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INTRODUCTION AND OVERVIEW OF F INDINGS

For 30 years, Americans have watched television images of migrantiworkers and their
children laboring in farm fields under untenable conditions, denied of even the most basic forms
of subsistence, - Over those 30 years there have been significant improvements in the living
conditions of migrant farmworker families. But overall, farmworkers and their children continue
to lead lives of grievous poverty and deprivation as they perform the tasks which virivally no one
else will undertake (Table 1). And because of both their mobility, and barriers grounded in
prejudice and language and cultural isolation, migrant families continue to be denied £ssential
health and family supports. ‘ - o

This report examines how the nation’s more than 4 million members of migrant and seasona!. -
farmworker families fare under the Medicaid program, the nation’s largest source of health care
financing for the poor. It finds that recent program expansions which should have provided major
benefits to millions of migrant children and women of childbearing age, as well as other family
members, are bypassing large numbers of eligible migrants because of the unique problems they
encounter in obtaining and keeping Medicaid. '

Medicaid’s failure to reach eligible migrant families means that they remain
disproportionately uninsured, even compared to all poor persons and even when clearly eligible for
coverage. Their extreme poverty and lack of health insurance (compounded by the inadequate
number of federally funded migrant health centers to provide affordable primary health care as they
travel) intensify the already serious health risks migrant families face.

To examine the Medicaid barriers faced by migrant women, children and families, the
National Association of Community Health Centers, with the assistance of the Children’s Defense
Fund, undertook a Medicaid survey of the nation’s 102 federally funded migrant health centers in
the spring of 1991. In 1990 migrant health centers, located in 43 states and Puerto Rico, provided
comprehensive basic health care to more than 340,000 migrant workers and family members, out
of a total population of 500,000 migrant and seasonal farmworkers; and assisted them in obtaining
other essential health benefits, These heaith centers are familiar with both their patients’ health
needs and the difficulties they encounter in securing health care.

Fifty centers, representing 49 percent of all migrant health centers and 54 percent of all
migrant patients served nationally, responded to the survey. Responses were received from nine
out of ten regions of the nation. The survey revealed that:

0 Virtually all health centers report that their potentially eligible patien.ts seek
Medicaid for themselves and their children, and virtually all health centers assist
their migrant patients in doing so,

0 Eighty-eight percent of responding health centers reported that migrant families
encounter significantly greater problems in securing Medicaid than their non-migrant
patients.

"0 The reasons for denial of Medicaid coverage for potentially eligible migrant

applicants indicate that thousands of eligible patients, including clearly eligible
pregnant women, infants, and children are being denied coverage for reasons other
than their inability to satisfy program eligibility requirements. Only 27 percent of
health centers reporting significantly greater Medicaid eligibility barriers for their
migrant patients indicated that excess income was a problem, and only 23 percent
reported that too many resources were a problem. However, mobility, language
barriers and inability to furnish needed documentation were listed as



disp'roportionately severe problems for migrants by 43 percent and 77 percent,
respectively, of all respondents. :

0 Denials for reasons unrelated to eligibility were common even in the case of women
and children. This is particularly disturbing given the major expansions in Medicaid
coverage for pregnant women and children enacted in recent years and the extreme
poverty of migrant families. In the case of pregnant women and children, only 23
percent of respondents reporting greater problems for migrants indicated that excess
income was a problem, only 7 percent identified excess resources as a probiem, and
only 16 percent identified categorical ineligibility. But mobility and language, as well

as documentation-related difficulties, were identified by 59 percent and 66 percent
respectively, of all respondents.

When asked about the major health problems encountered among their maternity
and pediatric patients, respondents most commonly identified conditions and
illnesses which can readily be controlled through regular medical care and for which
comprehensive Medicaid coverage is in fact available. Conditions included
malnutrition, anemia, hypertension, gestational diabetes and infections among
pregnant women. Among children, the most commonly reported conditions were the
lack of immunizations, routine exams, dental care, developmental disabilities,
dysentery, malnutrition, general infections, infectious and parasitic disease, skin
disorders, hypertension, fever, measles, and anemia. .

The burden of Medicaid enrollment will always present especially great problems for
migrant families. The fact that even those migrant families who do receive assistance from health
centers continue to face major barriers to Medicaid enrollment is of serious concern, given the large
numbers of migrant families who do not have access to the support that health centers and other
community based programs can offer.

Reforms in the procedures states use to enroll individuals in Medicaid could significantly
ameliorate the problems migrants face. Some of these reforms, such as out-stationed enrollment,
simplified enrollment procedures, a use of community-based bilingual staff, and (in certain cases)
reciprocal agreements among states through which migrants travel, can all be carried out under
current law. However, to improve Medicaid’s performance for migrant families, Congress should
enact legislation introduced by Representatives Slattery, Waxman and others, which would give
states the authority to develop reciprocal, interstate arrangements for migrant families. Under these
arrangements, states could eliminate migrants’ need to continuously re-enroll in Medicaid each time
they move to a new state and could extend to migrant families minimum enroliment periods to
protect them from arbitrary disenrollment during their travel periods.

Such agreements would dramatically reduce the frequency with which families traveling from
state to state would be forced to face the rigors of the Medicaid enrollment process. Through more
stabilized and continuous enrollment, migrants would be better assured of adequate health care.
In turn, the migrant health centers and other community providers that care for migrant families,
would be better abie to provide and arrange for the health care their patients need.

L. MEDICAID AND MIGRANT FARMWORKERS: AN OVERVIEW

Medicaid is one of the most important yet most complex of ail public assistance programs
for the poor. For the families who are able to obtain it, Medicaid plays a major role in securing
access to essential health services. Medicaid has a significant impact on access to health care,
especially care for the management of complicated but preventable health conditions (such as high



risk pregnancies), and primary and preventive health services for children.t

Medicaid not only provides direct access to health services but equally important, better
enables health providers serving the poor to furnish and arrange for a broad array of services.
Without Medicaid, it is far more difficult to serve poor women, children and other family members,
since the lack of insurance coverage greatly limits providers’ ability to secure timely and appropriate
care and services for their patients, particularly the services of specialists or admission to hospitals
in the case of patients with substantial heaith problems or with maternity-related needs. For
example, arranging for hospital admission for a pregnant woman in labor or with severe
hypertension is fraught with problems when the mother is both poor and uninsured.

In recent years Medicaid eligibility standards have been substantially improved for certain
categories of low income persons, especially children and pregnant women. Many of these
improvements hold great promise for migrant families, because of who migrant families are.
Migrant and seasonal farmworkers and their families are among the poorest and most medically
vulnerable of all low income Americans. Statistics from the United States Public Health Service
show that migrant and seasonal farmworker families are overwhelmingly young, minority, deeply
impoverished, vulnerable to major health risks, and uninsured.2

Some 1.6 million members of migrant farmworker families (from a total of 4.1 million)
reside in the U.S. These families are disproportionately members of racial and ethnic minority
groups: 50 percent are Latino, and 35 percent are black. They are also extraordinarily poor. Ninety
percent of all migrant family members have family incomes below 100 percent of the federal poverty
level, and the per capita income level in communities heavily populated by migrant families is half
the U.S. average.’

As with agricultural workers generally, migrant families are disproportionately uninsured.
They are also extremely young. A remarkable 38 percent of all migrant family members are
children under age 14 -- a figure roughly twice the U.S, average. Twenty-eight percent are women
of childbearing age.*

The Medicaid reforms enacted in the late 1980 remove the eligibility limitations that
historically have confined program coverage to children and relatives living in single-parent families
who are not in the work force and who rely on Aid to Families With Dependent Children (AFDC).
Because migrant families tend to include two parents with young children and spend all or much
of the year working, the expansions are of particular importance for them. '

Chief among the most important Medicaid improvements potentially affecting migrant
families are eligibility expansions for pregnant women and children and improvements in coverage
of unemployed two-parent families. Legislation enacted in recent years provides for coverage by
all states of pregnant women, infants and young children under age 6 with family incomes below 133
percent of the federal poverty level, phased-in coverage of all poor children ages 6 to 19, optional
coverage of all pregnant women and infants with family incomes below 185 percent of poverty, and
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coverage of two-parent families in which the principal wage earner is unemployed.’

Despite Medicaid’s potential to aid migrant families, however, the program’s basic structure
works against them in a number of ways. First, and most importantly, in order to qualify for
Medicaid, individuals or families not only must meet the program’s categorical and financial
eligibility requirements but also must be residents of the state in which they apply for benefits. The
very nature of their employment, which requires frequent movement from state to state, means that
migrant farmworker families historically have had difficulty establishing state residency.

Second, migrant families’ mobility means that they have great difficulty compieting the
application process before they move and retaining coverage once they receive benefits. Migrant
families frequently enter states only for short periods of time. Under even the best of circumstances
the Medicaid application process is lengthy. Even when families can show that they are residents
of a particular state, they may be ready to move on before their applications have been processed
(by law, states can take up to 45 days from the time an application is filed to determine eligibility).
Moreover, for those families who do gain eligibility for Medicaid, the task of remaining enroiled
is a major one. Families may have moved out of an area by the time their periodic redetermination
notices arrive.

Third, the Medicaid application process is extraordinarily cumbersome, as many studies have
shown®. It creates particularly severe problems for working families such as migrants, who often
cannot take even a half day off without losing their jobs and who are strangers in a community,
without relatives or other sources of social support to help them. The application process requires
extensive documentation of everything from family income to children’s birth dates. Families may
not travel with much of the needed documentation. Moreover, other documentation (such as

+

-verification of family income) simply may be unattainable in certain cases, since obtaining it
depends on the time and good will of employers.- The procedure also can require repeated trips

to the welfare office for families who cannot afford to lose work during a growing season.

The burdens created by the Medicaid application process and its intricate eligibility criteria
thus tend to be intensified in the case of migrant families. In addition to the normal problems
caused by poverty, these families often are strangers in the states in which they labor — absolutely
essential to the local economies in which they work, but frequently unwelcome and resented except
by a handful of public and community providers. Migrant families frequently are weighed down by
language and cultutal isolation and by barriers which flow from prejudice and discrimination.

While migrant and seasonal farm workers are overwhelmingly United States citizens or
lawful residents of the U. S., anecdotal evidence indicates that they are repeatedly treated as if they
were not. Many are fluent and literate only in Spanish. Application forms commonly are available
only in English, and families frequently are expected to navigate these forms at welfare offices in
which no one speaks Spanish.

For some time the federal government has recognized and has attempted to specifically
remedy some of the unique Medicaid enrollment problems faced by migrant families. These efforts
have focused on improving migrants’ ability to establish state residency. In 1979, in order to lessen
barriers created by Medicaid’s definition of state residency, the Heaith Care Financing

5
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Reconciliation Act of 1987).

&
See, e.g. Sarah Shuptrine Asscciates, uThe Relationship of the Reasons for Denial of AFDC/Medicaid

Benefits to the Uninsured in the United States (Columbia, SC, 19883
4



Administration (HCFA) adopted new and more appropriate standards for migrant families. Under
pre-1979 law an individual could be considered a resident and therefore eligible for Medicaid only
if he or she intended to remain in a state either permanently or indefinitely’. By definition this
standard excluded migrant families who frequently intended to remain in any given state only for
a few weeks. The 1979 HCFA regulations established a new residency standard for migrant families
which permits them, at their option, to claim residency in any state in which they are present for
work-related reasons®. It was anticipated that this reform would eliminate the most significant
barrier to migrants’ Medicaid eligibility.

However, this change did not achieve the desired resuit. The restrictive residency definition,
while the single greatest barrier to eligibility, is only one of many reasons why migrant families
cannot obtain or keep their coverage. Moreover, the employment-related residency test has tended
to introduce new problems, since as migrants’ residency now rapidly changes from state to state,
they frequently leave their work state before the eligibility determination process can be completed.
Anecdotal evidence over the years has revealed major barriers to eligibility, with migrants caught
in a continuous cycle of Medicaid ineligibility created by ever changing residence, as well as
mobility, barriers and procedural impediments.

The impact of these barriers can be seen in Public Health Service data showing source of
revenue for community and migrant health centers. Nationally, in 1990 18 percent of all revenues
generated by health centers came from Medicaid. For migrant health centers, however, only 12
percent of patient revenues where derived from Medicaid. Most migrant health centers also care -
for non-migrant poor families who reside in their communities. Thus even this depressed level of
Medicaid funding at migrant centers would be lower still, were centers’ patients exclusively migrant.

The cumulative impact of migrant’s high poverty, low level of insurance, mobility, lack of
access to heaith care, and high-risk employment can be seen in their health status, Compared to
the general population, migrant farmworkers suffer more infectious diseases and have higher rates
of such conditions as diabetes, hypertension, skin ailments, malnutrition and generalized body
infections’. Migrant family members, particularly infants and older adults, are more likely than
other Americans to suffer mulitiple heaith problems. Yet migrant family members have significantly
fewer health encounters annually than the general population®.

Il. SURVEY OF MIGRANT HEALTH CENTERS

In order to determine whether the major Medicaid eligibility improvements enacted in
recent years have had an impact on migrants’ eligibility for benefits, in the spring of 1991 the
National Asscciation of Community Health Centers (NACHC), with the assistance of the Children’s
Defense Fund (CDF), undertook a study designed to determine the impact of recent eligibility
reforms. Because migrant farmworkers are not described or tracked by state Medicaid programs
as a discreet Medicaid eligibility category it was felt that the best (and only) way to measure
eligibility barriers would be through a survey of the natjon’s 102 migrant health centers.

Located in 43 states and Puerto Rico, migrant heath centers receive funding by the federal
government to provide comprehensive health services to low income and medically underserved
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migrant and seasonal farm workers. These families live in what is known as "high impact” areas
with large numbers of farmworkers. In 1990 migrant health centers served more than 340,000 of
the estimated 4.1 million migrant and seasonal farmworkers and their family members'.
Established in 1962 in response to the widespread attention given the plight of migrant farm
workers, these clinics are known for the comprehensiveness of the primary health services they
furnish. By and large migrant heaith centers also receive federal community health center funding
to serve other low income families in their communities. Centers are located within the three
principal "streams" which migrant families travel (Table 2A-C) and furnish care to migrant families
on both a year-round and seasonal basis.

A more-than-30-percent decline in real-dollar funding levels for both the community and
migrant health centers programs during the 1980’s means that the clinics can reach only a fraction
of the farmworker families who need care. Where there are no health centers, families must rely
on health services offered by employers or charitable care offered by local medical societies, church
organizations and other voluntary associations.

Survey Methodology

In the spring of 1991 a written survey instrument was developed by NACHC and CDF and
sent to all 102 migrant health centers. A total of 50 responses were received for a response rate
of 49 percent. The 50 respondents were located in nine out of ten regions of the United States (as
defined by the United States Department of Health and Human Services) and served a total of
184,000 migrant patients (54 percent of all migrant patients served by health centers) (Table 3).

Information was sought regarding both the Medicaid enrollment barriers faced by migrant
farm worker family members and the health problems presented by pregnant women and children,
the two categories of persons. most likely to have been heiped by the recent Medicaid eligibility
expansions.

The vast majority of respondents (96 percent) indicated that migrant patients actively seek
out Medicaid, with an even greater number (98 percent) reporting that they furnish Medicaid
application assistance to migrant family members who desire benefits (Table 4). These numbers
indicate that migrant farmworker families are eager for the health insurance benefits offered by
Medicaid and are willing to undertake the application process. These numbers also tend to at least
. indirectly confirm that migrant farmworkers are overwhelmingly United States citizens and lawful
U.S. residents who do not avoid public support services out of fear of being discovered. This isa
common problem confronting undocumented workers.

Forty-four out of 50 respondents (88 percent) indicated that among their patients, migrant
farmworker families were significantly more likely to encounter application-related problems. Those
which did not indicate greater problems reported that special on-site enrollment initiatives
undertaken in cooperation with their local welfare agencies significantly reduced barriers to
enrollment. Respondents were least likely to report barriers related to actual ineligibility for
benefits. For example, only 27 percent reported excess income problems and 23 percent, excess
resource problems. Eighty-two percent reported that failure to satisfy categorical requirements was
a concern (Table 4), but this is not unexpected given the large numbers of two-parent migrant
families and Medicaid’s failure to cover adults in poor two parent families who are employed.

However, respondents far more reported problems unrelated to patients’ ability to satisfy
program eligibility requirements. Forty-three percent reported mobility-related problems, another

i
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43 percent, language barriers, and 77 percent, documentation problems.

For pregnant women and children the responses were particularly disturbing. With the
elimination of categorical eligibility limitations on coverage of pregnant women and children and
the liberalization of financial eligibility requirements, nearly all pregnant women and children in
migrant families should be able to meet Medicaid eligibility standards and avoid grave application
barriers. Yet the responses show otherwise. In the case of pregnant women and children, only 23
percent of respondents reported income barriers, only 7 percent, resource barriers, and only 16
percent, categorical-related barriers (presumably in the case of older children not yet reached by
the phased-in expansions for poor children over age 6). However, 50 percent reported mobility
problems, 59 percent, language problems, and 66 percent, documentation problems (Table 4),

Many health centers reported problems in addition to the specific areas for which
information was sought by the survey, The most common types of problems noted were related to
migrants’ inability .to comply with welfare agencies’ face-to-face interview requirements, states’
failure to honor the federal employment-related residency standard for migrants, (and their
continued requirement of permanent residency) states’ misapplication of federal alienage standards
resulting in the denial of benefits to lawfully resident migrants, and substantial bureaucracy barriers,
such as a shortage of workers at local welfare offices to meet the additional needs of migrant
workers during harvest times, lack of evening and weekend hours, and the lack of accessible
eligibility determination locations. Numerous respondents noted generally discriminatory treatment
of migrant families as a problem. '

Most disturbing of all, perhaps, were the types of health problems reported by respondents
among their maternity and pediatric patients. Virtually without fail, the problems most frequently
noted were ones that could be readily addressed through ongoing health care and for which
comprehensive Medicaid coverage is available. For pregnant women, the most frequently reported
probiems were infections, hypertension, gestational diabetes, malnutrition, and other medical risks
complicating pregnancy. Among children, the most common conditions were anemia, generalized
infections, infectious and parasitic disease, dysentery, malnutrition, lack of immunizations, measles,
fever, and lack of access to basic medical and dental care.

The responses to the survey are cause for serious concern. It is evident that despite the
active assistance furnished by health centers, large proportions of Medicaid eligible patients are
being denied benefits, not because they have actually been found ineligible but because they cannot
navigate the application process or because of their mobility. Moreover, given the extremely large
number of migrant families who have no access to the active assistance of community based, highly
skilled, and well trained providers such as migrant health centers, one can assume only that in areas
not served by health center the incidence of inappropriate Medicaid denials is far greater than this
survey indicates. '

RECOMMENDATIONS FOR REFORM

State Medicaid programs could take a number of steps to begin tackling the exclusion of
eligible migrant farmworker families from Medicaid. Some of these steps build on reforms enacted
by Congress in recent years which are designed to make Medicaid more accessible to eligible
persons. Others make use of long-standing state administrative options. All of these activities are
ones for which federal Medicaid funding is available on a 50 percent matching basis to assist states
carry out their administrative responsibilities under the program.

Qutstationed enrollment: Chief among recently enacted reforms that hold promise for migrant
families are 1990 amendments to Medicaid which require states to provide for the receipt and initial
processing of applications for Medicaid by pregnant women and children at all "federally qualified



heaith centers”. These centers include the nation’s federally funded community and migrant health
centers, as well as disproportionate share hospitals. Federal guidance regarding the program can
be found at Appendix A.

Using this new "outstationing’ program state Medicaid agencies could develop enroliment
initiatives with migrant health centers specifically targeted at migrant and seasonal farmworkers at
all clinics and satellite locations. Initiatives could invalve all programs that large numbers of
migrants use, such as local health agencies, WIC clinics and migrant Head Start programs. These
initiatives could provide for:

0

on site screening of all potentially eligible migrant family members, in addition to
pregnant women and children; :

on-site application receipt and processing, using specially trained bilingual clinic
workers familiar with migrant families and equipped to assist them deal with
English-language forms, documentation tasks, and other activities (all of which can
be done at outstationed locations according to the new guidance);

on-site eligibility determinations using traveling welfare office caseworkers
authorized to make a final determination or by using technology designed to make
local welfare office accessible to remote migrant sites. For example, through
computers and facsimile machines, all completed applications could be immediately
transferred to a local welfare office for final verification and determination;

fast-track determinations for migrant family members so that final eligibility
decisions are made within days, not weeks. Notification can be given to migrant
clinics on patients’ behalf so that they can inform their patients, assure they receive
appropriate identification cards and help them comply with redetermination
requirements;

presumptive (i.e., temporary) eligibility for pregnant migrant women so that each
migrant health clinic can issue Medicaid cards on the spot for all ambulatory
pregnancy-related care (currently only half of all states have taken the option to
offer presumptive eligibility to pregnant women).

‘arrangements with hospitals and birthing centers performing deliveries of migrant

women to enroll newborns into Medicaid prior to discharge and provide them with
temporary identification cards. All infants born to Medicaid eligible women are
entitled to one year of automatic coverage without reapplication as a resuit of
amendments enacted to Medicaid in 19902. However, as a practical matter this
entitlement is without utility unless families are given evidence of their babies’
coverage so that providers can bill the program. All infants, including those born to
migrant families, could be issued at least a temporary Medicaid card upon hospital
discharge to show their enrollment until a final and permanent card is furnished by
the agency. -

All of these recommendations are designed to make the application process more
accessible, and all build on the 1990 outstationing mandate for pregnant women and children. All
are reimbursable by the federal government at normal Medicaid matching rates for administrative
activities, Numerous states now collaborate with heaith centers to improve Medicaid enrollment,
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and as of July 1, 1991, all will have to maintain so-called "out-stationing" programs. Modifying these
programs to take the specific needs of migrant families into account makes sense, particularly in
areas in which large numbers of migrant families are present only for short time periods, thereby
making permanent additional local welfare agency staff an inefficient remedy.

Interstate agreements: Federal Medicaid law authorizes states to develop interagency agreements
to facilitate administration of their plans and to resolve residency related matters®. Using this
authority, states that currently employ identical eligibility criteria for sub-classes of migrant family
members could enter into agreements that permit each state to honor currently valid evidence of
Medicaid enrollment.

Table 2A-C shows those states within each principal migrant "stream" that currently use
identical criteria for pregnant women and young children. Given the uniform minimum criteria for
coverage of pregnant women, infants and young children which now exists, current federal residency
regulations appear to permit states that use these minimum standards to enter into agreements that
honor coverage on a reciprocal basis. Under such an agreement, eligible pregnant women and
children, for example, could enroll in any state and be able to use a currently valid card in all states
in which the agreement is in effect. Such agreements, in combination with outstationing programs
aimed at persons not yet enrolled in any state, would help remove some of the most serious barriers
to eligibility. These types of interstate agreements are used to aid in the administration of states’
Title IV-E and Medicaid long-term care programs, both of which involve interstate travel of
Medicaid-eligible persons!*.

A good example of states which might develop such an agreement are Idaho, Montana, New
Mexico and Oregon. All are located in the Western Migrant stream (Table 2C). All use identical
criteria for pregnant women, infants and children under six, Therefore,all conceivably could agree
to honor a valid Medicaid card for these women and children without a need for reapplication if
the card has been issued by any of the states which are parties to an agreement.

Further legislative reform: Even with these changes, however, further legislative reforms are
needed to permit more effective coverage of migrant families. More flexibility is required in order
to permit interstate agreements among states that use non-identical eligibility criteria and to permit
enrollment of migrant families without interruption for their entire travel period. As Table 2 shows,
eligibility criteria fluctuate for families from state to state within any given stream. They even
fluctuate slightly for pregnant women and infants, since some states have elected to use-slightly
higher eligibility levels for pregnant women and infants than those required by federal law.

Federal amendments further expanding state flexibility to develop interstate reciprocal
arrangements for migrants would help in a number of ways. First, the added flexibility would allow
migrants to establish coverage in one state and to be deemed covered in all states in which they
reside for employment related purposes without continuous reapplication. Currently migrants are
caught in an impossible situation. If families elect to take advantage of the employment-related
residency test to which they are entitied, they can find themselves constantly "in-between" eligibility
determinations in the various states in which they reside.

On the other hand, if families elect to estabiish a residency in one state and travel with an
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out-of-state card, other problems develop. Current federal rules governing coverage of benefits for
Medicaid beneficiaries traveling out of state restrict out-of-state coverage only to emergency or
urgent care®. Thus, were a pregnant woman with Medicaid coverage from Texas to travel to [owa,
current rules governing Medicaid coverage for persons traveling out-of state would limit her
coverage to emergency services only. Moreover, it is difficult to find providers who will accept out-
of-state cards. Were the woman to travel with an out-of state card issued by Texas, it would be
nearly impossible for her to find providers willing to accept her benefits.

All pregnant women and infants under age 1 are now entitled to continuous Medicaid
coverage without interruption regardless of changes in income eligibility. But changes in their state
of residence could, without further reforms, either cause an interruption in coverage or limit them
only to services available to Medicaid enrollees who travel out of state.

To permit the development of truly transportable Medicaid cards for migrant families that
allow continuous and uninterrupted enrollment as they travel, further legislation is required. H.R.
1392, recently introduced by Representatives Waxman, Slattery and others would permit two or
more states to develop interstate agreements for migrant families that contain the following
essential features:

0 Agreements would have to cover at least pregnant women and children under age
6 but could be extended to any potentially eligible migratory agricuitural worker and
his or her spouse and minor children; : '

0 Under an agreement, a state would be able to fully honor the Medicaid eligibility
certification extended by any other participating state which is a party to the
agreement, regardless of whether both states eligibility criteria are identical
Coverage could be extended without reapplication for benefits, just as if enrollment
had been effectuated in every state honoring the agreement.

0 Minimum enrollment periods of not less than 6 months and not more than 12
months could be utilized. During this time the migrant family members covered by
the agreement would be eligible for coverage without the need to redetermine
eligibility and regardless of any modest changes in economic circumstances.

Such agreements would have the effect of permitting all states within (or across) the three
principal streams to develop programs of truly transportable benefits for migrants. Under these
programs, enrollment for covered migrant family members would need to occur only once per 6-to-
12 month enrollment period. Cards could be issued that indicate on their face all of the states in
which they are to be honored, and there would be no need for continuous reapplication as migrant
beneficiaries move from state to state. The state in which the migrants are residing for employment
related purposes would treat beneficiaries covered by the agreement as if they had been found
eligible by the participating state and were carrying an in-state card.

While the Slattery/Waxman bill would have a potentially enormous and beneficial impact
on migrants, its cost would be modest. First, the legislation’s importance will be felt only by migrant
workers who travel interstate. A significant proportion of migrant families travel intra-state and
therefore do not encounter residency-related problems. This is particularly true with California-
based migrant families, who comprise approximately 20 percent of all U.S. migrant farmworkers.
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Second, the proposal does not add any new classes of eligible persons to the program. It
simply makes coverage more accessible. Original estimates underlying the 1989 and 1990 Medicaid
expansions assumed eligibility for poor migrant family members as well as other poor persons and
also assumed that these persons would in fact enroll in the program. Therefore, the changes
proposed by the Waxman/Slattery legislation would simply make effective for migrant workers those
benefits to which they are already entitled and whose costs have already been assumed in the
broader cost estimates prepared for recent legislation.

If implemented by states, the proposed legislation would result in Medicaid eligibility in the
case of some migrant family members in states in which, in the absence of an agreement, such
members would not be eligible, For example, if California and Oregon entered into a reciprocal
agreement covering pregnant women and infants, pregnant women with family incomes up to 185
percent of poverty level who enrolled in California would be deemed eligible in Oregon, which in
the absence of such an agreement, ordinarily covers women only up to 133 percent of poverty.

However, these slight eligibility expansions are modest compared to the large numbers of
completely eligible migrant family members who now are being denied the coverage to which they
are entitled. Moreover since all pregnant women and infants under age one are now eligible for
Medicaid regardless of changes in income levels, such flexible reciprocity honoring slightly higher
eligibility levels has sound precedent, Finally, the cost to states of not assuring continuous coverage
for pregnant women, children and other high risk populations far outweighs the slightly greater
outlays that such continuous interstate coverage could cause, .

CONCLUSION

In the absence of a national health insurance plan that eliminates state residency
requirements, families that move from that to state for work related reasons will inevitably
encounter barriers to coverage. These barriers are particularly severe in the case of migrant
families because of their poverty, heightened health needs and social and cuitural isolation,
However, a considerable amount might be done under current law to ease migrants’ plight, and
pending federal legislation would significantly increase state flexibility to begin to address the
extraordinary health needs of this population.
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Table 1

Adjusted State Profiles (Farmworkers Plus Dependen;_s)

--.-—-----.-------o-------—- ----------------------------------------------------------------

——

TOTAL

STATE MIGRANT SEASONAL MSFW Pgop

ALABAMA 4,083 2,400 6,483
ALASKA
ARIZONA 21,189 10,506 31,795
ARKANSAS -
CALIFORNIA 426,831 935,703 1,362,534
COLORADQ 20,220 29,127 49,347
CONNECTICYT 4,755 4,665 9,421
DELAWARE 1,651 3,745 5,397
FLORIDA 182,790 252,583 435,373
GEORGIA 28,08] 65,523 93,604
HAWA
IDAHO 44 513 75,455 119,968
ILLINOIS 17,508 3,332 20,840
INDIANA 6,508 1,210 7,718
Iowa 1,728 32,502 34,230
KANSAS 5,460 13,073 18,533
KENTUCKY '
LOUISTANA
MAINE 5,580 3,080 8,660
MARYLAND 1,416 2,851 4,267
MASSACHUSETTS 4,721 3,092 7,813
MICHIGAN 59,831 7,396 67,227
MINNESOTA 11,965 1,379 13,344
MISSISSIpP]
MISSQURT 1,343 18,981 20,324
MONTANA 10,417 2,609 13,025
NEBRASKA 4,030 14,726 18,755
NEVADA
MEW HAMPSHIRE 526 200 725
NEW JERSEY 6,377 7,145 13,522
NEW MEXICO 6,706 2,549 9,255
NEW YORK 18,209 11,602 30,811
NORTH CAROLINA 44,0862 300,887 344,944
NORTH DAKOTA 9,000 6,000 15,000
OHI0 9,058 2,563 11,621 -
OKLAHOMA
0REGON 89,412 39,152 128,564
PENNSYLVANTA 14,734 9,977 24,711
PUERTOQ RICQ 99,046 132,843 231,889
RHODE 'IS_AND 281 178 459
SOUTH CAROL Ina 10,760 7,800 18,580
SOUTH DAKOTA _
TENNESSEE 2,894 3,677 §,571

AS 281,778 218,360 500, 138

UTAH 7,220 1,763 8,983
VERMONT 1,515 270 1,785
VIRGINIA §,731 9,348 15,079
WASHINGTON 175,595 266,849 442,443
WEST VIRGINIA - - 2,700
HISCONS TN 7,792 407 8,199
WYOMING 5,560 . 1,240 6,800
TaTAL 1,661,875 2,506,844 4,171,419

Source: US. Public Heaith Service



Table 2A

Eastern Migrant Stream (Home Base and Receiver States)
Medicaid Financial Eligibility Levels, Selected Populations (Jan. 1991)

-

State Pregrant T _;J;iminated Children'
Women and Assets Tests Born Prior to
Infants October 1, 1983
Alabama 133% Yes 13%
Florida 150% Yes 31%
_Georgia 133% Yes . 45%
Tllinois 133% No 39%
Indiana 133% Yes 31%
Maine 185% Yes 70%
Massachusetts ‘ '185% Yes . 62%
Michigan 185% Yes 63%
Minnesota 185% Yes 57%
New Hampshire 133% Yes 55%
New Jersey 133% Yes 45%
New York 185% Yes 62%
North Carolina 185% Yes 29% B

Source: National Governor's Association; calculations by NACHC

7
ALL children under age 6 with family incomes below 133% of the federal poverty Level must be

" covered. ALl children porn on Qct. 1, 1983, or thereafter and who have attained age &, must alsa be covered

if their famiiy incomes are below 100% of the foderal poverty Level. Eligibility standards for children born
prior to Oct. 1, 1983 also agply to single parents and unemployed two-parent families.



Table 24 - Con’t

Eastern Migrant Stream
Medicaid Financiaj Eligibility

(Home Base and Receiver States)
Levels, Selected Populations (Jan. 1991)

State Pregnant Eliminated Children®
Women and " Assets Test Born Prior to
Infants October 1, 1983
Ohio 133% Yes 36%
Pennsylvania . 133% Yes 45%
South Carolina 185% Yes 47%
Virginia 133% Yes 31%
West Virginia 150% Yes 20%
WisconsmF 155‘?_’0_ Yes 35% ]

Source: Nationgl Governor’s Association; calculations by NACHC

1

All children unde
Covered. Al{ children born on 0
if theip family incomes are
prior to Oct, 1, 1983 also apply to single Parents and unemployed tho

below 100%

F age & with famjl
et. 1, 1983, or th
af the federa

Y incomes beiow 133% of the f
ereafter and who have attain
l poverty level, ibi

“parent families,



_Central Migrant Stream
Medicaid Financial Eligibility Levels, Selected Po

Table 2B

(Home Base and Receiver States)
pulations (Jan. 1991)

State | Pregnant Eliminated Children' ‘l
‘Women and Assets Test Born Prior to
Infants October 1, 1983
Alabama 133% Yes 13%
Arizonia 140% Yes 31%
California 185% No. 74%
Colorado 133% Yes 45%
Florida 150% Yes 31%
Georgia 133% Yes 45%
Idaho 133% Yes 33%
Winois 133% No 39%
Indiana 133% Yes 31%
Kansas 150% Yes 41%
Louisiana 133% Yes 20%
Michigan 185% Yes 63%
Minnesota 185% Yes 57%
Missouri 133% Yes 31%
Montana 133% Yes 39%
Nebraska 133% Yes 39%
New Mexico 133% Yes 33%
New York 185% |  Yes 62%

Source: National Governor’s Association; calculations by

1 All children under age 6 with famil

y incomes below 133% of th

ALL children born on Gct. 1, 1983, or thereafter and who have attained age 6, mus

family incomes are betow 100% of the federal poverty level.

Eligibility standards

pet. 1, 1983 also apply to single parents and unemployed two-parent families.

NACHC

o federal paverty level must be covered.

t aiso be covered if their
for children born prier to



Table 2B - Con’t

Central Migrant Stream (Home Base and Receiver States)
Medicaid Financial Eligibility Levels, Selected Populations (Jan. 1991)

State _ Pregnant Eliminated Children®
: Women and Assets Test Born Prior to
Infants October 1, 1983
North Dakota 133% No 439
‘Ohio 133% Yes | 36%
Oklahoma 133% " Yes 50%
Oregon 133% Yes 47%
South Carolina 185% Yes | 47%
Texas 133% - No 19%
Washington 185% Yes 67%
Wisconsin 155% Yes 55%

Source: National Governor’s Association; calculations by NACHC

All children under age & with family incomes below 133% of the federal poverty level must be
cavered. ALl children born on Oct. 1, 1983, or thereafter and who have attained age 6, must alsc be covered
if their family incomes are below 100% of the federal poverty level. Eligibility standards for children baorn
prior to Oct. 1, 1983 also apply to single parents ard unemployed two-parent families.



Table 2C

Western Migrant Stream (Home Base and Receiver States)
Medicaid Financial Eligibility Levels, Selected Populations (Jan. 1991)

State Pregnant Eliminated Children*

Women and Assets Test Born Prior to

Infants ‘ October 1, 1983
Arizona 140% Yes . 31%
California 185% _ No 4%
Colorado 133% _ Yes 45%
Idaho - 133% Yes 33%
Montana 133% Yes _ ' 39%
New Mexico | : 133% Yes 33%.
Qregon 133% Yes 47%
Washington 185% - Yes 61%

Source: National Governor’s Association; calculations by NACHC

all children under age & with family incomes below 133% of the federal poverty level must be
covered. ALl children born on Oct. 1, 1983, or thereafter and who have attained age 6, must also be covered
if their family incomes are below 100% of the federal poverty level. Eligibility standards for children born
prior to Oct. 1, 1983 alsc appty to single parents and unemployed twe-parent families.



Table 3 -

Overall Response to Health Center Survey

Total number of currently funded 102
migrant health centers, U.S.

Total number of patients served by 342,985
currently funded centers

Number and percentage of 50 (49.0%).
centers responding to survey '

Number and percentage of 184,014 (53.6%)
patients served by respondents

Source: National Association of Community Heaith Centers, Migrant Medicaid Survey,

1991



Table 4

Medicaid Application Patterns and Barriers among Patients
Served by Responding Health Centers

A. Total respondents 50

Number and percentage of 48 (96.0%)
respondents reporting Medicaid
application by migrant patients

C. Number and percentage 49 (98.0%)
of respondents offering
application assistance

D. Number and percentage of 44 (88.0%)
of respondents reporting
greater application barriers
for migrant patients

Application barriers affecting
migrant patients identified by
44 respondents

a. Excess income 12 (27.3%)
b. Excess resources 10 (22.7%)
¢. Family mobility 19 (43.2%)
d. Language barriers 19 (43.2%)
e. Documentation problems 34 (77.3%)
£ Failure to meet categorical

standards 36 (81.8%)

Application problems affecting
migrant pregnant women and children
identified by 44 respondents

a. Excess income - 10 (22.7%)
b. Excess resources 3 (6.8%)
¢. Family mobility 26 (59.1%)
d. Language barriers 26 (59.1%)
e. Documentation problems - 29 (65.9%)
f. Failure to meet categorical

standards 7 (15.9%)

Source: National Association of Community Health Centers, Migrant Medicaid Survey, 1991
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To smend title XTX af the Socisl Seourity Act 1o bnprove acceas Lo baslc
health carg acrvices for needy children.

IN ‘I111B IIOUSE OF REPRESENTATIVES

Mancu 12, 1991

Me. StarTeAY {for himacll, Mr. Waxsan, br. Scusues, Mr. Manksy, Mrs.
Cotvins of Ninola, Mr. Svaan, Me. WwWyngn, My, RICHARDSON, Mr. St
Konrsks, bir. BOUCHER, M. Buucs, Me. Nowian, M. ‘Townu, Mr.
Grupos, bir. KOSTHAYER, Ms. Prrosy, Me. MeDERAOTT, dr. Fuang
of Masaachuscits, v, VPavne of Hew Juorsey, Mo Lvuie of Califoraia,
Mre. Densan, M Iancel, M. Dunnin, Mr BEILENSOH, snd M.
Dwyen of Naw Jeracy) jatroduced e fullowing bill; which was geferred
1o thes Comumilico on BEncegy and Cominerea

A BILL

7o amend title XTX of tha Social Seceurity Act to impreve
access Lo basia henlth caro services for needy childeon.

i Do it enncled by the Sennte and House of Represeniu-
2 tives of the Uniled Slules of Americu in Congress assembled,

1 SECTION L. SUORT TIVLE.
4 Phis Acl inay be cited as the *Medicaid Child Heolth

5 Amendments of 1991,
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SEC. 2. OPTIONAL COVEIAGE OF CHILDREN U TO AGE 19

WITH INCORME DELOW 185 PERCENT OF TUHE
POVERTY LINE.

{a) IN G_BNEILAL.—Saclinu l902.nf the Soecial Seeu-
rity Act (42 _U'S.G. 1396a), as amended by the Omnibus
Budgel Reconcilintion Act of 1890, s amended —

(1) in subcluuses (V1) and (V1) of subseclion
(a)(10)(A)(i), Ly inserting “minimum” before “in-
coma level”, o

(2) in subseclion (M(ZKDB), by striking “13d
percent and inserting “y parecntage {estabilished by
tho State, which is not less than 133 percent and
pal more than 185 pereent)”, and

(3) in subsection ()(2)(C), by striking *100
percent” and Inserting “a perccntage (established by
the State, which Is nol less than 100 perceut sl

nol more Wan 185 percenmt)”,

(b) FLEXINILIVY ON Auk.—Section 1902(1) of such

Act is amended—
® (1) in paragraph (\)—

(A) by striking “and® al the end of sub-
paragraph (C),

(13) by _insérling “and” ot the end of sub-
paragraph (1), and

(C) by sdding at the end the following:

a xipuaddv



d 4
(1) in Paragraph (2)(A)(ii}, by Inserling *(and,

before Octabyy 1, 1983, who hays &llained 6 yogrg i applicable, Gth, 9th, 1240, gpg 16th month)" gfye,

of aga but have oy Uained 19 yeary of Age or a “Ird monty,

|
2
]
lesser agy g seleated by )9 State,”; _ 4 (1) In Paragrap), 2)B)(ii), Ly inserling “(and,
(2) in Paragraph (2HO), by striking “subpara- . 5 it applicabla, Tth, 10, 13th, ang 161 manth)*
graph (D)" auq Inserting “subparngrnph (D) or 6 afler “41), monih*; -
()", 7 (5) In Paragrap) ((A), tn the maller beforg
(c) Brrecrvg Dare.— g amendments g, by 8 clause (i), by slriking “6-month,
9

ihis section shall apply 14 Payments under g XX of (6) in Paragraph ()(A)iii), by striking “of the

the Sacinl Seeurity Aet oy calendar quosierg beginning 10 G-month perjog® and jnserling “or, if applicable,
on or aflep January 1, 1992, wilhiout regard o whather I the T, 10k, 13th, or 164y month) of he period*;
or nol fing| regulations g carry oul such sinendmenty 12 and .
have bean Promulgated by g0, date. 13 - Din Paragraph (5)(Di), by striking “of 1),q
SEC. 3. EXTENSION op MEDICAI THANSITION COVEnaGE, 14 G-mont, additional extension periog and inserting
(a) Orriona, ADDITIONAL 12-Monyny Ex'ruﬁ- 15 “lor, it applicable, (4,0 T, 10k, 13y, or 16y,
8ION.—Sectipy 1925(b) of 11a Baclal Seaurity Aq (42 16 month) of the aduitiongy extension peripd”,
118.c, iﬂﬁﬁs(b)) is amended— . 17 (b) Repiay, op Sunser l‘nowslou.——Subs‘cclion {f)
(1) in the heading, Ly striking "6~Mou'ru"; I8 of sectiop 19285 of sueh Agy is repeated.
19 (g Errecrivg DATE. "0 amendments mae by

{(2) in paragraph (1), by striking “4,q succced-

ing G-monq), period” a4 iuscrling “the Succeeding _ 20 subsection (a) shall 1akg effecl oy January 1, 1892, win,.

period of g inonths {or, at the Stala option as speci- 21 out regurd 1o whether or not fingg regulations 1o carry oyt

fied by (he State, of 9 months, 12 months, 1§ 22 sue)) amendments havg Leen Proulygated by gyey, date.

months, or 18 months)*;



SEC. 4. EXTENSION OF PAYMENT PROVISIONS FOW MEDI-
CALLY NECESSANY SERVICES IN DIS-
PIROPORTIONATE SHARE HOSPITALS TO
CHILDIEN UNDER 18 YEARS OF AGE.

(a) COVERAGE OF MepioaLLY NECESSARY SERVICES
ron CriLonen.—(1) Seotion 1902(a)(10) of the Social
Seeurily Act (42 U.8.0. 1196a{a)(10)) is amended, in the
subdivision (X) following subparagraph {13), by striking
wynder one year of nge” and inserling “under 19 years
of age”.

{2) Seotion 1902(s) of such Act, 83 added by section
4604 of the Omnibus Budget Reconcilialion Act of 1990,
is amended by striking “G years" and inserting *19
yeurs'.

(LY ASSUTUNG ADEQUATE PAYMENT FOR INPATIENT

1lospiTal,  SERVICES  FOR Cinpgen  In Dis-
PROPORTIONATE SuARE [loserraLg.—Scelion 1923(a)(2)
of such Act {42 U.8.C. 13967-4(a)(2)) is amended by add-
ing at the end tho following new subparagraphs

“(D) If a State plan under this Llitle provides

for payments for inpatieat haspital services on a

prospeetiva basis (whether per diein, per case, or
otherwise), in order for the plan to be considered Lo

have el such seelion

requirement of

1902(a){13}{(A) as of July 1, 1992, the Stale wust

submil o the Secretary by nol later than Aprit 1,

6

1092, a State plan amendinent that provides, iu the
case of lospilals defined by the Stale as dis-
propoﬂinnala share hospilals under paragraph
(1)(A), for an gullier adjustment in payment
amounlts for medically necessary inpatient hospital
services provided on or afler July 1, 1992, invalving
cxceplionally high costs or exceplionally long lenglhs
of stay for individuals one yeur of age or older, bul
under 19 years of age.”. ]

(¢) BFFECTIVE Dares.—{1)(A) The amendents
made by subsection () applies (excepl 8s provided under
subparagraph (13)) to payments under litle XTX of the So-
cial Sccurily Act for calendar quarters beginning on or
after July 1, 1992, without regard Lo whether or.nol final
regulations lo carry out such amendments have been pro-
mulgated by such dale.

(B) In the case of a State plan for medical assistance
under Litle X1X of the Social Seeurily Act which the See-
retary of Health and Human Services deiermines requin:é
Stalé legistation (other than legistalion authorizing or ap-
propriating funds) in order for the plan to meet the addi-
tional requirement jmposed Ly (he amendments made by
subsection {a), the State plan shalt not be regarded as fail-
ing o eomply with the requirements of such Litle solely

on Lhe basis of its failure Lo mect this additional reguire-
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ment before the firsy day of the firsy calendar quarier bg.
ginning afier the closa of g first repulac session of |)a
State legislaturg that beging after the dats of (1o enact-
ment of this Act._ft‘or Purposes of tha previous sentence,
in the case of g State that has g 2-year legislative session,
each year of sucl, Session shal be deemed 1o bo 4 separate
regular session of the State legislature,
(2) The smendment mage by subsectioy (b) shall tuke
elfeel an the dale of thy enactment of this Aet,
SEC, 5. REQUINING *SECTION 200(h)* STATES 10 PROVIDE
MEICAL ASSISTANCE TO misanggg ClIL.

DiEN RECE1vINgG 581 BENEFITS,

(a) In GENEML.——Scction 1902(f) of the Social Se- _

curity Aet (42 u.s.c. 1396a() is amended —
(1) by inserling "paragmph (2) of this sub-
seclion and” gfier “, exeepl ag provided jn”,
(2) by striking (1) a4 “(2)* anq inserting
“(A)" and iy, respectively,
(3) by inserling “(1)” afier “(0", and

(1) by adding at (he end the following pew

paragraph:
- "(2) A Statg shall provide medical assistance {g any
individuni under 19 years of Bgo with respect 1o whom
supplementa) securily income benefits arg payable under

title XVI.»,

8
(L) EFrrEcTIVE DATE.-—-( 1) The amendents made
by subseetion (2) apply (exeept ag Provided under para-

graph (2)) to Paymeals under tille XX of the Social Secy-

. rity Acl for calenday Quarterg bcginuiug on or afler July

1, 1992, without regard o whethier or not final regulations
lo carry oul sue), amendments have been Proimnulgated by

such date,

Stata legislation (other than legislation sutherizing or ap-
Propriating funds) in order for the plan to meet the addi-
tional requirement impased by (he amendments made by
subseelion {n), the Staie Man shall ot Le regarded as fuil-
ing o comply with the requirements of gucl, litle solcly.
on Lhe basis of jig faiturg to jneet this additiona) require-
memt before the firsy day of the first calendar quarter be.
ginning after the close of the first regular session of 10
Stala legislature thay beging afier 1he dale of the enact-
menl of this Act, For purposes of the previous sentence,
in the case of 5 Stale that has 2-year legistative session,
each year of sueh session shall Le deemed to bg o separalg

regular session of {he State legislature,



SEC. 8. MANDATONY CONTINUATION OF COVERAGE ¥olt
CIILDAEN OTIERWISE QUALIFIED FOR BEN-

EFITS UNTIL llEDE'l‘EIlhﬂNA‘l'lON.

(a) IN OEnERAL—Section 1902(e) of the Social Sa--

curily Act (42 U.8.C. 1396a(e)) is amended by adding al
the end Lhe following new paragraph:

“(12) With respect o an individual who has not at-
tained the age of 19, who is receiving medical assislance
under Lhis title, and who js determined to be no longer
eligible for such assistance, lha Stale may nol discontinue
such assistance uatil the State hos delermined thal the
individuat is nol eligible for nssistance under Lhis title on
any basis.".

(b) CONFOIMING AMENDMENT TO QUALITY Coul-
TROL.—Section 1903(u)(1)(D) of such Act (42 US.C
1306L(u)(1)(D)) is amended by adding at the end the fol-
lowing new clause:

“(vi) In delermining lhie amount of erroncous excess
payments for quarlers beginning on or after July 3, 1992,
there shall not be included any erroneous payments which
are sltributable Lo individuats deseribed in  scelion
1902(e}(i2) who are delermined to bae no longer eligible
for assistance but whoso assistance has nol buen dis-
continucd because & delerminalion on other bases for such

assistance has not been made.”.

10

(¢} BFPECTIVE Date.—The amendment made by

“subsection (n) shall becoma effective wilh respect o eligi-

bility determinations for medical assistance under lille
XTX of the Social Securily Act on or afler July 1, 1992,
withoul regard 1o whelher or nol final regulalions to earry
out such amendment have been promulgaled by such date.
BEC. 1. OYTIONAL MEDICALD COVEHAGE FOIt FOSTER
CHILDREN,
(a) In QENERAL.-—Section 1902 of Lhe Social Secu-
rity Act (42 U1.8.C. 1396a) is amended— '
(1) in subscction (u)(LOHA) i) —
(A} by striking vor gl the end of
subelause (X),
(B) by inserling vor® ot the end af
subelause (X1), and
(C) by adding at the end e following new
subclause:
#(X11) who are deseribed in sub-
seetion (z){1):";
(2) in subsecction (a)(17), Ly slriking “and
(m){4)” and inserting *(m){(:1), and (z)(1)"; and
(3) by adding at the end the fullowing new sub-

seclion:
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“(z)(1) Individuals described in this paragraph arg

2 individuals for whom a publie agency assumes full or par-

3 tial financial responsibility-—
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*(A) who have not altained the aga of 19,

*(B) who reside in a foster home, group hiotne,
or private inslitution, and

*{C) whoso incomes do nol exceed 100 percent
of the incoma official poverty line (as defined by (lie
Office of Management and Budgel and rovised an-
nually in accardance with section 673(2) of the Oum-
nibns Budget Reconciliation Act of 1981) applicable
Lo a family of one,

"(2) Notwithstanding subsection (2)(17), for individ-

uals who ara eligible for inedical assistance because of sub-

section (a)(10)(A) i) (X11)—

“{4) no resource standurd or methodology shall
ba applicd,

*(B) the Incoms standard to be applicd Is the
incognc standard deseribed in paragraph ( I)(C), and

*(C) income for these individuals shall be deter-
mined in nccordance with a mclhpdolugy which is no
mers  restricliva than  the methodology employed
under the Stala plan under part E of title IV,

(b) Errecrive Darie.—"Thy amendments made by

25 this scclion shatt become effective with respeet to pay-

—
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menls under title XIX of (he Socia) Seewrily Act for cal-

endar quarters beginning on or after July 1, 1992, without

regard to whether or not final regulalions to earry oul

such amendments have been promulgaled by such date.

SEC. B. OPTIONAL MEDICALD COVERAGE OF MIGNANT

CHILDREN, PHEGNANT WOMEN, AND THEIR
FAMILIES,
(a) INn QENERAL.—Scelion 1902 of the Social Scey-

rity Act (42 U.S.C. 1396a), as amended by section 7{a)

of Lhis Acl, is amended—

{1) in subscction {a}(10)(A)(ii)—
(A} by striking “or” at (he end of
subclause (X1),
(B) by adding “or* at the end of subelause
{X1I), and
(C) by adding al the end the foltowing new
subclause;
“(X111) who are covered under
an interstate agreement deseribied in
seclion 1902(na)(1) (relating o0 mi-
grant agricultural workers);", and
(2) by adding at the end the following new sulb-
section;

“(an)(1)(A) A Btate (which is 1 of the 50 States or

25 the District of Cohunbia) may ender inlo an agreeent
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with 1 or more other such Stales under which eachi Slate
agrees (hal iL will treat, as entitled Lo medical assistance
under its plan under this tille, regardless of whether (in
the absence of such an agreement) the individuuls would
otherwise be eligible for assislance from the Slale, and
wilhoul Lhe need to reapply for benelils, one or mora cal-
eporics of individuals deseribed in paragraph (2) .(inclnd-
ing at least pregnant women and children under § ycars
of age) who are residing in the State lemporarily.

“(B) An individual covered under such an agreement
shall be treated under this title as a resident of the State
in which the individual is rcsiding temporarily.

“(2) Wilth respect l;;o an agreemenl among Stales
under paragraph (1), an individual is deseribed in this
paragraph if the individual—

“(A) is a migrotory agricultural worker, as de-
fincd in section 329(a)(2) of the Public Health Scrv-
ice Act, or the spouse or ehild of such a worker or

other fumily member under 19 years age of such a

worher, and

*(B) has been delermined by a Stata ihal is o

party Lo the ngrecment Lo be digible to reccive medi-
cal nssistance under the State's plan as an individ-

ual deseribed in subisection (a}(10)(A).

- - T B LY, T S PO R .
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“{3) Each agreement under paragraph (1) shall
specify the period, of not less than 6 months nor more
than 12 months, during which individuals described in
paragraph {2) shall remain eligible for nedical assistance
wilhoul the need lo redelenmine such eligibility.

“(4) In the case of an individual covered under such
an agreemenl und for whom wn identification card has
been issued by a Stale, such identificalion shall speeify
(A) the time period for which coverage withoul
rcnpplicnﬁon is in effect wnder the agreement, and (B)
the Stales in which the agreement is in effeel.”.

(b) Errective Dats.—The amendments made by
this scclion shall upply lo payments under tile XIX of
the Social Sceurity Act for calendar quarters beginning
on or aller Junuonry 1, 1992, without regard to whether
or not finad regulations Lo carry oul such amendincils
havo Leen promulgated by such data,

O



Appendix C

NACHC/CDF .
Survey of Migrant Health Clinics
Regarding Barriers to Medicaid Eligibility
and Health Status of Migrant Worker Family Members

Name of Clinic BCRR#

Name of Person Completing
Questionnaire

Date Completed

L

To the best of your knowledge, do migrant worker family members apply for Medicaid
when they are living in your service area?

yes no

Does your clinic or program assist migrant family members who apply for Medicaid?

yes no

Are Migrant family members who apply for Medicaid more or less likely than other
families served by your clinic to encounter difficuities in obtaining benefits?

more less

If the answer to #3 is ‘more’, please check all applicable reasons for these difficuities.

a. ' too much income
b. too many resources (car, personal property, etc.)
c. families move out of area before the eligibility determination

process is completed

d. language problems

e. inability to provide needed documentation

£ members who apply who do not fall into a required eligibility
category (e.g., children, pregnant women, single adults with
children)

Do children under age 8 and pregnant women encounter difficulties in obtaining
benefits?



If the answer to 5 is 'yes’, please check all applicable reasons for these difficulties,

a. too much income
b. too many resources (car, personal property, etc.)
c families move out of area before the eligibility determination

process is completed

d. language problems

e. inability to provide needed documentation )

f. members who apply who do not fall into a required eligibility
category (e.g., children, pregnant women, single adults with
children)

g other (please explain)

Do children and pregnant women arrive at your clinic with medical problems requiring
treatment? -

yes no

If the answer to 7 is 'yes’, please indicate 3 most common child health problems.

3 most common pregnancy related problems

Has your local welfare agency instituted any special applicant assistance programs for
migrant worker/children?

yes no





