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SB 1526: Program Design and Implementation Considerations for CHIP 
Premium Assistance in Oregon 
 
INTRODUCTION 
States have the flexibility to offer premium 
assistance programs using public funds through 
Medicaid and the Children’s Health Insurance 
Program to subsidize private coverage.i Resulting 
from passage of Senate Bill 1526 (2014), the Oregon 
Health Authority (OHA) has been charged with 
examining the feasibility of offering premium 
assistance in Oregon’s Children’s Health Insurance 
Program (CHIP), for children in families with 
incomes between 200-300% of the federal poverty 
level (FPL).ii 
 
With implementation of the Affordable Care Act 
(ACA), public and private health coverage options for 
children and families have changed, with 
implications for consumer access, benefit coverage, 
and affordability. The coverage landscape for low-
income children includes Medicaid, the Children’s 
Health Insurance Program (CHIP) and subsidized 
qualified health plans (QHPs) through the 
Marketplace. The latter potentially offer an 
alternative coverage source to children in families 
currently covered in CHIP between 138%-300% FPL. 
The ACA’s individual mandate to obtain coverage 
may also lead to additional enrollment in employer-
sponsored insurance (ESI) by families with children 
now enrolled in CHIP. This brief provides an 
overview of key policy and implementation issues in 
providing premium assistance to CHIP-eligible 
children. 
 
As Oregon contemplates the feasibility of using 
federal CHIP funds to subsidize commercial insurance for children, there are two main 
commercial coverage options available1: QHPs and ESI. Either approach would shift 
children from public to private coverage. In enacted, approximately 17,000 children from 
200%-300% FPL now enrolled in CHIP, approximately one-third of the state’s CHIP 
population would have the option to enroll in to commercial coverage.  


                                           
i See Medicaid and Children’s Health Insurance Programs: Essential Health Benefits in Alternative Benefit 
Plans, Eligibility Notices, Fair Hearing and Appeal Processes, and Premiums and Cost Sharing; Exchanges: 
Eligibility and Enrollment, Final Rule. Federal Register/Vol. 78, No. 135 / Monday, July 15, 2013 (codified in 
title 45 of C.F.R.). 
ii OHA is required to report its findings and any recommendations for legislation to the Senate Interim 
Committee on Health Care and Human Services no later than March 2015. 
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PROGRAM DESIGN CONSIDERATIONS 
There are several issues and design parameters to consider regarding premium assistance 
for the CHIP population between 200%-300% FPL.  In general, the structure of premium 
assistance programs creates a partnership between the government, commercial markets, 
health systems, and consumers to provide health care for beneficiaries. Several key issues 
affecting these groups are discussed below.  
 
CONSUMERS  
 
Voluntary Participation and Choice. Any premium assistance program must ensure that 
families with eligible children would have a choice to participate in premium assistance 
until they age out at 19, and be able to move back into direct CHIP coverage at any time. 
 
Mixed Family Coverage. Under the ACA, a family may be eligible for different insurance 
programs—Medicaid, CHIP, Marketplace or ESI—referred to as “mixed” family coverage. 
Depending on carrier participation and provider network overlap in Medicaid and 
commercial markets, offering premium assistance to CHIP eligible children may help 
support whole family coverage by allowing all members of a family to remain in a single 
commercial plan and served by the same provider network, regardless of their coverage 
type.  
 
Cost-sharing and Affordability. Oregon families with children enrolled in CHIP do not pay 
premiums or cost sharing on behalf of their children. To ensure children in premium 
assistance do not have greater out-of-pocket costs than those with direct CHIP coverage, 
the state or carrier would have to wrap consumer out-of-pocket costs to the extent that 
they exceed CHIP levels. The state must also ensure that the total costs of premiums and 
cost sharing for a child does not exceed 5% of the family’s income, per federal regulations.  
 
Parents with children enrolled in CHIP may be eligible for subsidized QHP coverage 
through the Marketplace. While Oregon’s CHIP does not impose premiums, it is important 
to examine the ramifications of doing so, if Oregon contemplates using consumer premiums 
as a mechanism to reduce state costs in a premium assistance program. In states with CHIP 
programs that have premiums, parents enrolled in QHPs would thus be required to pay 
premiums for their QHP coverage as well as premiums for children enrolled in CHIP. The 
could potentially result in an increase in the total percentage of family income required for 
insurance coverage, and exceed the maximum percentage of income allowed for 
Marketplace subsidized coverage, otherwise referred to as “premium stacking.”  
 
A 2014 study by Wakely Consulting Group 2 identified the most significant impact for CHIP 
enrollees transitioning to QHPs was a substantial increase in estimated out-of-pocket costs 
at the point of care (deductibles, copays, and/or coinsurance), which is similar with 
premium assistance through ESI coverage.3 Annual cost sharing in QHPs is considerable 
higher relative to the $0 cost sharing in Oregon’s CHIP program. Further, the financial 
impact to CHIP enrollees transitioning to QHPs is especially pronounced for children with 
special health care needs who would likely reach the out-of-pocket maximum for cost 
sharing in a year.4  
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The following table compares the actuarial valueiii, average out-of-pocket costs 
(copayments, deductibles and coinsurance) and out-of-pocket maximums for children 
enrolled in CHIP compared to the coverage that would be available through the 
Marketplace in Oregon (with cost sharing reduction subsidies up to 250% FPL). The figures 
assume enrollment as an individual in the lowest cost silver plan. Member out-of-pocket 
costs are capped for coverage under both CHIP and plans offered on the Marketplace, 
limiting the financial exposure to families.iv Member out-of-pockets costs would also have 
to be capped for ESI offerings.  
 


Table 1. Actuarial Value, Average Cost Sharing and Out-of-Pocket Maximum 
 


Income Level 160% FPL 210% FPL 


Coverage CHIP QHP CHIP QHP 
Actuarial Value 100.0% 86%-88% 100.0% 72%-74% 


Average Annual Cost Sharing $0 $411-$480 $0 $891-$960 
Out-of-Pocket Maximum $0 $1,250 $0 $5,000 
 


Note: Wakely estimated the annual cost sharing for each state’s CHIP plan using the actuarial value calculated 
for a standard population reflected in the 2015 Federal Actuarial Value Calculator. Their analysis assumed no 
difference in provider discounts negotiated by CHIP insurers or QHPs, which may be material. Estimates for 
the average annual cost sharing for QHPs used the national QHP premium averages for 2014 in states with a 
Federally-Facilitated Marketplace (FFM). 


 
BENEFIT COVERAGE AND HEALTH SYSTEM  
 
Benefit Coverage. States have flexibility, within federal guidelines, to define the benefits 
covered by both CHIP and QHPs. Plans under both programs are generally required to 
provide basic services such as the core services described below.  In general, state CHIP 
programs often provide more comprehensive benefit coverage than found in commercial 
health plans.5,6 In Oregon, CHIP beneficiaries have access to full Medicaid benefits under 
the Oregon Health Plan (OHP) including Early and Periodic Screening, Diagnostic, and 
Treatment (EPSDT) services mandated for children in Medicaid.  
 
In the absence of a specific waiver, state premium assistance programs must provide 
“comparable coverage” to direct CHIP benefits, which often entails providing wraparound 
coverage to fill in gaps between commercial and CHIP benefits.  Oregon’s former CHIP 
premium assistance program, Healthy Kids Connect, phased out in 2013, found this 
requirement challenging over time as fewer and fewer plans met the benchmarkv in order 
to participate in the program, i.e. individuals could only receive premium subsidies for 
plans that met the benchmark.  
 


                                           
iii Actuarial value represents the share of health care expenses the plan covers for a typical group of enrollees. 
iv Oregon’s CHIP program does not require copays for its vision and dental services, whereas QHPs generally 
require 35% coinsurance after a deductible on routine vision exams (except for children age 3-5/6 depending 
on FPL) as well as on eyeglasses. Compared to CHIP, QHPs do not offer dental checkups as part of their EHBs. 
v Per federal regulations, the benefit benchmark had to be set equal to or higher than the level actuarially 
equivalent to the federally mandated Medicaid benefits.  
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The 2014 Wakely studyvi also compared CHIP to QHP benefits (assuming enrollment as an 
individual in the lowest cost silver plan) across core and child-specific domains. Core 
benefits are those that are typically included in a major medical insurance policy. Child-
specific benefits reflect additional services important when considering children’s medical 
needs.  See Table 2. 
 


Table 2. Benefit Coverage Categories 
 
Core Benefits Child-Specific Benefits 


1. Physician services 
2. Clinic services & other ambulatory 


health care services 
3. Laboratory & radiologic services 
4. Durable medical equipment & 


other medically-related remedial 
devices 


5. Inpatient services 
6. Inpatient mental health services 
7. Surgical Services 
8. Outpatient Services 
9. Outpatient Mental Health Services 
10. Prescription Drugs 
11. Emergency Medical Transportation 


1. Dental – Preventive & Restorative Services 
2. Dental Orthodontic 
3. Vision – Exams 
4. Vision – Corrective Lenses 
5. Audiology – Exams 
6. Audiology – Hearing Aids 
7. ABA Therapy 
8. Autism – General 
9. Physical, Occupational , and Speech Therapy 
10. Podiatry 
11. Habilitation 
12. Enabling Services 
13. Non-emergency Medical Transportation 
14. Over-the-Counter Medications 


 
Wakely found that benefits available through Oregon’s CHIP program were considerably 
richer than those available through the QHPs in the Marketplace.  Table 3 summarizes the 
coverage limits of core and child-specific benefits in Oregon’s QHPs in 2014 compared to 
more robust coverage in CHIP.vii 
 


Table 3. Benefit Coverage and Limits 
 
 


Total 
Benefits 


CHIP QHPs (Based on EHB) 


 Covered Limited 
Not 


Covered 
Covered Limited 


Not 
Covered 


Core 11 100% 0% 0% 91% 9% 0% 
Child-
Specific 


14 71% 29% 0% 29% 29% 43% 


 
 
Health Plans, Provider Networks and Reimbursement. The state would need to consider 
what kinds of private coverage it is willing to subsidize with CHIP funds (e.g. individual 
coverage in and out of the Marketplace, ESI small and large group). Oregon data from 2012 
(prior to the ACA’s coverage expansions, namely Medicaid and the Marketplace), indicate 


                                           
vi Ibid. 
vii Please refer to the full Wakely report for methodology, assumptions, and limitations for each comparison, 
and Appendix B, State-Specific Results for Oregon for more detail on benefit and consumer cost-sharing 
comparisons. 
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that 48% of children were covered through ESI, 5% were covered by non-group insurance, 
39% were in Medicaid or CHIP, and 7% were uninsured.7 In Oregon, health plan 
participation in Medicaid and the commercial markets varies regionally.  Of the 21 carriers 
participating in either the individual or small group markets, eight of them are also 
partners in a Medicaid CCO.8 In other words, provider participation and contracts between 
Medicaid/CHIP and the commercial markets may vary. Lastly, enrollment in Medicaid CCOs 
could decline if CHIP children enroll in private coverage through premium assistance, 
potentially affecting the risk pool. 
 
Provider reimbursement would be affected as commercial plans generally reimburse 
providers at higher levels than in Medicaid or CHIP. Offering premium assistance for QHP 
or ESI coverage to a segment of Oregon’s existing CHIP eligible children could provide 
enhanced reimbursement to providers relative to CHIP payment rates. This could affect 
access to care, regionally, and to specialty services due to higher provider participation 
rates in commercial plans. 9,10 However, if that higher reimbursement leads to higher per 
member per month (PMPM) charges, that would increase costs to the state.  
 
Quality and Accountability. Quality and accountability are cornerstones of Oregon’s health 
system transformation. The ability for Oregon to monitor quality and access for children’s 
health care is well established in Medicaid. Quality measures are used by OHA to determine 
whether CCOs are effectively and adequately improving care, making quality care 
accessible, eliminating health disparities, and controlling costs for the populations they 
serve. Oregon and CCOs are held accountable through 33 performance measures, 17 of 
which are incentive metrics; with approximately 1/3 assessing the quality of children’s 
health in OHP. A similar accountability and quality infrastructure is not currently in place, 
statewide, in the commercial market.  
 
Commercial Market Trends. Recent national analyses on premium assistance programs 
indicate that commercial market trends are moving in the opposite direction for premium 
assistance to expand capacity.11,12 States examined in these analyses were found to 
experience a general decline in availability of ESI and increase in employee cost sharing, 
challenging the cost effectiveness requirement of their premium assistance program. Also 
noted was the increase in high deductible health plans and similar products that are less 
comparable to Medicaid and CHIP coverage.13,14 
 
IMPLEMENTATION CONSIDERATIONS  
 
Timing and Authority. Implementation of a premium assistance program would likely not 
begin until 2016. OHA would need approval from CMS and the legislature to establish and 
administer the program. Premium assistance authority, whether achieved through the state 
plan option and/or a demonstration waiver, would depend on the program’s design.15 In 
other words, implementation timing for any premium assistance program is determined by 
its scope and complexity.  
 
Program Administration. The state would need to ensure administrative capability and 
capacity for eligibility and enrollment determinations, as well as customer support for the 
population served. There may also be added administrative burden to the state and/or 
insurance carriers in tracking and monitoring children to ensure they receive comparable 
benefit coverage and pay no more than 5% cost sharing as a percent of family income. 
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Financing. Premiums assistance programs must be cost-effective.viii Historically, these 
programs have been funded by federal/state CHIP dollars, employer contributions, and 
premium contributions by families.16 Per federal regulations the cost to the state of 
covering an individual through premium assistance, including administrative costs, must 
be the same or less than providing “comparable coverage” to the individual in the direct 
CHIP program.17 Additionally, if premium assistance is implemented through a 
demonstration waiver, the program must be “budget neutral,” meaning that the federal 
government’s costs must not exceed what they would have been without the premium 
assistance demonstration.18 
  
If premium assistance were to cost the state more than covering an individual in the direct 
CHIP program, the state may need to identify additional funding sources for the program. 
In 2013, Oregon’s premium assistance program for CHIP eligible children from 200%-
300% FPL, Healthy Kids Connect, was funded by approximately 21% state general fund, 
6% other funds, and 73% federal CHIP matching funds.19 The federal match rate for 
Oregon’s CHIP program in 2015 will be 74.84%.  
 
Outreach and Education: Outreach and education is also critical for creating program 
awareness and providing assistance to the target population, participating carriers, 
employers, community partners, and other stakeholders. Historically, the Information, 
Education, and Outreach (IEO) unit (closed as of Jan 2014) aided the premium subsidy 
programs by providing education, presentations, and trainings at enrollment events, 
employer job fairs, insurance producer continuing education courses, and by training the 
state staff. IEO also marketed program information through several mediums, including 
posters, flyers, brochures, radio and television, to create program awareness. Ultimately, 
the IEO unit helped eligible beneficiaries enroll and stat in the program and assisted 
employers in providing subsidized health insurance to their eligible employees and their 
families. 
 
CONCLUSION 
There is a range of issues that Oregon policy makers need to address as they consider 
options that could alter the mix of public and private coverage for low-income children. 
These include access to services, benefit coverage and comparability, consumer 
affordability, market dynamics and trends, and federal cost-effectiveness requirements. 


                                           
1 Urban Institute and Kaiser Commission on Medicaid and the uninsured estimates based 


on the Census Bureau's March 2012 and 2013 Current Population Survey (CPS: Annual 
Social and Economic Supplements). 


2 Wakely Consulting Group. Comparison of Benefits and Cost Sharing in Children’s Health 
Insurance Programs to Qualified Health Plans. July 2014. 


 


 


                                           
viii See P.L. 111-3 §301 and P.L. 111-148 §10203(b)(1). 



http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=0CDEQFjAA&url=http%3A%2F%2Fwww.wakely.com%2Fwp-content%2Fuploads%2F2014%2F07%2FFINAL-CHIP-vs-QHP-Cost-Sharing-and-Benefits-Comparison-First-Focus-July-2014-.pdf&ei=rcpKVK-YGc6cygSrx4DIDg&usg=AFQjCNGKBFHqGLejQkTTTtXC4VL1cJMzSw&sig2=1pYSOwrfsQLnmKdQ6sdC9w&bvm=bv.77880786,d.aWw

http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=0CDEQFjAA&url=http%3A%2F%2Fwww.wakely.com%2Fwp-content%2Fuploads%2F2014%2F07%2FFINAL-CHIP-vs-QHP-Cost-Sharing-and-Benefits-Comparison-First-Focus-July-2014-.pdf&ei=rcpKVK-YGc6cygSrx4DIDg&usg=AFQjCNGKBFHqGLejQkTTTtXC4VL1cJMzSw&sig2=1pYSOwrfsQLnmKdQ6sdC9w&bvm=bv.77880786,d.aWw
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OREGON MEDICAID ADVISORY COMMITTEE 


September 24, 2014 
9:00am – 12:00pm 


Mt. Mazama Conference Room  
1225 Ferry Street SE; Salem, OR  97301 


 
MEMBERS IN ATTENDANCE:  Janet Patin, Karen Gaffney, Leslie Sutton, Kay Dickerson, Alyssa Franzen, Carol Criswell, Kristen Dillon, Romnee Auerbach 
MEMBERS ABSENT: Rhonda Busek 
PHONE PARTICIPANTS:      
PRESENTERS:    Linda Hammond, OHA; Judy Mohr-Peterson, OHA; Tony Finch 
STAFF:     Oliver Droppers, Jeannette Nguyen-Johnson  
VISITORS:      Tamara Pedrogetti, Ellen Lowe 
 


TOPIC Key Discussion Points Follow-up 
Action 


Responsible 
Party 


Opening Remarks 
and Staff Update  


Introduction and roll call.  Staff reviewed the agenda and the list of topics to cover.  An update 
was shared on the report given at the Health Policy Board meeting in August. NA Co-Chairs &  


MAC staff 


Approval of 
Minutes 


The committee reviewed meeting minutes from July 23rd, 2014.  A motion was made to approve 
the minutes.  The motion was seconded; minutes were approved.   


Post approved 
minutes MAC 


Oregon Health 
Plan Redemption 
Process Update  


Linda Hammond, OHA, provided updates on the Oregon Health Plan (OHP) redetermination 
process. 


• OHA has built a process to manage the redetermination work; there have been a few 
changes, mainly related to utilization of the federal hub. 


• There are currently 45,000 fast track renewals out and 55,000 expedited 
redeterminations.     Fast-track will resume on November 15, 2014.  Members will see 
no impact and this process will not affect the expedited redeterminations.   


• OHA is experiencing approximately 35,000 – 40,000 calls per day.   The majority of the 
calls received are regarding general questions around coverage.  Another 30 phone 
support staff have been hired to help answer members’ questions in a timely manner. 


• By the end of October, 166,000 redetermination letters will have gone out to members.  
This includes the first letter, the second and third reminder letters, and finally the 
fourth letter which tells members that their coverage is ending at the end of October. 


• Currently, processing time for applications is two weeks; in the next three weeks this 
will be reduced to same-day processing. 


• Q:  Do you have a sense of what the churn will look like?  A:  Of the applications that 


 
Linda Hammond, 
OHA 
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have been sent out, there has been approximately a 40% return (from the first letter).  
The second letter went out last week and we expect a 20-25% return.  Q:  Where are we 
on redetermination?  A:  Letters are going out in batches; the first group of members is 
up at the end of October.  


• Q:  When do you expect to be caught up with the redeterminations?  A: Our goal is to 
be caught up as we can be by the end of this year; much of this hinges on the return 
rate. 


Cover Oregon’s 
Technology 
Transition Project 
Update 


Judy Mohr-Peterson, Director for Medical Assistance Programs, OHA, provided updates on the 
technology transition project for Cover Oregon. 


• For Oregonians that are eligible for tax credits or private plans in the marketplace, they 
are now able to shop and choose a plan online at healthcare.gov. 


• For those eligible for the Oregon Health Plan (OHP), there will be a more streamlined 
process to apply online. 


• The transition project is a joint effort between OHA and Cover Oregon, as well as 
incorporating the Insurance Division and the Department of Human Services (DHS). 


• November 15, 2014, is the target date for the transition project.  It is also the date that 
open enrollment begins for individuals who qualify for private health plans 


• For those individuals who know that they qualify for a private health plan, they can go 
directly to healthcare.gov; if someone is not sure what they qualify for they can go to 
oregonhealthcare.gov to answer some screening questions. 


• Q:  Since healthcare.gov is now the main portal, is the information now being sent back 
to Oregon?  A: For the short term, people can go to oregonhealthcare.gov to go through 
the screening process; for the majority of families it will be more streamlined for them 
to go directly to healthcare.gov. 


• Q:  What is the situation with Cover Oregon and their board – is that being dissolved?  
A: There is a lot of discussion going on as to what Cover Oregon will be doing in the 
future.  For now, Cover Oregon will continue to work with community organizations to 
help people apply.  They are still working with agents to sell plans and assist with 
healthcare.gov.  Their immediate focus is to make sure that the consumers transitioning 
from 2014 to 2015 is a smooth process. 


• Q:  If someone has received a redetermination letter and asks their clinic for help re-
enrolling, can the clinic assist the individual?  A: There are currently 1300 assisters and 
patient navigators; so, do not send people to healthcare.gov or oregonhealthcare.gov 
before November 15th as these websites are not set up to assist Oregonians until then.    


 Judy Mohr-
Peterson, OHA 


Oregon Oral 
Health Strategic 
Plan 


Tony Finch, Executive Director, Oregon Oral Health Coalition, gave an overview of the strategic 
plan as well as next steps. 


• In 2012, a group of funders and the Oregon Oral Health Coalition began meeting to 
 


Tony Finch, 
Oregon Oral 
Health Coalition 
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collaborate, and identified the need for a Strategic Plan to improve oral health in 
Oregon  


• In February 2013, the goal was set to have the plan wrapped up by the end of 2014 
• Tony shared a list of funding partners as well as the Vision & Goal for the Plan (slides 8, 


9 & 10) 
• The purpose of the plan is to prioritize needs to target resources effectively and 


improve coordination and collaboration, as well as supporting integration of oral health 
into Coordinated Care Organizations (CCOs).  Ultimately, the goal is to improve general 
health. 


• The structure of the plan has three priority areas:  infrastructure, prevention, and 
systems of care and workforce capacity (refer to slides 13, 14 & 15). 


• We have statewide campaigns to educate people, along with the structure that 
understands what we need to do. 


• In Oregon, there has been a decrease in dental practitioners.  The number of people 
who now have access to medical care has increased, so this has created workforce 
issues. 


• Q:  Some of the more senior dental hygienists aren’t able to do assessments and other 
work that would support work in schools and other places; is this called out in any way 
in your workforce priorities?  A: Senate Bill 738 has provided for extended-practice 
dental hygienists, and to move outside the typical guidelines and rules, as well as to 
pilot new projects.   


• Q:  What does best-practice dental care, both for prevention and treatment, really look 
like?  A:  This varies; it’s been a process to get everyone working toward the same 
destination, finding common ground to work toward. 


Children’s Health 
Insurance 
Program (CHIP) in 
the Affordable 
Care Act 


Staff and committee members provided an overview of Oregon’s Children Health Insurance 
Program (CHIP) and introduced Senate Bill 1526 (2014). 


• Senate Bill 1526 requires the OHA to examine the feasibility of using federal CHIP funds 
to subsidize commercial coverage, specifically for children in families with incomes 
between 200-300% of the federal poverty level (FPL). 


• OHA will report findings and recommendations to the legislature in the spring of 2015. 
• Staff laid out the process for reviewing, assessing and finalizing policy considerations for 


SB 1526 and gave an overview of the CHIP background (slides 20, 21 & 22). 
• Premium assistance programs allow states to use public funds through Medicaid and 


CHIP to subsidize private coverage. 
• Staff went over the history of CHIP in Oregon (slide 25) and shared statistics reflecting 


approximate FPLs for medical eligibility groups in 2014 and prior to 2014 (slides 26 & 
27). 


 Co-Chairs & MAC 
Staff 


3 



http://www.oregon.gov/oha/OHPR/MAC/MeetingDocs/September%2024,%202014%20Presentation.pdf

http://www.oregon.gov/oha/OHPR/MAC/MeetingDocs/September%2024,%202014%20Presentation.pdf

http://www.oregon.gov/oha/OHPR/MAC/MeetingDocs/September%2024,%202014%20Presentation.pdf

http://www.oregon.gov/oha/OHPR/MAC/MeetingDocs/September%2024,%202014%20Presentation.pdf

http://www.oregon.gov/oha/OHPR/MAC/MeetingDocs/September%2024,%202014%20Presentation.pdf

http://www.oregon.gov/oha/OHPR/MAC/MeetingDocs/September%2024,%202014%20Presentation.pdf

http://www.oregon.gov/oha/OHPR/MAC/MeetingDocs/September%2024,%202014%20Presentation.pdf





Oregon Medicaid Advisory Committee Meeting Minutes September 24th, 2014 


• Oregon operates a separate CHIP program, offering coverage to children under the age 
of 19 in families with incomes from above 138% through 305% FPL. 


• Q:  Regarding cost effectiveness for the state, is this referring to general funds or total 
funds the state is currently putting out?  A: For the state, this would fall under general 
or other funds necessary to ensure sufficient match for Oregon’s CHIP FMAP. 


• Q:  Is there the potential for the federal government to cut off all funding for CHIP after 
2015?  A: This isn’t known yet, but if that happens, the effected children may move 
either into Medicaid or a qualified health plan. 


Public Comment 


Ellen Lowe – regarding dental care: emergency rooms are not the place to provide dental care 
and too often hospitals are put in that position.  I encourage the committee to look at funding 
for school based health centers or a school nurse to travel to schools to provide dental 
services. 


  


Adjourn The meeting was adjourned at 12:00pm  Co-Chair(s) 


 
 
Next MAC meeting:  
October 22, 2014, 9:00am – 12:00pm  
General Services Building 
1225 Ferry St SE; Mt. Mazama Room; Salem, OR  97301 
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MEDICAID ADVISORY COMMITTEE 
October 22nd  


9:00 a.m. – 12:00 p.m. 


General Services Building, Mt. Mazama 


1225 Ferry Street, SE 
Salem, OR 97301 


Public listen - only conference line: 888.398.2342 
Member only access code:  5341639 


Webinar registration link 


Time Item Presenter 


9:00 
Opening Remarks 


• Approval of minutes – September 2014
Co-Chairs; Committee 


9:05 
Oregon Health Authority 


• Update on the Oregon Health Plan (OHP) and Coordinated
Care Organizations (CCOs) 


Rhonda Busek, OHA 


9:15 


OHA Child Health Director, Update 
• Joint Early Learning Council and Health Policy Board


Subcommittee 
• Early Learning Hub and CCOs


Dana Hargunani, OHA 


9:45 
OHA Ombuds Advisory Council 


• Overview and update
Ellen Pinney, OHA 


10:00 
Patient-Centered Care & Integrated Health 


• Portland Integrated Health and Sports Medicine
• PCPCH, CCOs, and integrated medicine


Dr. Esteves, Portland Integrated 
Health and Sports Medicine 


10:40 BREAK 


10:50 


Children's Health Insurance Program in the Affordable Care Act 
Coverage Landscape 


• Premium assistance policy and implementation considerations
• Former Office of Private Health Partnerships staff


Co-chairs; MAC staff 


Former OPHP staff 


11:50 Public Comment or Testimony Co-Chairs 
11:55 Closing comments Co-Chairs 
12:00 Adjourn Co-Chairs 


Materials
1. Agenda
2. Draft Minutes, September 2014
3. Brief on Program Design and Implementation Considerations for CHIP Premium Assistance in Oregon
4. Family Health Insurance Assistance Program & Healthy Kids Comparison Chart


Next meeting:  
December 10th, 2014 
10:00 a.m. – 1:00 p.m. 


General Services Building 
1225 SE Ferry St.  
Mt. Mazama Room 
Salem, OR 97301 


Office for Oregon Health Policy and Research 


October 22nd 2014 



https://www2.gotomeeting.com/register/781359290

http://oregonearlylearning.com/other-priorities/community-based-coordinators-of-early-learning-services-hubs/

http://www.pihsport.com/

http://www.pihsport.com/
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Family Health Insurance Assistance Program
& Healthy Kids Comparison Chart


Full Cost Option
Family Size Annual Income


2 $45,552 and up


3 $57,468 and up


4 $69,384 and up


5 $81,312 and up


No Cost Options
Family Size Annual Income


2 $0-$30,420


3 $0-$38,376


4 $0-$46,332


5 $0-$54,300


Low Cost Options
Family Size Annual Income


2 $30,420-$45,552


3 $38,376-$57,468


4 $46,332-$69,384


5 $54,300-$81,312


*Cost sharing = copayments and deductibles  **Enrollment guidelines based on family size and income


Income
Guidelines**


OHP 
Plus


•	No	premiums	
or	copayments


Employer-Sponsored 
Insurance


•	No	premium	cost
•	Families	responsible	


for	cost	sharing*
•	Automatically	


will	enroll	in	OHP.	
Families	must	notify	
OHP	of	ESI	choice.


•	85-90	percent	
premium	paid


•	Families	responsible	
for	cost	sharing*


Healthy 
KidsConnect


•	85-90	percent	
premium	paid


•	Families	responsible	
for	cost	sharing*


•	Families	responsible	
for	full	premiums


•	Families	responsible	
for	cost	sharing*


➤


➤


➤
442-265 (2/12)


Employer-Sponsored 
Insurance


•	No	premium	cost
•	Families	responsible	


for	cost	sharing*


•	No	premium	cost
•	Families	responsible	


for	cost	sharing*


Individual
Insurance


Family Health Insurance Assistance Program Healthy Kids





