JuswAedoo oN

"uo11ezI|1e1S AJIUN|OA JO [eSional
a1 pue ‘Bunuared aebo.lins ‘sjuswiea.]

'S90INJBS
Buiuue|d Ajiwe; Joj JuswAedod oN

‘uoiezi|1eIs Arejun|oA Jo [esienal
3yl pue ‘Bunusred arebo.ns ‘sjuswies ]

A1nejul Buipnoxe ‘afesonod [n4 Alnejul Buipnjoxe ‘afesonod |[n4 Annejul Buipnoxe ‘afiesonod [n4 90IAIBS U1jeaH aAonpo.day
"JuawAedoo oN
"JuswAedoo oN "JuswAedoo oN
‘swe|go.d
‘swe|qoid 'swia|goJd | asnge aoueIsgns Jo Yijeay [eius Jo Ysi
asnge aoUeISgNS JO Y1[eay [elusll Jo ySIi e | asnge aoueisans J0 Yljeay [elusl Jo YSL e | Je UsWom Joj Buljesunod pue Buiusaios
uswioMm Jo} Buesunod pue Bulusaios asnge | Uswiom Joy Bulesunod pue Buiusalos asnge asnge aoueISaNs pue Ylesy [eiusw
30oUeISgNs pue Yieay [elusw aAnuana.d 20UeISgNs pue Yijeay [elusl annuana.d aAnuanid pue ‘(DDNJ) uoireuipiood
pue ‘OO Nd Bulpnioul ‘efesenod N4 pue ‘OO Nd Bulpnjoul ‘efesenod N4 ) eRrus.d Bulpnioul ‘efesenod N4 sk Aluler N/ rruaId
“Jeah Jepused
Jad sepinoud sed 00"0ES 01 paliW|
181A Jod uewAedos 00'STS 181A Jad uewAedod 00'STS ‘@a1nJes Jad wewAedoo 00'E$ 01 0G5°0$
‘afesenod |4 ‘abeJonod N4 ‘afesenod |4 Aieipod
ue|d Yfewyousd snid ue|d rewyousg snid PeJIPS Al USUOJSIM pUe Ue|d plepuels 50INBS

aIedebpeg pasodold ay) Jepun abeseno)

aledebpeg 1wa1InD ay) Jepun abeeno)

snid aredebpeg ayy Jepun abiesenod




ATTACHMENT 5

Estimated Average Monthly Cost Sharing Under the Alternative Benchmark Plan
(Premiums and Copayments) for Families With Income of 150% of FPL

Income
Group Size3
1 Adult 1 Child
150% FPL = $1,839/month
Standard plan $1,839
Benchmark Plan 1,839
State Employee 1,839
Group Size3
1 Adult 2 Children
150% FPL = $2,316/month
Standard plan 2,316
Benchmark Plan 2,316
State Employee 2,316
Group Size 3
2 Adult 1 Child
150% FPL = $2,316/month
Standard plan 2,316
Benchmark Plan 2,316
State Employee 2,316
Group Size4
1 Adult 3 Children
150% FPL = $2,794/month
Standard plan 2,794
Benchmark Plan 2,794
State Employee 2,794
Group Size4
2 Adult 2 Children
150% FPL = $2,794/month
Standard plan 2,794
Benchmark Plan 2,794

State Employee 2,794

Premium

$10.00
91.94
201.00

10.00
11581
201.00

10.00
115.81
201.00

10.00
139.69
201.00

10.00
139.69
201.00

Copayments

$20.35
91.75
67.36

20.35
111.92
101.04

32.45
163.32
101.04

36.84
132.10
134.72

40.70
183.49
134.72

Tota

$30.35
183.68
268.36

30.35
227.74
302.04

42.45
279.13
302.04

46.84
271.79
335.72

50.70
323.18
335.72

% of Income

1.65%
9.99
14.59

131
9.83
13.04

183
12.05
13.04

1.68
9.73
12.02

181
11.57
12.02



