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EXECUTIVE SUMMARY 

 

At least once a year, every Medicaid, Child Health Plus (CHP), and Family Health 

Plus (FHP) enrollee must recertify his or her eligibility for these public health insurance 

programs.1 Through the recertification process, changes in income, family composition, 

and state of residency are disclosed that may render an individual ineligible and trigger an 

appropriate disenrollment from Medicaid, FHP, and CHP. However, the recertification 

requirement also triggers the disenrollment of many eligible individuals who simply fail to 

complete the process. 
 

New York’s recertification process is complex and time-consuming. As a result, 

the state’s public health insurance programs have persistently high levels of involuntary 

disenrollment each month. Annual disenrollment rates in New York’s health programs 

range from approximately 50 percent for CHP B and Medicaid-only beneficiaries to 85 

percent for cash assistance recipients. High rates of involuntary disenrollment persist 

despite an extraordinary commitment of resources by the state, local governments, health 

plans, and community-based organizations to facilitate enrollment and recertification in 

public health insurance programs. Involuntary disenrollment helps keep a large number of 

New Yorkers uninsured. Despite their eligibility for publicly subsidized coverage, 1.5 

million New York State residents, including almost 700,000 children, are eligible for 

public programs but uninsured. 
 

The central question of our report is whether a stringent recertification process is 

necessary to prevent significant numbers of families whose income or family size have 

changed from retaining benefits for which they are not eligible. To answer this question, 

we studied whether high rates of recertification-driven disenrollment in CHP occur 

because many enrollees actually become ineligible as their income or family size changes, 

or whether they reflect administrative burdens that exclude otherwise eligible enrollees. 

Using survey data and records from CHP insurance plans, we tracked income and family 

size variation among children recertifying for CHP B, which provides health benefits for 

children with family incomes above Medicaid limits, up to 250 percent of the federal 

poverty level. 
 

This study finds that income and family size among CHP B beneficiaries vary little 

from year to year, and that the vast majority of children due to recertify remain eligible for 

CHP coverage. Only a small fraction (less than 7 percent) of CHP B beneficiaries are 

                                                 
1 We use the term “recertification” here even though many states, including New York, have begun to 

call the review of eligibility the “renewal” process. We continue to use “recertification” because we believe 
it more accurately describes the process, which requires enrollees to prove their eligibility annually. 
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ineligible for coverage at the time of recertification based on income and family size. 

These results indicate that a rigorous recertification process is not justified to ensure that 

significant numbers of ineligible children do not improperly retain coverage. Furthermore, 

we found that families that did not complete the recertification process had significantly 

lower incomes than those that did. This suggests that the complexity of the recertification 

process has a disproportionate impact on lower-income families—the very families most 

likely to continue to be eligible for subsidized coverage. 

 

Even though recertification does not screen out significant numbers of ineligible 

beneficiaries—and actually screens out those who are most needy—New York State, its 

health plans, and community-based organizations continue to expend significant resources 

on the burdensome process. It costs nearly $70 in health plan staff costs to recertify each 

CHP enrollee, plus communication, transportation, printing, postage, and other costs. The 

state also spends $10 million annually on facilitated enrollment and recertification by 

community-based organizations. In addition, the recertification process imposes social 

costs arising out of interruptions in coverage. All of these costs are incurred to screen out 

ineligible beneficiaries, when the evidence demonstrates that few beneficiaries actually 

become ineligible a year after enrollment. 

 

This report considers the implications of these findings for reform of the 

recertification process for all public programs and analyzes the flaws in the piecemeal 

reforms legislated in New York’s Health Care Reform Act of 2002. Given the lack of year-

to-year changes in incomes and family size for enrollees and the damaging impact of 

involuntary disenrollment on New York’s insurance coverage rate, dramatic reform of the 

recertification process across all public health insurance programs is needed. Using models 

from other states, New York should implement a process that provides for a full eligibility 

review every other year and a postcard-style short form confirming residency, eligibility, 

and need for coverage in the alternate years. Further, following the example of other states 

and its own CHP B program, New York could use existing databases, such as state 

unemployment tax or IRS databases, rather than requiring enrollees to fill out paperwork 

to verify eligibility. This proposal would institute a reasonable process for capturing 

infrequent fluctuations in economic and family circumstances. 
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RETHINKING RECERTIFICATION: 

KEEPING ELIGIBLE INDIVIDUALS ENROLLED IN 

NEW YORK’S PUBLIC HEALTH INSURANCE PROGRAMS 

 

Background 

Approximately one-half of the children due to recertify their eligibility for the Child 

Health Plus B program (CHP B) each month fail to complete the recertification process 

and are involuntarily disenrolled, accounting for more than 60 percent of all those leaving 

the CHP B rolls.2 (For details on CHP A and CHP B eligibility standards, please see the 

text box on the next page.) These disenrollment rates appear in line with or less than those 

in other New York public health insurance programs. Although involuntary disenrollment 

rates for Medicaid have received less scrutiny, the evidence suggests that they are equally 

high or even higher. According to New York State Department of Health data, more than 

85 percent of Medicaid beneficiaries who also receive public assistance fail to complete the 

recertification process in a typical month.3 Furthermore, between 1998 and 2000, 12 

Medicaid managed care plans, which served 49 percent of New York State’s Medicaid 

managed care beneficiaries, reported losing approximately 4 percent of their membership 

each month (or 48 percent annually) as a result of involuntary disenrollment.4 
 

Researchers and policymakers across the country have identified onerous 

recertification requirements as a significant barrier to maintaining health coverage among 

individuals eligible for public programs.5 According to a national study, if every person 

with public or private health insurance coverage at the start of a year maintained coverage 

for even just 12 months, the number of uninsured, low-income children would drop by 

40 percent and the number of uninsured, low-income adults would drop by more than 25 

percent.6 Involuntary disenrollment of eligible individuals at recertification is undoubtedly 

a major contributor to the high number of uninsured in New York. In 2001, 410,000 

uninsured children and 870,000 uninsured adults—more than 40 percent of New York’s 

                                                 
2 Deborah Bachrach and Anthony Tassi, Coverage Gaps: The Problem of Enrollee Churning in Medicaid and 

Managed Care and Child Health Plus Plans, NYS Coalition of Pre-Paid Health Services Plans, December 
2000, p. 14; see also A. W. Dick, R. A. Allison, S. G. Haber, C. Brach, and E. Shenkman, “Consequences 
of States’ Policies for SCHIP Disenrollment,” Health Care Financing Review, Spring 2002, 23(3); Ian Hill and 
Amy Westpfahl Lutzky, Is There a Hole in the Bucket?: Understanding SCHIP Retention, Urban Institute, May 
2003.  

3 The disenrollment rate decreases to approximately 65 percent if enrollees who experienced a one- or 
two-month gap in coverage due to late recertifications are excluded from the count of failed recertifications. 
A. Tassi and D. Bachrach, The Medicaid Recertification Assistance Demonstration: Initial Findings and Implications, 
Center for Health Care Strategies, December 2001, pp. 7–8.  

4 Bachrach and Tassi, Coverage Gaps, p. 8. 
5 Dick et al., p. 66; Continuing the Progress; Leighton Ku and Donna Cohen Ross, Staying Covered: The 

Importance of Retaining Health Insurance for Low-Income Families, The Commonwealth Fund, December 2002, 
p. 10. 

6 Ku and Cohen Ross, Staying Covered. 
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uninsured—were eligible for health coverage under Medicaid, FHP, or CHP, but not 

enrolled in these programs.7 

 

A Brief Description of New York’s Health Programs 

 

New York’s Medicaid program offers health coverage for families and childless adults 

eligible for or receiving cash assistance, including very low-income, working families; 

pregnant women; children; individuals with disabilities; and the elderly. Generally, the 

income eligibility threshold for single adults (who are neither elderly nor disabled) ranges 

from 50 to 75 percent of the federal poverty level (FPL), depending on the county of 

residence and utility expenses. The income threshold for parents of dependent children 

ranges from 55 to 92 percent of FPL, depending on family size. Pregnant women and 

infants in families with income up to 200 percent of FPL and children with household 

income up to 133 percent of FPL may also qualify for Medicaid. 

 

Child Health Plus (CHP) consists of two components, CHP A and CHP B. CHP A is 

Medicaid for children, while CHP B provides health benefits for children with family 

income above Medicaid limits, up to 250 percent of FPL.8 Unlike the Medicaid program, 

local governments contribute nothing to CHP B funding and have no role in eligibility 

determinations for CHP B. Instead, eligibility determinations are made by the health plans 

that participate in the program. The CHP B benefit package, while comprehensive, is 

more limited than the Medicaid benefit package. For example, long-term care services are 

not covered and mental health services are subject to annual caps. Unlike Medicaid, 

benefits are provided only through managed care plans. There is no fee-for-service 

component. 

 

Family Health Plus (FHP) was established in 2000 as a hybrid of Medicaid and CHP B. 

It provides coverage for adults with dependent children and childless adults who have 

income slightly above the Medicaid limits—up to 100 percent of FPL for childless adults 

and 150 percent of FPL for parents. The program was incorporated into New York’s 

Section 1115 waiver and is funded with Medicaid dollars. Accordingly, local governments 

pay one-quarter of the costs of FHP and administer the program. FHP provides a more 

limited benefits package than Medicaid—long-term care services are not available and 

mental health benefits are capped. Furthermore, FHP offers benefits only through 

managed care plans. Like CHP B, it has no fee-for-service component. 

                                                 
7 Danielle Holahan, Marisa Cordova, Kathryn Haslanger, Michael Birnbaum, and Elise Hubert. Health 

Insurance Coverage in New York: An Overview and Update, United Hospital Fund, June 2003, p. 21. 
8 Families with incomes over 250 percent of FPL may purchase CHP B coverage at full cost.  
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State legislation enacted in January of 2002, the Health Care Reform Act of 2002 

(HCRA 2002), mandated that certain aspects of the recertification process in Medicaid, 

CHP A and B, and FHP be streamlined by April 1, 2003. The legislation and its 

implementation, however, have maintained the existing disparity between the CHP B 

recertification process and the far more onerous recertification process for Medicaid 

(including CHP A and FHP). 

 

Under the HCRA 2002 reforms, Medicaid, FHP, and CHP A enrollees must fill 

out a 10-page form to recertify outside of New York City and a simpler five-page form 

within New York City. The CHP B recertification form, not yet implemented as of this 

writing, is six pages long. HCRA 2002 eliminated the documentation requirement for 

income at recertification under CHP B, provided that a parent supplies a social security 

number. Further, the Department of Health, in conjunction with the HCRA 2002 

reforms, eliminated the documentation requirements for child care expenses and available 

health insurance under CHP B, so that only a change in immigration status must be 

documented at the time of recertification. By contrast, adults recertifying eligibility for 

Medicaid have to document income, assets (except in New York City), availability of 

health insurance, child care expenses, and any changes in place of residence or 

immigration status in order to recertify eligibility for Medicaid.9 FHP, CHP A, and 

Medicaid for pregnant women require all these forms of documentation with the 

exception of asset documentation, since these programs do not impose a limit on assets. 

 
Study Approach 

The central question of our report is whether a stringent recertification process is necessary 

to prevent significant numbers of families from retaining benefits for which they have 

become ineligible through changes to their incomes or household size. (Household size as 

such could cause a family to lose eligibility if a family becomes smaller while the family’s 

income remains stable—for example, if a household member dies or moves away.) To 

answer this question, we studied whether high rates of recertification-driven disenrollment 

in CHP occur because many enrollees actually become ineligible as their income or family 

size changes, or whether they reflect administrative burdens that exclude otherwise eligible 

enrollees. Using survey data and records from CHP insurance plans, we tracked income 

and family size variation among children recertifying for CHP B. 

 

This report draws on the experience of the 15 health plans in the New York State 

Coalition of Prepaid Health Services Plans (PHSP Coalition). Coalition plans are 

                                                 
9 Although HCRA 2002 requires the elimination of the requirement that adults document their assets, 

as of this writing, only New York City has done so. 
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sponsored by public and nonprofit hospitals and community health centers, and they 

provide health care for beneficiaries enrolled in the state’s Medicaid managed care, CHP, 

and FHP programs.10 The goal of the income data collection and analysis was to 

document the extent of income fluctuation among a sample group of children enrolled in 

CHP B in New York City and use this analysis to estimate: 
 

 The percentage of individuals who remain eligible for coverage within a year of 

enrolling or recertifying. 

 The percentage who become ineligible within a year of enrolling or recertifying. 
 

The study relied on data gathered from the three largest plans in the PHSP Coalition, 

representing 24 percent of total CHP B enrollment in New York City according to the 

most recently available figures, from December 2002. 

 

Study Methodology 

The investigators reviewed enrollment and recertification records for families due to 

recertify for CHP B coverage during a three-month period in 2001. We documented the 

extent to which families’ income and household composition changed within a year and, 

to the extent these factors did change, whether the changes were significant enough to 

render the families ineligible for coverage. 

 

To develop the sample, we first collected data from the three health plans for all 

children due to recertify for CHP B coverage in June, July, and August of 2001, a total of 

6,322 children. The children fell into one of two groups: 
 

 Children who were “successful recertifiers,” meaning their families completed the 

recertification process and were deemed eligible for continued coverage.11 The 

“successful recertifier” file comprised 3,056 children. 

 Children who “failed to recertify” coverage because they failed to complete the 

recertification process or submitted recertifications and were not deemed eligible 

for continued coverage. The “failed to recertify” data file comprised 3,266 children. 

                                                 
10 These health plans are well positioned to report on the effects of New York’s recertification policies, 

as they serve more than 60 percent of the state’s Medicaid managed care beneficiaries, over 50 percent of its 
CHP beneficiaries, and 49 percent of its FHP beneficiaries. Managed care has rapidly become the delivery 
system of choice in New York’s public health insurance programs. Under a federal waiver, the state has been 
phasing in mandatory managed care enrollment in its Medicaid program for several years, and managed care 
is the only option in the CHP and FHP programs. As of early 2003, approximately 1.6 million Medicaid 
beneficiaries, 500,000 CHP beneficiaries, and 166,000 FHP beneficiaries in New York State are enrolled in 
managed care plans. (Recipients Eligible for Enrollment in Managed Care: Enrollment Status by Aid 
Category and County, and Total Percent Enrolled by Provider Plan, NYS Dept. of Health, January 2003.) 

11 We included in this sample one-month “gap” kids, i.e., late recertifiers. 
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The study then focused on 670 children, including 439 children who were successful in 

recertifying and 181 children who failed to recertify their coverage (Table 1). 

 

Successful Recertifiers: Project staff constructed a successful recertifier sample of 439 

children as follows: 
 

 All children whose families pay premiums for CHP B, a total of 184 records, were 

retained in the sample. Only one child per family was included in this sample. 

(Children in households with incomes of 160 percent of FPL or more pay 

premiums for CHP B coverage.) 

 Project staff randomly selected every 10th record to create a “non-premium payer” 

sample of 255 children.12 Only one child per family was included in the sample. 

 

Project staff conducted on-site record review at two health plans to collect the following 

information on successful recertifiers. The third health plan provided an electronic file 

containing this information: 
 

 2000 income and family size 

 2001 income and family size 

 Immigration status 

 Primary language 

 Zip code of residence 

 

Project staff collected the above data on 314, or 65 percent, of children in the successful 

recertifiers sample. 

 

Failed Recertifiers: At the outset of the study, project staff collaborated with the 

United Hospital Fund (UHF) in creating the failed recertifier sample and collecting 

income data on this group. Project staff transmitted the complete file of 3,266 children 

who failed to recertify coverage to UHF. UHF randomly selected 892 records from this 

file (excluding siblings) and contracted with a private survey firm, Schulman, Ronca & 

Bucuvalas, Inc., to administer a telephone survey of parents of the failed recertifiers. The 

survey firm made phone contact (after excluding those with incorrect or inoperable phone 

numbers) with 453 families. The survey firm completed surveys for the families of 181 

children who were “unsuccessful recertifiers,” 39.9 percent of those contacted. 

                                                 
12 The sample size reflected the resources available to the plans and number of investigators available to 

conduct record reviews. 



 

6 

The survey included questions about health status, service use, satisfaction with 

care, income, family size, perceived difficulty/ease of the recertification process, and 

current insurance status. Project staff then collected additional income and household 

information from the UHF respondents. Specifically, project staff conducted on-site 

record review at two health plans to collect the following information on the 181 failed 

recertifiers. The third health plan provided an electronic file containing this information: 

 2000 income and family size 

 Primary language 

 Zip code of residence 

 

Project staff collected this data on 108, or 60 percent, of children in the failed recertifiers 

sample. The vast majority—85 percent—of these children had fully subsidized coverage, 

while 3 percent paid premiums. Plans were unable to report on the premium category for 

12 percent of these children. 

 

Table 1. How We Constructed the Sample for the Study 
Total Due to Recertify in June–August 2001 in Three Participating Plans 

N=6,322 

Successful Recertifiers Failed Recertifiers 

All Successful Recertifiers 3,056 All Failed Recertifiers 3,266 

Records selected for on-site review 
(random selection plus all premium 
payers) 

439 (184 
premium 
payers, 255 
random) 

Randomly selected to participate in 
phone survey 

892 

  Contacted 453 

Records reviewed 439 
Completed phone survey and 
records reviewed 

181 (39.9%
of those 
contacted) 

Complete data available from 
plan records 

314 
Complete data available from 
plan records 

108 

Final Sample—Successful Recertifiers 314 Final Sample—Failed Recertifiers 108 

 

Findings 

Our study found that, within the total sample of 422 children due to recertify CHP 

coverage during the study period, 93 percent remained eligible for CHP coverage in 2001 

based on income and family size. Only 2 percent of all families in the sample became 

ineligible (or would have been deemed ineligible, had they completed the recertification 

process) for subsidized CHP B coverage in 2001 based on income and/or family size 

changes. (Due to incomplete data, we were unable to determine the likely outcome of 
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recertification for 5 percent of the families in the sample.) Not only did the vast majority 

of families remain eligible for coverage, three-quarters of families in the sample remained 

in the same income-based premium category in 2001 as in 2000. 

 

Of the families that failed to complete the process, 76 percent would have 

remained eligible for subsidized CHP had they satisfied all of the administrative 

requirements. Only 7 percent would have become ineligible. (The remaining 17 percent 

did not provide sufficient information to determine eligibility.) 

 

Significantly, the study showed that those families that did not complete the 

recertification process had substantially lower incomes than those that did complete it. 

Families that did not complete the process had an average income of $14,482 in 2000, 

while those that completed the process had an average income of $18,950 in 2000. (This 

difference was significant at the .01 level.) This suggests that the complexity of the 

recertification process has a disproportionate impact on lower-income families—the very 

families most likely to continue to be eligible for subsidized coverage. 

 

To summarize, we found that: 

 

 While income and family size among CHP B beneficiaries vary little from year to 

year, many still fail to fill out and submit recertification paperwork. 

 As a whole, the vast majority of 422 children due to recertify during the three-

month period remained eligible for CHP coverage, including those who were 

disenrolled. Most remained eligible in the same premium categories. 

 Notably, among families that failed to complete the recertification process, 

incomes were significantly lower than those that submitted a completed 

recertification packet. 

 

Discussion and Policy Implications 

Recertification Requirements Lead to Arbitrary Loss of Coverage 

Our study demonstrates that only the smallest fraction of the many CHP B enrollees who 

lose coverage at recertification do so justifiably as a result of a change in income or family 

size. Although the study targeted only CHP B families, this conclusion is likely to apply to 

CHP A, Medicaid, and FHP, particularly given that these other programs require more 

extensive documentation, including documentation of income, expenses, and, in some 

cases, assets in their recertification processes and given that the income levels of their 

beneficiaries are typically lower than those of CHP B enrollees. Instead of weeding out 
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significant numbers of ineligible beneficiaries, the recertification process creates gaps in 

coverage primarily for eligible families, particularly those at the lowest income levels. 
 

The results of our study are corroborated by other research. In a study recently 

completed by the Urban Institute, only 1 percent of children renewing CHP B coverage 

in New York were denied coverage for failure to meet eligibility requirements.13 Further 

emphasizing the wastefulness of the recertification process, in research carried out together 

with this study, the United Hospital Fund (UHF) conducted a phone survey of 370 CHP 

B beneficiaries due to recertify coverage in June, July, or August of 2001.14 Their sample 

included 189 CHP beneficiaries who successfully renewed their coverage in addition to 

the 181 beneficiaries who failed to renew coverage included in our study. UHF performed 

its survey in June 2002, roughly one year after the targeted renewal date for these 

beneficiaries. Of the families that had failed to recertify coverage, 66 percent indicated that 

their child was once again enrolled in CHP as of June 2002. This suggests that 

administrative issues, rather than eligibility issues, lead to disenrollment at recertification 

for many children. A recent study supported by the federal Agency for Healthcare 

Research and Quality has found that nearly a quarter of those children who are disenrolled 

from the State Children’s Health Insurance Programs (CHIP) at recertification return to 

the rolls within three months.15 

 

The Cost of Recertification 

New York State and its local governments, as well as the health plans and community-

based organizations that participate in its subsidized health insurance programs, dedicate 

immense resources to the recertification process. Furthermore, burdensome recertification 

requirements and the high incidence of disenrollment impose substantial social and 

economic costs. 
 

First and foremost, New York’s recertification burden increases the numbers of 

uninsured by preventing eligible people from staying enrolled in health programs. The loss 

of insurance often disrupts relationships with the health care practitioners who are familiar 

with an individual’s needs and best able to appropriately manage his or her care. Moreover, 

when an individual becomes uninsured, he or she often goes without primary and preventive 

care and delays treatment for chronic or acute conditions until they become emergent.16 

 

                                                 
13 Ian Hill and Amy Westpfahl Lutzky, Is There a Hole in the Bucket?: Understanding SCHIP Retention, 

Urban Institute, May 2003.  
14 Michael Birnbaum and Danielle Holahan, Renewing Coverage in New York's Child Health Plus B 

Program: Retention Rates and Enrollee Experiences, United Hospital Fund, 2003. 
15 A. W. Dick et al., Consequences of States’ Policies for SCHIP Disenrollment, p. 79. 
16 Care Without Coverage, Institute of Medicine, 2002. 
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Second, health plans that participate in CHP and Medicaid managed care must 

invest substantial resources in the recertification process itself, from mailing out multiple 

reminders and forms, to following up with phone calls and home visits, to providing 

assistance with gathering and completing necessary documentation. Three relatively large 

plans report that they spend almost $70 in staff costs for each enrollee’s CHP 

recertification (Table 2).17 The average New York City monthly CHP B premium is only 

$118. In addition to staffing costs, plans incur costs for communication, transportation, 

printing, postage, office and cellular telephones, copying, two-way pagers, laptops, and 

portable copying machines. One plan purchased 20 vehicles with global positioning 

systems at a cost of $24,000 per vehicle to transport recertification staff to the homes and 

offices of members’ parents. Yet, despite their substantial investment in recertification 

efforts, few plans are able to recertify significantly more than 50 percent of their CHP 

members. One plan has indicated that in order to properly address its recertification needs, 

it would have to double the size of its existing recertification staff. 

 

Table 2. Wastefulness of Recertification—Recertification Assistance Is Expensive 
 Plans spend an average of almost $70 in staff costs for each CHP enrollee on recertification. 

 The need to assist enrollees in person, by mail, and/or by phone imposes significant additional costs. 
Additional costs include: 

 vehicle purchases  phone lines 
 GPS  desktop computers 
 fuel  laptops 
 printing  two-way pagers 
 postage  cellular phones 
 copying  digital cameras 
 telephones  digital copiers 

 

 

 

 

 

The graphic on the next page shows the recertification process 
followed by one CHP B plan; it is comparable to the process at other plans. 

 

 

                                                 
17 Data available from the PHSP Coalition. 
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Figure 1. CHP B Recertification 

Step 1: Create a List of Members Due to Recertify 
The Information Systems Department generates a list of CHP B members who will have been enrolled for 12 months in the 
upcoming 90–120 days. These members are due to recertify. The Department provides a list of members to recertification staff 
including member names, primary languages, and most recent addresses and telephone numbers. 

Step 2: Mail Multiple Forms to Members 
Plan mails both CHP B recertification and CHP A application forms to members, since CHP B form will not establish eligibility for 
CHP A if member has become CHP A eligible during the year. Members are instructed in English, Spanish, and Chinese to call the 
plan for assistance in determining which form to use and in filling out the form. 

Step 3A: Member Calls Member Services: 
Some members may contact member services and seek to 
fill out the forms with over-the-phone assistance. Member 
services will determine which form to fill out (CHP A or 
B) and will assist member in filling out the form correctly. 

Step 3B: Plan Attempts to Contact Member by Phone: 
Bilingual plan representatives call every family on the 
recertification list to schedule appointments to fill out the 
recertification form. Every member is called at least three times 
(once in the morning, once in the afternoon, and once on the 
weekend). 

Step 4A: Plan Representative Visits 
Member Home: 

Plan field staff go to members’ homes to help 
them fill out renewal forms in person. If 
member fails to keep appointment, the plan 
must make a new appointment by phone or in 
person. In addition to staff time, the plan pays 
for:  

 Transportation costs by car or 
public transportation 

 Digital cameras to photograph documents.
 Cell phones 
 Pagers 

Step 4B: Plan Representative 
Conducts 2 or More Blind 

Visits to Last Known Member 
Address: 

If a phone number is invalid or if 
multiple efforts to contact the 
member by phone fail, plan field 
staff go to the member’s last 
known address and conduct at 
least two and sometimes up to 
five blind visits, until they 
successfully meet plan member. 

Step 4C: Mail 
Reminder: 

In all circumstances, 
the plan mails 
reminders to the 
member to fill out the 
recertification form 
both 60 days and 30 
days before the 
recertification 
deadline. 

Step 5: Form Arrives at Plan: 
The application is analyzed by plan quality 
assurance staff. 

Step 7: If filled out completely with 
full documentation, member is 
recertified or found ineligible. 

Step 6A: If filled out completely but 
missing documentation, Quality 
Assurance staff generate a missing 
document report, which is mailed to the 
family describing what documentation 
must be supplied, followed by another 
phone call and, if necessary, another blind 
visit. 

Step 6B: If not filled out completely, 
field staff meets with member to fill 
out form. This is the most frequent 
outcome for recertification forms 
mailed without face-to-face 
assistance. 

6C: If Member is now CHP 
A eligible, but filled out a CHP 
B recertification form, the Plan 
must contact the member to fill 
out a separate CHP A 
application as a new applicant. 
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Third, high rates of involuntary disenrollment lead to higher subsequent 

administrative costs. Health plans must re-enroll members who have lost coverage as new 

enrollees and therefore must repeat the enrollment process, redistribute materials such as 

handbooks and identification cards, and repeat the selection of primary care providers for 

these members. Furthermore, they are prevented from maintaining the membership base 

they need to cover fixed administrative costs. When Medicaid enrollees cycle in and out 

of coverage, local districts must send notices terminating coverage, close the cases, then 

process the applications again, reopen the cases, and send more notices regarding the 

eligibility determination. All of this otherwise unnecessary activity raises the cost of public 

health insurance programs. Administrative costs per month drop as the duration of health 

coverage increases.18 According to a 2001 study, extending Medicaid coverage for 12 

months could lower administrative costs by 2 to 12 percent.19 
 

The considerable burden of recertification for public health insurance programs in 

New York is intensified even further because requirements vary among the Medicaid, 

FHP, and CHP programs and even among the different Medicaid eligibility categories. As 

a result of these disparities, individuals within the same household may be forced to 

recertify their eligibility on different dates, produce different documentation, and submit 

their applications to different locations. For example, families with income between 133 

percent and 150 percent of poverty would likely have parents eligible for FHP, infants 

eligible for CHP A, and school-age children eligible for CHP B; such families must 

participate in a different recertification exercise for each family member, potentially on 

different dates. FHP and Medicaid parents must have documentation for family income, 

child care expenses, other insurance, and residency. In addition, outside of New York 

City, FHP parents must attest that they do not have resources in excess of Medicaid limits. 

Pursuant to HCRA 2002, families of CHP B children are permitted to attest to income (if 

the parents provide social security numbers), child care expenses, available health 

insurance, and residency, while families of CHP A children must document all of these 

factors. Parents are required to fill out as many as three complex forms (if the 

recertification dates differ for each family member) to maintain coverage for various 

members of their family. Further complicating this process, any time a family member 

reaches age 19 or 65, the entire family must immediately recertify its eligibility for 

Medicaid, even if they had just completed the process only a few months earlier. 

 

New York policymakers have sought to reform the recertification system on an 

incremental basis. But these reforms have been repeatedly thwarted by the complex and 

                                                 
18 C. Irvin, D. Peikes, C. Trenholm et al., Discontinuous Coverage in Medicaid and the Implications for a 12-

Month Continuous Coverage for Children, Mathematica Policy Research, Inc., Cambridge, MA (2001). 
19 Ibid. 
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disparate eligibility rules and systems that support the programs they have tried to modify. 

The state’s failure to institute more comprehensive reforms to the recertification system 

means that substantial administrative resources are invested in arbitrarily keeping a large 

number of eligible Medicaid, FHP, and CHP enrollees from staying in those programs. 

 

Changes to Recertification in New York 

The period following the September 11 terrorist attack in New York City demonstrated 

how much higher health program enrollment could be without the burdensome 

recertification processes. The attack disabled the city’s connection to the state’s welfare 

management system and, at the same time, caused tens of thousands of New Yorkers to 

lose their jobs and their health insurance. The city and state had to act quickly and 

decisively to ensure that New York City residents had access to health insurance and 

health care services. Accordingly, the state and city, with the approval of the federal 

government, introduced Disaster Relief Medicaid (DRM)—Medicaid with a drastically 

streamlined enrollment process. They also implemented “automatic” recertification for 

most Medicaid (including CHP A) and all CHP B beneficiaries, effectively suspending 

recertification requirements. Retention among Medicaid beneficiaries who had been 

enrolled prior to September 11 improved dramatically. An analysis of disenrollment rates 

among eight New York City Prepaid Health Services Plans, with a total Medicaid 

managed care enrollment of more than 275,000, revealed a decline in the monthly 

involuntary disenrollment rate from 50 percent annually to 25 percent.20  

 

Automatic recertification and DRM led to record growth in Medicaid enrollment 

in New York City. To maintain these gains, the city and dozens of health plans and 

community-based organizations took extraordinary steps after DRM ended and 

recertification was re-instituted, including multiple written and telephone contacts with 

beneficiaries and a public awareness campaign. Nevertheless, the majority of DRM 

beneficiaries were ultimately lost to the program when they were required to make the 

transition from DRM to regular Medicaid. The weight of the Medicaid program’s 

administrative procedures frustrated even an aggressive effort to promote retention 

of benefits. 

                                                 
20 Unpublished data available from authors. While the disenrollment rate was cut in half, a quarter of 

beneficiaries continued to lose coverage. The remaining disenrollment was largely attributable to exceptions 
to the automatic recertification policy. For example, certain pregnant women receiving Prenatal Care 
Assistance Program benefits were not entitled to an automatic extension when their coverage terminated 60 
days postpartum. Similarly, beneficiaries who were receiving transitional Medicaid coverage after working 
their way off of welfare were not entitled to an automatic extension of coverage. In addition, some of the 
involuntary disenrollment may have been caused by the termination of welfare benefits in households 
receiving both welfare and Medicaid. These individuals and families may have misunderstood the rules and 
assumed that they did not have to recertify. Instead, they lost coverage. Clearly, even minor inconsistencies 
within and among programs hindered what were otherwise dramatic changes to the enrollment system. 
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The Health Care Reform Act of 2002 aimed to preserve at least a portion of the 

progress achieved through DRM and the automatic recertification process. Specifically, 

the reforms were intended to streamline those procedures by simplifying recertification 

forms, removing certain documentation requirements, and eliminating the face-to-face 

interview at recertification.21 Most notably, the new CHP B recertification form 

eliminates many of the questions traditionally found on the Medicaid forms, such as those 

concerning absent spouses and parents and other sources of payment (see Attachment 1). 

The CHP B form was developed by a strong public–private partnership, with participation 

from plans and advocates and support from The Commonwealth Fund. However, because 

the form eliminates questions and documentation that are still required for Medicaid 

recertification, it can not be used outside of CHP B.  

 

This creates an added problem for CHP B families who experience a decline in 

income. Not only does the CHP B form omit certain Medicaid questions, but CHP B 

eligibility and enrollment information is not reflected in the computer systems used by the 

county social services agencies that process Medicaid applications. CHP B information is 

not input into these systems because health plans, rather than social services agencies, 

handle CHP B eligibility determinations. As a result, families who submit a CHP B 

recertification form but now qualify for CHP A (because the family has grown or its 

income has gone down) will lose their coverage altogether unless they fill out a separate 

CHP A application with all the documentation that the CHP B form eliminated. 

 

Conversely, although New York City managed to develop a radically simplified 

recertification form for Medicaid, this form cannot be used when families enrolled in 

Medicaid have become eligible for CHP B at recertification (see Attachment 2). To 

further complicate the process, the city and state have been unable to consolidate 

recertification dates when members of the same family are enrolled in different programs. 

As a result, many families are likely to receive multiple recertification notices at different 

times with different renewal deadlines. 

 

The new Medicaid recertification form for use outside the city was the most 

difficult to develop and, in the end, is the least satisfactory (see Attachment 3). In 

developing the form, the state believed it had to incorporate all questions relevant to each 

of the Medicaid eligibility categories—from CHP A, to Medicaid for the elderly, blind, 

and disabled, to Medicaid for families eligible for cash assistance—each with its own 

eligibility criteria and method of counting income. 

 

                                                 
21 2002 Laws of New York, Chapter 1, Sections 44–54. 
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In an effort to make significant targeted improvements, the HCRA 2002 reforms 

were focused on particular barriers to enrollment and recertification and varied by 

program. Unfortunately, this incremental approach has led to a puzzling hodgepodge of 

inconsistent requirements among the state’s public health insurance programs. Early results 

of the reformed CHP A/Medicaid recertification process in New York City indicate that 

there are grounds for concern. Disenrollment rates in early 2003 were as high or higher 

than before September 11. Whether this is the result of the recertification process or more 

transitory technical problems in implementing a new system is still unclear as of 

this writing. 

 

While it is too soon to predict whether these reforms will have the desired effect, 

the complexity and fragmentation that they have perpetuated has made implementation 

profoundly challenging. The form developed for CHP B, with almost no documentation 

requirements, has a great deal of promise. Its impact on involuntary disenrollment may 

demonstrate how the complexity of the form and required documentation affect 

continued coverage. But while the CHP B form is itself simple and user-friendly, its use 

has introduced a new hurdle for families who become eligible for CHP A over the course 

of a year. The Medicaid/FHP recertification form developed for use outside of New York 

City under HCRA 2002 maintains the complexity that has previously driven involuntary 

disenrollment. In another disturbing development, early in 2003 the State Department of 

Health asked the Legislature to delay, by 12 months, the Department’s obligation to 

eliminate the requirement that beneficiaries document their resources. Although the 

Legislature rejected this request, as of June 2003 the state had not implemented the 

mandate to eliminate the asset documentation requirement that was enacted in January 

2002 and effective in April 2003. 

 
Conclusion: How to Reduce Disenrollment at Recertification 

Given the lack of year-to-year changes in income and family size for enrollees, the 

magnitude of the resources devoted to recertification assistance, and the damaging impact 

of involuntary disenrollment on New York’s insurance coverage rate, dramatic reform of 

the recertification process across all public health insurance programs is warranted. 

Requirements for continued enrollment should be as automated as possible and consistent 

across all public health insurance programs. 

 

New York should require a full eligibility review via a simplified form every two 

years. The form recently developed for the CHP B program should be used as a model for 

Medicaid and FHP. In the alternate years, beneficiaries would be sent previously 

submitted eligibility information and asked to return a postcard confirming the 



 

15 

information and their continued interest in coverage. New York has already started to use 

existing government databases to verify eligibility for the CHP B program. Accordingly, it 

should be well positioned to extend this automated review to Medicaid and FHP. In light 

of the availability of automated review and the absence of significant variation in income 

and family size, there is no need for beneficiaries to supply and document income 

information on an annual basis. 

 

The streamlined renewal procedure proposed for use in alternating years is 

modeled on the “passive recertification” process that has been adopted by several states in 

their CHIP or Medicaid programs. In passive recertification, enrollees receive an annual 

letter with their previous eligibility information and need only reply if there are any 

changes. Coverage is continued even if no response is received.22 (See Attachment 4 for 

Georgia’s passive recertification letter for its PeachCare for Kids program.) Passive 

recertification has the explicit sanction of the federal government under current Medicaid 

law, as long as states have a mechanism to ensure that beneficiaries continue to reside in 

the state.23 

 

Entirely passive recertification may not be viable in New York State. Rather than 

making direct payments to physicians, hospitals, and other care providers for health 

services, the state pays a monthly capitation to managed care plans for most enrollees. 

Clearly, New York does not want to continue to pay premiums for beneficiaries who no 

longer reside in the state. Thus, to provide confirmation of residency and other eligibility 

information in alternate years, we recommend that the state use postcard mailings. If 

beneficiaries do not return the postcards, managed care plans (or local governments for 

fee-for-service enrollees) would have a grace period either to remind enrollees to send 

back their cards or to use medical claims to demonstrate enrollees’ continued residency—a 

mechanism specifically endorsed by the federal government.24 This approach would 

combine a form of passive recertification with a version of the highly simplified form New 

York is beginning to use for its CHP B program. 

 

If the CHP B form were to be expanded for use with Medicaid and FHP, 

questions not absolutely necessary to prove eligibility, such as the costs of heat and rent 

and the addresses of absent parents, should be eliminated. As in other states with 

dramatically streamlined recertification, ongoing audits of a sample of recertifications 

would monitor the integrity of the eligibility process. 

                                                 
22 “Enrolling and Retaining Low-Income Families and Children in Health Care Coverage,” Centers for 

Medicare and Medicaid Services, August 2001, Chapter 2.  
23 Ibid. 
24 Ibid. 
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Burdensome and costly recertification requirements are perpetuating New York 

State’s high uninsured rate. These requirements are not necessary to ensure that the vast 

majority of public health insurance beneficiaries are eligible for these programs. 

Policymakers should make the changes to recertification in New York that would bring 

involuntary disenrollment down to post–September 11 levels or even lower. It is time to 

adopt a more rational approach. The public’s health and the efficient use of public 

resources demand it. 
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Child Health Plus B
Health Insurance
Renewal Form
Please complete the questions on this form and mail it back using the enclosed envelope. If you do not
complete and return this form, your child(ren)'s health care coverage will end. This form can only be used to
renew coverage for existing members of Child Health Plus B (CHPIus B) and to evaluate existing CHPIus B
members for Medicaid (CHPIus A) eligibility. It cannot be used for adding a new child to these programs.
I f the children screen eligible for CHPIus A, you may be contacted for additional information. Please see
the Instructions at the end for help in completing this form.
I f you have questions or need help with this form, or if you would like to add a new child to CHPIus B, contact:

A. About You
Contact information for the person completing this form

First Name Middle Initial Last Name Primary Language

Daytime Phone Where You Can Be Reached Other Phone Number

Home address of the children renewing health insurance

Mailing address if different from the home address

Child Health Plu

New York State's Health Plan for Kids

B. About Your Household
List the head of household in the first row of boxes. In the other rows, list the names of all the children in the household who want to con-
tinue health insurance coverage. Also list the names of their parents, step-parents, spouses, or children living with them, even if they are not
also renewing coverage. You may list other household members, at your option.

C03 0 .

01'

02

03

04

05

06

Name of Head of Household Date of Birth
(mm/dd/yy)

Pregnant? 0
0

Yes
No

Renewing
CHPIus B
Coverage?

0 Yes

0 No
If Yes, provide Social Security
number if the child has one.

Name Relationship to
Head of Household

Date of Birth
( mm/dd/yy)

Pregnant? 0 Yes
No

Renewing
CHPIus B
Coverage?

0 Yes

0 No
If Yes, provide Social Security
number if the child has one.

Name Relationship to
Head of Household

Date of Birth
( mm/dd/yy)

Pregnant? Yes
No

Renewing
CHPIus B
Coverage?

Yes
No

If Yes, provide Social Security
number if the child has one.

Name Relationship to
Head of Household

Date of Birth
(mm/dd/yy)

Pregnant? 0 Yes Renewing
CHPIus B
Coverage?

0 Yes

0 No
If Yes, provide Social Security
number if the child has one.0 No

Name Relationship to
Head of Household

Date of Birth
(mm/dd/yy)

Pregnant? 0 Yes

0 No

Renewing
CHPIus B
Coverage?

0 Yes

0 No
If Yes, provide Social Security
number if the child has one.

Name Relationship to
Head of Household

Date of Birth
(mm/dd/yy)

Pregnant? 0 Yes

0 No
Renewing
CHPIus B
Coverage? .

0 Yes
0 No

I f Yes, provide Social Security
number if the child has one.

Street Address Apartment Number

City State ZIP Code County

Street Address Apartment Number

City State ZIP Code County



Child Health Plus B • Health Insurance Renewal Form

No Income: If there is no money coming into the household, explain below how the children renewing coverage are being supported.

Page 2 of 6

C. Household Income
Tell us about everyone listed in Section B who receives income. If you do not supply a Social Security number for each person, see
the attached Instructions for a list of documents you will need to provide as proof of income.
For each person, indicate how much is received and how often for each type of income. If the person is not regularly employed throughout
the year, or if the person's income goes up and down every month, write down the amount the person expects to receive this calendar year.

Use the following defintions for Income Source:
∎ Earnings from Work i ncludes wages, salaries, commissions, tips, overtime, and self-employment.
•

	

Unearned Income i ncludes social security benefits, disability payments, unemployment payments, interest and dividends, veteran's
benefits, workers compensation, child support/alimony, and rental income.

•

	

Contributions i ncludes income from relatives, friends, roomers and boarders (include money that anyone gives to help meet living expenses).
•

	

Other income includes temporary (cash) assistance or supplemental security income payments, student grants, or loans.

Explanation

C031003.29

Name Social Security Number (If you don't provide a SSN,
you must document your income.)

I ncome Source (check and complete all that apply)

	

Amount Received0 Earnings from Work. Name of Employer:

	

$
How Often?
0 Weekly
0 Weekly
0 Weekly
0 Weekly

0 Every 2 Weeks 0 Monthly 0 Yearly
0 Every 2 Weeks 0 Monthly 0 Yearly
0 Every 2 Weeks 0 Monthly 0 Yearly
0 Every 2 Weeks 0 Monthly 0 Yearly

0 Unearned Income

	

$
0 Contributions

	

$
0 Other

	

$

Name Social Security Number (If you don't provide a SSN,
you must document your income.)

I ncome Source (check and complete all that apply)

	

Amount Received
0 Earnings from Work. Name of Employer:

	

$
How Often?
0 Weekly
0 Weekly
0 Weekly
0 Weekly

0 Every 2 Weeks
0 Every 2 Weeks

0 Monthly 0 Yearly
0 Monthly 0 Yearly
0 Monthly 0 Yearly
0 Monthly 0 Yearly

0 Unearned Income

	

$
0 Contributions

	

$ 0 Every 2 Weeks
0 Every 2 Weeks0

	

$Other

Name Social Security Number (if you don't provide a SSN,
you must document your income.)

I ncome Source (check and complete all that apply)

	

Amount Received
0 Earnings from Work. Name of Employer:

	

$
How Often?
0 Weekly
0 Weekly
0 Weekly
0 Weekly

0 Every 2 Weeks 0 Monthly 0 Yearly
0 Monthly

0 Yearly
0 Monthly 0 Yearly
0 Monthly

0 Yearly

0 Unearned Income

	

$ 000
Every 2 Weeks
Every 2 Weeks
Every 2 Weeks

0 Contributions

	

$
0 Other

	

$

Name Social Security Number (If you don't provide a SSN,
you must document your income.)

I ncome Source (check and complete all that apply)

	

Amount Received
0 Earnings from Work. Name of Employer:

	

$
How Often?
0 Weekly
0 Weekly
0 Weekly
0 Weekly

0 Every 2 Weeks 0 Monthly 0 Yearly
0 Every 2 Weeks 0 Monthly 0 Yearly
0 Every 2 Weeks 0

Monthly 0 Yearly
0 Every 2 Weeks 0 Monthly 0 Yearly

0 Unearned Income

	

$
0 Contributions

	

$
0

	

$Other

Name Social Security Number (If you don't provide a SSN,
you must document your income.)

I ncome Source (check and complete all that apply)

	

Amount Received
0 Earnings from Work. Name of Employer:

	

$
How Often?
0 Weekly 0 Every 2 Weeks 0 Monthly 0 Yearly

0 Yearly0

	

I ncome

	

$ 0 Weekly 0 Every 2 Weeks 0 MonthlyUnearned
0 Contributions

	

$ 0 Weekly 0 Every 2 Weeks 0 Monthly 0 Yearly
0 Other

	

$ 0 Weekly 0 Every 2 Weeks 0 Monthly 0 Yearly



Child Health Plus B • Health Insurance Renewal Form

D. Child/Dependent Care and Other Health Insurance Expenses
Dependent Care: Complete if anyone listed in Section C pays for the care of a child or a disabled adult.

Health Insurance: Complete if anyone listed in Section C pays for health insurance. Do not include CHPlus B premiums paid.

E. Other Changes Since Your Last Application / Renewal
New Health Insurance: Complete for any child listed in Section B who wants to continue coverage and who got new health insurance
coverage in the past 12 months. Do not list Medicaid (CHPIus A) or CHPIus B coverage.

F. Important Information About Your Rights
You have the option of changing health plans.
I f your child is disabled or has a chronic illness, he/she may be eligible for Medicaid (CHPIus A) programs and services.
To receive information about changing health plans or to learn about programs for special needs families, call 1-800-698-4543.

Page 3 of 6

I mmigration/Citizenship Status: Complete for any child listed in Section B who wants to continue coverage and whose immigration status
changed in the past 12 months. (For example, your child's previous immigration status may have changed from "Legal Permanent Resident" to
"Citizen.") Please refer to the Instructions for information on the document(s) you need to include with this form if a renewing child has had a
change in immigration status.
Name of Child What is the new immigration status?

Name of Child What is the new immigration status?

C031003.29

Name of Policy Holder Child(ren) Covered I nsurance Company Group/Policy Number

I
Name of Policy Holder Child(ren) Covered I nsurance Company Group/Policy Number

Name of Policy Holder Child(ren) Covered I nsurance Company Group/Policy Number

Name of Person Paying Amount Paid Frequency0 Weekly 0 Every 2 Weeks 0 Monthly

Name of Person Paying Amount Paid Frequency0 Weekly 0 Every 2 Weeks 0 Monthly

Name of Person Paying Amount Paid Frequency0 Weekly 0 Every 2 Weeks 0 Monthly

Name of Person Being Cared For Amount Paid Frequency0 Weekly 0 Every 2 Weeks

	

Monthly

Name of Person Being Cared For Amount Paid Frequency0 Weekly 0 Every 2 Weeks ~] Monthly

Name of Person Being Cared For Amount Paid Frequency0 Weekly 0 Every 2 Weeks 0 Monthly

Parent or Step-Parent as Public Employee

I s the parent or step-parent of an applying child currently a 0 Yes If Yes, does the public agency where that person works pay all 0 Yes
public employee who can get family coverage through a state 0 No or part of the cost of this health plan? 0 Nohealth benefits plan?



Child Health Plus B • Health I nsurance Renewal Form
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G. Child Health Plus B Premium
There are no premiums for Medicaid (CHPIus A). There may be a monthly premium for Child Health Plus B. If you are required to pay a
premium, one month's payment must be submitted with this form. To determine if you need to pay a premium based on your family's
monthly income, please see the attached premium chart.

H. Terms, Rights and Responsibilities
By completing and signing this form, I am renewing/applying for Child Health Plus B (CHPIus B) or Medicaid (CHPIus A). I understand that
this form, notices and other supporting information will be sent to the program(s) for which I want to apply. I agree to the release of personal
and financial information from this form and any other information needed to determine eligibility for these programs. I understand that I
may be asked for more information. I agree to immediately report any changes to the information on this form.
•

	

I understand that I must provide the information needed to prove any eligibility for each program. If I have been unable to get the
i nformation for Medicaid, I will tell the social services district. The social services district may be able to help in getting the information.

•

	

I understand that workers from the programs for which family members or I have applied may check the information given
by me for this form. The agencies that run these programs will keep this information confidential according to 42 U.S.C. 1396a (a) (7) and
42 CFR 431.300-431.307 and any federal and state laws and regulations.

•

	

By applying for CHPIus B, I agree to pay the applicable premium contribution not paid by New York State.
•

	

I understand that CHPIus B and Medicaid will not pay medical expenses that insurance or another person is supposed to pay, and that if
I am applying for Medicaid, I am giving to the Medicaid agency all of my rights to receive medical support from a spouse or parents of
persons under 21 years old and my right to third party payments for the entire time I am on Medicaid.

•

	

I understand that I have the right to claim good cause not to cooperate in using health insurance if its use could cause harm to my health
or safety or to the health and safety of someone I am legally responsible for.

•

	

I understand that my eligibility for these programs will not be affected by my race, color, or national origin. I also understand that depending
on the requirements of these individual programs, my age, sex, or disability status may be a factor in whether or not I am eligible.

•

	

I understand that anyone who knowingly lies or hides the truth in order to receive services under these programs is committing a
crime and subject to federal and state penalties and may have to repay the amount of benefits received and pay civil penalties.
The New York State Department of Tax and Finance has the right to review income information on this form.

•

	

SSNs are not required to enroll in CHPIus B. If available, I will include it for children renewing/applying for CHPlus A or B. SSNs are not
required for pregnant Medicaid applicants or non-qualified aliens. SSNs are not required of legally responsible adults or any other person
residing in the Medicaid applicant's household who is not applying for Medicaid. SSNs are required of legally responsible adults for CHPIus
B applicants if documentation of income is not provided. SSNs are required for Medicaid applicants who are not pregnant. I understand
that this is required by Federal law at 42 U.S.C. 1320b-7 (a) and by Medicaid regulations at 42 CFR 435.910. The Medicaid agency and the
CHPIus Program will use the SSN to verify my income, eligibility, and the amount of medical assistance payments made on my behalf.
The information may be matched with the records in other agencies, such as the Social Security Administration, Internal Revenue Service
or State Department of Taxation and Finance. Also, if I apply for other programs in this joint application, those programs will have access
to my SSN and could use it in the administration of the program.

• I give permission to the Local Department of Social Services and New York State to obtain any information regarding the educational
records of my child(ren), herein named, necessary for claiming Medicaid reimbursement for health-related educational services, and to
provide the appropriate federal government agency access to this information for the sole purpose of audit.

•

	

I consent to the release of any medical information about me and any members of my family for whom I can give consent: (1) by my PCP,
any health care provider or the New York State Department of Health (SDOH) to my health plan and any health care providers involved
i n caring for me or my family, as reasonably necessary for my health plan or my providers to carry out treatment, payment or health
care operations; (2) by my health plan and any health care providers to SDOH and other authorized federal, state and local agencies for
purposes of administration of the Medicaid, Child Health Plus and Family Health Plus programs; and (3) by my health plan to other persons
or organizations, as reasonably necessary for my health plan to carry out treatment, payment or health care operations. I also agree that
the information released may include HIV, mental health or alcohol and substance abuse information about me and members of my family,
to the extent permitted by law.

1. Signature
I agree to having the information on this application shared only among Child Health Plus B and Medicaid (CHPIus A), my health plans, the local
social services district, and the facilitated enrollment organization providing the application assistance. I also consent to sharing this information
with any school-based health center that provides services to the applicant(s). I understand this information is being shared for the purpose
of determining the eligibility of those individuals applying for Child Health Plus B or Medicaid or to evaluate the success of these programs.
I agree that any licensed doctor, hospital, or other health care provider may give my health plan information about medical services enrolled
members of my family have received, as requested, and to such an extent as may be reasonable and necessary for the operation and
regulation of the plan. This information will be kept confidential.
By signing this application, I understand that each person renewing/applying for Child Health Plus B or Medicaid (CHPIus A) will be enrolled
i n the appropriate program, if eligible. I have also read and understand the Terms, Rights and Responsibilities i ncluded in this form. I
certify under penalty of perjury that everything on this form is the truth as best I know.

Signature of Applicant or Representative

X
Date

C031003.29
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J. Instructions
Only children under the age of 19 can use this form to renew their CHPIus B health insurance coverage. If you would like to add a new child
to CHPIus B, please contact your health plan or facilitated enroller, listed in the letter that came with this form. Please read the entire form
and instructions before you fill out the form.

A. About You
This section should be completed by a parent, guardian, or person renewing coverage on behalf of the child(ren).

B. About Your Household
This information helps us determine the size of your family and which program(s) the child(ren) are eligible for. Please list the names of the
child(ren) who want to renew their CHPlus B coverage and the names of their parents, step parents, spouses and children, if applicable, living
with them. You may also list other household members at your option.
Relationship to Head of Household. List how each person listed in this section is related to the head of household (Examples: child,
step-child, spouse).
Renewing CHPIus Coverage. Check "Yes" for each person listed in this section who wants to continue their CHPlus B coverage.
Check "No" for household members who are not renewing coverage.
Social Security Number. I f the child(ren) renewing CHPlus B coverage have Social Security numbers, they should be provided.
Leave this space blank if no Social Security numbers are available for the child(ren) renewing CHPlus B coverage.

C. Household Income
Social Security Number. You have two choices on how you provide your income documentation: 1) You can provide a Social Security num-
ber for each individual who receives income for us to check. If you provide a Social Security number, you do not have to provide any docu-
ments with this form. 2) Or you can provide proof of income for each type of income listed. The proof must be dated and include the name of
the person who gets the income. The list below shows the acceptable documentation for each type of income:

Private Pension/Annuities
•

	

Statement from pension/annuity
Worker's Compensation
•

	

Award letter
•

	

Check stub
Support from Other
Family Members
•

	

Signed statement or letter
from family member

Please note that even if you supply your Social Security number, you may be asked to supply some of the documents above at a later date.

D. Child/Dependent Care and Other Health Insurance Costs
Child Care/Dependent Care Costs. Child care/dependent care costs are how much a parent or other adult in the household pays another
person to take care of child(ren) or dependent adult(s) while they are working or going to school. Some of this amount may be subtracted
from the household's monthly income and will help us determine for which program the child(ren) are eligible.
Health Insurance Costs. Health Insurance Costs are how much a parent or other adult in the household pays for other health insurance.
Do not include CHPIus B premiums paid. We will subtract the cost of health insurance from the household income to determine for which
program the child(ren) are eligible.

E. Other Changes Since Your Last Application
New Health Insurance Coverage. It is important to tell us whether any child(ren) who want to renew coverage got new health insurance
coverage in the past 12 months because it helps us determine for which program the child(ren) are eligible. It also helps us determine for
future medical bills which insurance should pay first.
State Health Benefits Plan means a plan that is offered or organized by the state government on behalf of state employees or other public
agency employees within the state. Public Agency means any agency of the state, county, city or other type of municipal agency including
workers with whom the state contracts. This definition includes public school districts, transportation districts and irrigation districts.
I mmigration Status Change. Almost all children who are New York State residents and who do not have other health insurance are eligible
for either CHPIus B or Medicaid (CHPIus A), regardless of immigration status. It is important to tell us whether any child(ren) who want to
renew coverage had a change in immigration status in the past 12 months because it helps us determine for which program the child(ren)
are eligible. An example of a change in immigration status would be if your child was a Legal Permanent Resident but became a Citizen in
the past 12 months.
The Immigration and Naturalization Service (INS) has said that enrollment in CHPIus or Medicaid CANNOT affect your child's ability to get a
green card, become a citizen, sponsor a family member, or travel in and out of the country (except if Medicaid pays for long-term care in a
place like a nursing home or psychiatric hospital). The state will not report any of the information on this form to the INS.

*Income tax returns for other
than self-employed must be

for applications prior to April of
the following year

C031003.29

Wages and Salary Social Security I nterest/Dividends/Royalties
∎ Paycheck stubs (4 consecutive ∎ Award letter/certificate ∎ Statement from financial

weeks) ∎ Benefit check i nstitution (i.e., bank)
∎ Letter from employer on company ∎ Correspondence from Social ∎ Letter from broker

letterhead, signed and dated Security Administration ∎ Letter from agent
∎ Income tax return* Child Support/Alimony Military Pay∎ Business records ∎ Letter from person providing ∎ Award letter
Self-Employment support ∎ Check stub
∎ Signed and dated income tax ∎ Letter from court

return and all schedules* Veteran's Benefits
I ncome from Rent or Room/Board ∎ Award letterUnemployment Benefits ∎ Letter from roomer, boarder, ∎ Benefit check stub∎ Award letter/certificate tenant ∎ Correspondence from Veterans∎ Benefit check ∎ Check stub Administration

∎ Correspondence from
NYS Dept. of Labor
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Proof of Immigration Status Change i s only required if the child(ren) are renewing coverage and had a change in immigration status during
the past year. Acceptable documentation for proof of immigration status includes the following:

F. Important Information About Your Rights
Use this section to request more information about changing health plans, and/or request more information about other
Medicaid (CHPIus A) programs and services for which child(ren) in the household might be eligible.

G. Signature
Please sign and date.

T

∎ INS Form 1-551 (Green Card) ∎ INS 1-210 Letter
• INS Form 1 -94 ∎ INS Form 1-181
•

	

I NS Form 1-220B ∎ Naturalization Certificate

I

d by th_ p,r

	

' ;h :I e .: r pnCI
Persc

	

io Obtained Elig

	

I

mp'- °ci b F i rn ioorc:

Application Sequence
Number:

∎ Other I NS documentation or correspondence to or from the INS that
shows that the alien is PRUCOL, the alien is living in the U.S. with the
knowledge and permission or acquiescence of the I NS, and the INS does
not contemplate enforcing the alien's departure from the U.S.

Medicaid

Enter Code of Applying Child:

FOR OFFICE USE ONLY

•

	

Health Plam L Social Services District L Provider Agency
•

	

Comm t iicilitated Enrollment Agency. Specify:

Facilitated EnrollerNam Lead Agency: Lead Org. ID

Application Start Date:
( mm/dd/yy)

Application Completion
Date: (mm/dd/yy)

CHPIus

C031003.29



Child Health Plus B
Premium Chart

There are no premiums for Medicaid (CHPIus A). There may be a monthly premium for Child Health Plus B. If you are required
to pay a premium, one month's payment must be submitted with the attached Health Insurance Renewal Form.
To determine if you need to pay a premium based on your family's monthly income, follow these steps:
1) Determine family size. Add up the number of children applying, the number of parents or step-parents living with them,
and the number of non-applying siblings under the age of 21 living with them who were listed in Section B.
2) Determine family income. Add up the monthly income for everyone in your family size.
3) Calculate family premium. First locate the table row that shows your family size. Then read to the right to locate which
of the four income columns shows the amount of income your family receives per month. Finally, read down that column to the
bottom row to determine your premium category. For Family Size of 6 or more, increase the income range by the amount indicated
for each additional person.
If you need help understanding your expected CHPlus B premium, call 1-800-698-4543

FAMILY SIZE

1
2
3
4
5
6+

FAMILY INCOME PER MONTH

FAMILY PREMIUM PER MONTH

Effective June 1, 2003. Income levels increase yearly.
Note: Coverage for children under age one is free at higher income levels.

New York State's Health Plan for Kids

C031003.29

I ncome below Income In this range I ncome I n this range I ncome over

$1,197 $1,197 to $1,662 $1,663 to $1,871 $1,871
$1,615 $1,615 to $2,243 $2,244 to $2,525 $2,525
$2,034 $2,034 to $2,824 $2,825 to $3,180 $3,180
$2,453 $2,453 to $3,404 $3,405 to $3,834 $3,834
$2,871 $2,871 to $3,985 $3,986 to $4,488 $4,488
+$419 +$581 +$655
Free $9 per child per month

(max. $27)
$15 per child per month
(max. $45)

Full premium:
Contact your health plan
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