TCCRI

Texas Conservative Coalition
Research Institute

LIFT Perspective

Role of Government Series
February 15, 2007

CHIP Application Form:
Are Four Pages Really a Barrier?

Background

Several bills seek to amend the Health and Safety Code so that the continuous eligibility
period for the Children’s Health Insurance Program (CHIP) is extended from six to
twelve months. Many of them also attempt to reduce the 90-day waiting period between
the time a child enrolls in CHIP and the time they can start receiving services under the
program, and would allow families to deduct child-care and work-related expenses from
the calculation of their income that is used to determine eligibility.

Currently, families are required to renew their CHIP eligibility every six months, and are
sent a renewal form at least two months before their existing six-month period of
eligibility expires. The renewal form that families receive is already filled in with
information that the family provided on their previous applications, which means that a
minimum amount of information — usually just income and assets - is required to be
filled-in by renewing clients (see Box A, below).

Barriers to Enrollment?

Representative Garnet Coleman (D-147), arguing that six-monthly renewals constitute a
barrier to re-enrollment, contends that if the state does not “repeal the barriers in the
statute, the number of children in CHIP will remain exactly the same.” However,
renewing every six months can hardly be described as a “barrier” that prevents eligible
families from accessing the program. In fact, an analysis of CHIP enrollment data shows

! “House Dems Calls for Restoring CHIP,” Austin American-Statesman, January 24, 2007.
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that at 326,231, total enrollment in December 2006 was the highest it had been since
September 2005 — hardly the sign of a program that is plagued by barriers to enrollment.

Lt.Gov. David Dewhurst has rightly pointed out that few Texans will “have a lot of
sympathy for someone that can’t fill out a two-page application form every six months.
To categorize this minimal effort as a barrier is nothing more than an attempt to tarnish a
practical and necessary requirement to preserve the integrity of the program.

»3

Box A (below) contains information provided to help CHIP recipients complete their
renewal forms. Since most fields on the renewal application form are already filled with
information that that the applicant has already provided, it is typically just the sections
highlighted in Box A that require completion by renewing families.

Box A: HHSC Guidance Notes for CHIP Renewal Application®
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Filling in a limited number of sections every six months on what is, at most, only a four-
page form is clearly not so arduous that it should cause eligible families not to renew
their child’s enrollment. [The complete four page form is attached as an appendix]

2 Health and Human Service Commission CHIP enrollment data.

% “Getting Texas Children Back in the CHIPs,” Denton Record Chronicle, January 29, 2007.

* “Helpful Tips” Brochure, available at: http://www.chipmedicaid.org/filessCHIP_Medicaid_Re-
enrollment_Broch.pdf
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While critics frequently cite the renewal form as a barrier, consistently lacking is a
precise explanation of how or why having to fill in a form prevents people from re-
enrolling.

Getting almost any job would require someone to complete an application. Following
this line of reasoning, any family enrolled on the CHIP program is also incapable of
applying for a job. The State of Texas Application for Employment form — completion of
which is necessary to apply for almost any job with a state agency — is four pages. None
of these pages are filled in before the applicant receives the form, yet this form is not held
up as a “barrier” to people being employed by the state.

Furthermore, the CHIP application doesn’t require any specialized knowledge other than
one’s personal information. The application is not an 1Q test. For instance, Section
Three of the form simply requires the full name of each child to be covered be provided.
Section Six asks for the full name of each parent and step-parent who lives with the
children. Section Five is entirely optional.

Given the ease with which any individual could re-apply for CHIP, what does the
argument proffered by liberal advocacy groups and legislators imply about those who
apply for CHIP?

Despite the alleged CHIP application “barrier”, more than 325,000 children are enrolled
in CHIP as of February 2007, and an average of 25,000 families successfully completed
the renewal process every month over the past year.

Although it is true that CHIP enrollment has declined since its high of more than half a
million in May 2002, this decline has arisen not because of a short renewal form that is
largely completed for the enrollee, but rather, because many families in Texas are no
longer qualify for the program. When CHIP was launched in July 2000, over a quarter of
enrolled families earned less than the Federal Poverty Level (FPL); today, according to
the Health and Human Services Commission (HHSC), just 6.8% of CHIP families earn
below the FPL.’

This pattern is illustrated in the chart below. CHIP enrollees earning less than the FPL
(shown in green) have declined as a percentage of total enrollment throughout almost the
entire existence of the program. Enrolled families earning between 100% and 150% of
the FPL (shown in brown) have remained stable at around 50% of total enrollment
throughout, while enrollment of families earning 151% to 200% of FPL (shown in blue
and white) has shown the largest growth. Notably, this group has grown from
representing just 27.2% of enrollment in July 2000, to accounting for 41.6% of
enrollment today. In short, 2 in 5 CHIP families currently earn more than one-and-a-half
times the FPL, while fewer than 1 in 10 earn less than the FPL.

®> CHIP Enrollment by Income Group (February 2007);
http://www.hhsc.state.tx.us/research/CHIP/CHIPEnrollincomeGroup.html
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HHSC CHIP Enrollment by Income
(July 2000 - January 2007)
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The purpose of the renewal process is to ensure that families are still eligible for the
program. Confirming eligibility every six months helps guarantee that taxpayers are not
paying to provide services to families who are no longer eligible. According to HHSC
analysis of CHIP disenrollment in October 2006, almost one-fifth (19%) of disenrolled
renewal applicants exceeded CHIP income limits, while a further 17% had become
Medicaid eligible. This underscores the need for regular and frequent renewal of
eligibility for programs such as CHIP.

Protecting Taxpayers

In the case of all public assistance programs, the onus to prove eligibility should be on
the families who apply for help. The state and federal government spends taxpayer
dollars on programs like Medicaid and CHIP; the very least that taxpayers deserve in
return is the knowledge that assistance is being given to only to eligible applicants.

Furthermore, arguing that without reform of the eligibility process “the number of
children in CHIP will remain exactly the same” (as if this is in some way an
unconscionable concept), simply reinforces the point of view that the state should provide
health care to as many people as possible regardless of means. On the contrary, welfare
programs such as CHIP, TANF, Medicaid, and Food Stamps are established to help
genuinely needy individuals and families who are, despite their best efforts, unable to
adequately support themselves. They are not meant to be lifelong entitlements.

For these programs to be truly effective they should not only provide support for people

when they need it, but encourage them to make every effort to support themselves in the
long term so that they do not have to rely on taxpayer-financed government assistance.
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That was the essence of the successful welfare reforms enacted in the mid-1990s. The
apocalyptic pronouncements of those who opposed welfare reforms, which are echoed
whenever legislators attempt to ease the eligibility requirements for programs such as
CHIP, have been completely discredited.

Conclusion

Lawmakers should not be taken in by those who claim that simple eligibility
requirements somehow create “barriers” for those who apply to welfare programs such as
CHIP. Enforcing eligibility requirements is necessary to ensure that only the genuinely
eligible receive public assistance. Verifying this eligibility twice a year by confirming
income and assets is a minimum standard for participation in a taxpayer-funded program
which must be maintained.
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Appendix: HHSC CHIP, Children’s Medicaid, and CHIP Perinatal Application

TEXAS Children's Health Insurance Program (CHIP),
Healthand Human  Children's Medicaid, and CHIP Perinatal Application

Services Commission

Use blagk or blue ink only.

Your Name

Frt Middle Inital (ML) Last
Your Social Securicy Number® Your Date of Birth
Home Address Apt/Lot #
City State Zip Code County
Mailing Address AptiLot #
(i different from above)
City State Zip Code County
Home Phone # [ ) Other Phone # { )

If we need to call you, what language do you prefer! [ Englsh []Spanish [] Vietnamese [ ] Other
*rour Social Security Mumber is not required to proces your agolication if pou are applving for your cifidren anly.

E Are you applying for benefits for a pregnant family member? . ..... . 0 ittt ittt i i i OYes Mo
a. Please provide the name(s) and due date(s) of any pregnant family member(s) in your household.
! !
First Ml Last Diate of Birth { Mo /Day/Year) Sockl Security Mumber {f you have one)
/ /
Mather's Maiden Mame DCwe Date (Mo/DayYear) Number of Children Expected Relstionship to Applicant
b. Is the pregnant family member a U.S. Citizen?. .. ...0 it iiii ittt tiasassssunsinassssssssanssnnns OYes Mo
K nao, is the pregnant family member a legal permanent resident?. . ... ... iiii i [ Yes (Mo
. Does the pregnant family member have health insurance other than Medicaid or CHIPY. ... ............ [ Yes (Mo
i yes, when does your health care coverage end? (Write N/A if the coverage is not ending.) ! !
d. List the name and address of the father of the unborn child. Mo Tear
First M Last Phone Mumber

Address [City, Stae, Zip)

If you are OMNLY applying for CHIP Perinatal benefits, and there are no other children in the household, SKIP this secton. Otherwise, tell
us about ALL children living in your household. Add an extra sheet of paper if needed. Children MUST live in YOUR household to apply.

Child 1 Child 2 Child 3 Child 4

a  Child’s first name and
middle initial

b. Child’s last name

¢ Chedk one bax for each child O Applying [ Mot Applying | [ Applying Mot Applying | [ Applying Mot Applying | ] Applying [ Mot Applying
d. Child’s relationship to you

. Child’s date of birth
e [H",J-Eh),,-?mﬂ' /! ! ! ! ! ! ! /!
{ Child's gender [(JMale []Female [IMale [ Femae [IMale [ Female [IMale [ Female
g s the child a US. dtizen? OYes Mo OYes [JMa OYes [JMe OYes [JMa
o, | Owow ove oW Ove O Ov O

Children who are legal permanent residents may qualify for these healkh insurance programs. See section 3g of the instructions,
h. Child's Social Security #

L Child’s mother's first name and
middle initial

|- Child's mother's maiden name

k. Child’s mother's last name

L Child’s father's first name and
middle initial

m. Child's father's lat name

n. Does this child go to school
during the reguajrsc'hoﬂ year! OYes COINo OYes CINo OYes [ONe OYes ONe
a. Child's race [optional)

FOR. OFFICE USE OMLY
CBOMumber

C-Al-1108
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If you are OMLY applying for CHIP Perinatal benefits, SKIP this section.

Child 1 Child 2 Child 3 Child 4
a2 Does the child currently have
heaith insurance other than CHIP Oes [IMNe OYes [IMNe OYes OONe OYes [INo
or Medicaid!
If “YES," plesse provide the
fallowing information for each
child insured:
Insurance Company Mame:
Mame of Employer:
Policy Holder:
Pabicy Mumber:
Group Mumber:
Palicy Begin Date:
Phane:
Date the health il end
Mo Dugireary ! / / / / / / !
O Par eat's job ended dee 10 layodf or | Parest’s job ended dee 1o klapof or | Parent’s job ended doeio layoffor O Parent’s jolb emded doe 1o kaypoff or
"’“ND." but the child had besiness lo sing beshnexs dhosing busbress dosing beshnexs dosing
health Insurance In the ] Lo of Medicud sigitiing [0 lom of Medoad dighilicy [0 Lossof Medeaid eighilicy [0 Lo of Medicaid eigbiiny
pﬂ.‘-‘.‘tgﬂdays please rrark O Parests COBRA or ERE coverage O Parest’s COBRA or ERS coverage O Parene’s COBRA or ERS coverage O Parend's COBRA or ERS coverage
' ended anded ended anded
the box that states why [ Los of CHP sigbiigyfram anotter | [ Low of CHIPelgiigpiramanother | ) Lossod CHIP sigiibey fromasother | ) Lows of CHIP eigrblie fram snocter
the insurance was e e e wate
dﬁﬂpped and the date the [] Chargeinparents marmal stavs [] Changein parests marmal sorm [] Changein prest’s marisl sores [J Changein parests marial satm
insurance ended. O Heaktcarecoverage ended O Health care coverage enced O Health care coverage enced O Heaizh carecoverage ended
O ose O oser O oser O oer
e / / / / / / / /
b. Could the child get private
health insurance through the [OYes [INe [OYes [INe [OYes [INe [OYes [INo
parent’s job/employer!
e Wyou have paid for private health insurance in the kst %0 days or are currently paying for health insurance for
any child you are applying for on this application, fll in the amount paid per month. Total Amount § Smanth
B The next four questions are optional and do not affect eligibility.
I. Isanyone in your household a member of a federally recognized Indian wibe? ... ... ... .. [Ires [IMNo
If “Y'ES," List the name of the individual:
2. Isanyone in your household an unaccompanied refugee minor!. ... oo [Ires [IMNo

If “Y'ES," List the name of the individual:

3. Isanyone in your household a child enreolled in the Texas Department of State Health Services Children with
Special Health Care Needs program? ... i [JYes [IMNe

If “Y'ES," List the name of the individual:

4. Do the children travel outside of Texas with a parent or family member who works as a farm worker or seasonal
WP BT [OYes [IMe

E Listall the parents and step-parents WHO LIVE WITH THE CHILDREN, including those listed previously on this application.

First Name Middle Initial Last Mame Relationship to Child

[ Parent [ Step-parent

[ Parent [ Step-parent

[ Parent [ Step-parent

[ Parent [ Step-parent

C-Al-1106
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HOUSEHOLD INCOME |Piease list the current income of the par ents, step-parents, and children living in your household. Include income receved from

jobe, Social Security [retirement, survivor and disability}, child support, alimony, and Temporary Assistance for Meedy Families (TAMF) You will need to send
proof of each source of income. Proof may incude a2 copy of a pay chedk stub issued in the last 60 days showing the amount paid before any deductions (gross
pay ), your mast recent IRS tax return including Schedule C (if you filed that form), proof of self-employment, letter from an employer, cash assistance receipt, your
mast recent Social Security statement, child support chedk stub or receipt. § a person you list does not have any income, write 50.

Marme of Person Receiving Money Employer(s) Name ©OR Source(s) of Income How Often? How Much?
First Middle: Initial Last [ Wveesly [ Every 2 Weeks
] Twice a Month [ Momthly $—
[ Weskly [ Every 2 Wieeks
] Twice a Month [ Marnthly $
[ Weesly [ Every 2 Weeks
[ Twice a Moath ] Manthly $
[ ey [ Bvery 2 Weeks
] Twicea Month [ Momthly $
[ Weskly [ Every 2 Wieeks
] Twice a Month [ Momthly $

Please list your household expense for the items below:
#®  Child care expenses that anyone in your household pays so that he or she can wark, look for work or receive training
® Court ordered child support payments that anyone in your houshold pays for a child outside of the homea
®  Alimony payment that anyone in your household pays
® Disabled adult care expenses that anyone in your household pays so he or she can work, look for work or recsive training

Type of Expense Who is Paying this First Name of How Often | How Much | Name, Address and Phone Number

fl::_;-_‘"' mldﬁ; Expense! Perscurl Wsh:;ﬁwﬁ Paid?* Paid? of the Person You Pay

* Weeldy, Every Two Weeks, Twice a Month, Monthly

If you are OMLY applying for CHIP Perinatal benefits, SKIP this section. Otherwise answer the following questions based on the ASSETS
OF THE APPLYING CHILD(REN)'S PARENTS LIVING IN THE HOUSEHOLD. If no parents are in the household, answer the
questions based on THE CHILD{REM)'S ASSETS ONLY . Depending on your family's income, we may need to ask you mere infarmation
about the vehicles you own or are buying.

a. Enter the amount of money in bank accounts, cash on hand, or anywhere else. Write in $0 if you do not have money in bank
accounts, cash on hand, or anywhere eke. If you do not enter an amount your application will be delayed.

Total Amount

b. Please write the make, model and year for each vehicle your family owns er is buying. Please write “NA” in the table below if your family
does not own aor is not buying a vehicle. If your vehicle does not work, do not list it. Do not list vehicles that are leased.

MAKE MODEL YEAR
Nissan Sentra 1995

C-Al-1106
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IJ[ o THER INFORMATION |

If the applying persons have unpaid medical bills during the last three months, Medicaid MAY pay those bills. Please send copies of these
unpaid medical bills showing the date(s) of service for each of the past three months. Please send proof of each income source for all
household members for each of the past three months.

Does any person you are applying for have unpaid medical bills for the last 3 months? O Yes QMo
Mote: If you want the Office of the Attorney General to help you obtain child and medical support or help you establish paternity for your

child, call 1-800-252-8014. You may also read and request services from the Child Support Program on the Internet at
http:/'www.oag state. eeus/child/mainchil.htm

VOLUNTARY: AUTHORIZED REPRESENTATIVE

If you would likea person besides yourself and any other parent or step-parent, listed in Section | or 4 to contact us as your representative,
write their name, address and phone number below. You may not name an agency as your authorized representative.

This person will have the same rights as you and the other parent or step-parent listed on this application to change anything on your
children's account, including adding or taking your children off their health care coverage program and requesting an appeal. You also give
HHSC and its contractors permission to release information to this person.

Name
Frst Middle Inisial (ML) Last
Home Address Aptlot #
Cicy State Zip Code County
Home Phone # Other Phone #
YOUR RIGHTS & RESPOMNSIBILITIES M:mm?ed'-:r;m Seryiﬂﬁhgﬂlmnisiﬂ:rmcu}é\‘:#rcmrﬁgs a:fd other
.. . sLate apencies. My signature below a rizes release
By signing below, | agree to the following: information relevant to such verfication to Medicaid, CHIP, the Office of the
| have the ri@t o Inspector General for HHSC, their contractors and other state and federal
. - . iex. It ako authorizes Medicaid, CHIP, the Office of the Inspector General
* Be treated fairly and equally r dless of race, color, rdigion, national RgEnces. 3 N
arigin, gender,de, poliical belieks or disabi ity consistent with state and O LR SO TmeA N W st e AR MRyl 0. COntact
federal law. If | believe | have not been treated fairly and equally, | may call the m‘“””‘* = re"‘;'.‘"'@’ﬂema"- .'””l". vy for et id v CLAP ol
HHSC Civil Rights Office knowiedge regarding miy children's eligibility for ic a

R ) . ; authorizes those contacted to release information relevant to my children’s
* Request information that the State of Texas obtains about me and nvy children digibility for Medicaid and CHIP

through this application, and to review and correct any wrong infformation Medicaid, CHIP, the Office of the Ins r Generalfor HHSC, their

bl mpbonsj B contractors and other state and federal agencies may exchange information
* Request 2 fair hearing in writing, in person or by phone from HHSC should | an this application and medical, health or other information relating to my
be denied Medicaid through this application process and | am not mtisfied children’s coverage with other agencies and contractors, incduding companies
with the decision offering health insurance to my children, to assist with application, enroliment,
I have the responsibility to: administration and quality assurance. The information provided on this

application cannot be used by the Internal Revenue Service (IRS) for tx
purposes or by the Bureau of Citizenship and Immigration Services (BCI5) w
denty you admission to the ULS., to harm your permanent resident status orto

* Mot purposely withhold information or give false facts, or let anyone use my
child’s health insurance identification or | could be required to pay the state or
federal government for any bendit issued incorrectly, and miy children's heaith

insurance may be denied or ended :;HS;}'Q;T . has the right ) o
. . 1] exas or its designee right to receive payments for
| further understand and agree that: services and supplies from insurance companies and other liable sources a
* This application could lead to miy child(ren)'s enrollment in gther the reimbursement for medical services for my child(ren). My signature below
Children's Health Insurance Program (CHIP) or Medicaid authorizes assignment of medical payments
* Information | provide in connection with thic application is subject to * Each provider of medical services to my child{ren) may release any medical or
verification by Medicaid, CHIF, the Office of the Inspector General for the other information necessary in order for the provider to be paid

REQUIRED DOCUMENTS I

After you have filled out and signed and dated the application, please mail the application and other required documents in the self-
addressed envelope provided (no stamp or postage required).
Please check to make sure you've included:
QO Proof of your family's current income (a pay check stub issued in the last 60 days showing the amount pald before any deductions
(gross pay), your most recent IRS tax return including Schedule C (if you filed that form), proof of selff-employment, letter from an
employer, cash assistance recelpt, your most recent Social Security staterment, or a child support check stub or receipt.)

0O Proof of US. citizenship or immigration status for all children applying for coverage (copies of the front and back of the children's
U5, birth certificate, ULS. passport, Permanent Resident Card, 1-551 or Arrival/Departure Form 1-94)

O Proof of expenses for child care, disabled adul care, child support and/or alimeny

Signature required: If you do not sign and date this application, your children cannot be offered health care coverage.

| certify under penalty of perjury that the information | have provided on this application is true and complete to the best of my
knowledge. If itis not, | may be subject to criminal prosecution.

X

SIGNATURE (REQUIRED) DATE (REQUIRED)

C-Al-1106
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