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SUMMARY
Authorized by the Children’s Health Insurance Program Reauthorization Act of 2009 (CHIPRA),
Express Lane Eligibility (ELE) is a new tool available to states to streamline enrollment and renewal
of children in Medicaid and CHIP. A primary goal of this and other outreach and simplification
initiatives in CHIPRA is to reach the estimated seven in ten uninsured children who are eligible for
Medicaid or CHIP. ELE allows state Medicaid and CHIP agencies to utilize eligibility findings from
other public programs, such as Head Start or Food Stamps, and/or tax return data to identify, enroll,
and recertify children rather than requiring them to re-analyze and determine eligibility under their
own rules. This brief provides an overview of ELE and highlights the potential benefits of
implementing an ELE initiative, including:
Increased coverage of and access to care for low-income children. Since large numbers of
uninsured children who are eligible for Medicaid or CHIP already participate in other need-based
programs, ELE offers the potential to reach and enroll large numbers of uninsured children through
those programs. Further, ELE enables states to implement “automatic enrollment” by using
information from other programs or tax returns to initiate enrollment. State-initiated enrollment efforts
reach larger numbers of children than those that wait for a family to apply for or renew coverage.
Research suggests that the increases in coverage that can result from ELE will help improve
children’s access to care, quality of care, and health outcomes.
Simplified Medicaid and CHIP renewal processes and increased stability of coverage. States
can use ELE to simplify Medicaid and CHIP renewal processes by relying on updated information
and findings from other programs to process redeterminations. In fact, ELE enables a state to create
a Medicaid/CHIP renewal process that does not require any action by the family. Simplifying renewal
processes supports continuous coverage for children, which has important implications for their care.
Even brief gaps in children’s coverage are associated with reduced access to care and increased
rates of unmet need and forgone care.
Administrative and program savings. By simplifying enrollment and renewal processes, ELE can
reduce administrative burdens and costs for states. Further, ELE has the potential to reduce
program costs through improvements in children’s access to and quality of care that stem from more
continuous coverage.
Greater program coordination and modernized enrollment systems. By allowing Medicaid and
CHIP to borrow other programs’ findings, ELE makes it easier for states to coordinate enrollment
across programs and allows them to get real value from data sharing. Technology can be a key
element of these efforts. As such, a state can use an ELE initiative as a platform for developing a
modernized, online enrollment system that provides a single point of entry for multiple programs and
pulls relevant data from various state databases. Further, ELE can help states coordinate program
efforts to provide support services. For example, some public programs are required to help facilitate
a child’s access to health care and coverage as part of their overall missions and can use ELE to
meet these requirements.
In sum, ELE provides a new tool to support states’ Medicaid and CHIP enrollment and renewal
efforts. Regardless of the outcome of health reform, the systemic improvements made as part of an
ELE initiative can help facilitate coverage and access to care for low-income children and increase
program coordination and collaboration. Furthermore, ELE initiatives provide value by increasing
administrative efficiency while also setting the cornerstone for a modernized enrollment system that
can help meet a state’s future technology needs.

Introduction
Express Lane Eligibility (ELE) is a new tool available to states to streamline enrollment and
renewal of children in Medicaid and CHIP. ELE allows state Medicaid and CHIP agencies to
utilize data and eligibility findings from other public need-based programs, such as Head Start or
Food Stamps, and/or tax return data to identify, enroll, and recertify children rather than
requiring them to re-analyze and determine eligibility under their own rules. ELE offers a
number of potential benefits for both Medicaid and CHIP agencies and low-income families.
This brief provides an overview of ELE, presents an example of what ELE can look like in
practice, and highlights the potential benefits associated with implementing an ELE initiative.
What is Express Lane Eligibility?
Authorized by the Children’s Health Insurance Program Reauthorization Act of 2009 (CHIPRA),
ELE allows state Medicaid and CHIP agencies to rely on eligibility finding(s) from other needbased program(s) like the National School Lunch Program as well as data from tax returns to
make Medicaid and/or CHIP eligibility and renewal determinations, even when the other
program’s method for making that finding is different from that of Medicaid and CHIP. For
example, if a state’s subsidized child care agency has determined that a child has a net income
of 122 percent of the federal poverty level (FPL), then the Medicaid agency can use that income
finding to determine Medicaid eligibility for the child rather than re-evaluating the child’s income
using its own methods.
Prior to ELE, states could not rely on another program’s eligibility finding to determine Medicaid
or CHIP eligibility if that program’s methodology for determining eligibility differed in any way
from that used in Medicaid and CHIP. Unless a state uses ELE, even if it has access to all of
the necessary eligibility information in another program file, Medicaid and CHIP will often lack
some information required to make its final determination – especially for a complicated
eligibility element like income. For instance, the State Nutrition Assistance Program (SNAP)
collects most eligibility elements required for Medicaid and CHIP enrollment. However, because
the programs’ income counting rules are not identical, a Medicaid or CHIP eligibility worker
would not be able to rely solely on the SNAP application to make its eligibility determination
without the benefit of ELE.
Under CHIPRA, states can choose from a wide range of other programs to serve as “Express
Lane agencies.”1 Medicaid and CHIP agencies can borrow any timely eligibility finding except
citizenship from an Express Lane agency and have the option of obtaining information on
citizenship status through an electronic exchange of data with the Social Security
Administration. Further, states can use available data and findings from other programs to
initiate enrollment or renewal, called “automatic enrollment,” rather than waiting for a family to
initiate the process.
Beyond providing authority to implement ELE, CHIPRA also encourages states to use ELE by:
clarifying rules about data-sharing (who can share what data with whom); encouraging the use
of electronic signatures; defining streamlined screen and enroll procedures to ensure children
enroll in the program for which they are eligible – Medicaid or CHIP; and providing financial
performance bonuses tied to states’ use of ELE and other enrollment streamlining measures.
Further, the ELE provisions contain safeguards to ensure that use of ELE does not place
children at any disadvantage and does not place programs at risk of penalties. Specifically,
under CHIPRA:
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•

Children found ineligible for Medicaid or CHIP through ELE must have their eligibility
evaluated through standard methods before they can be denied coverage.

•

Children enrolled using ELE are not to be included in studies done to comply with Medicaid
Eligibility Quality Control (MEQC) and Payment Error Rate Measurement (PERM)
requirements, which remain in place as to other enrollees. Instead, CHIPRA sets up a
separate set of quality control procedures to apply to ELE, with no penalty attached.

What Might Express Lane Eligibility Look Like in Practice?
ELE can be accomplished in collaboration with numerous public programs. The following
example gives an idea of how ELE can be incorporated into the Special Supplemental Nutrition
Program for Women, Infants, and Children (WIC). However, ELE is not a one-size-fits-all effort.
The details of how a state implements ELE will vary depending on the state’s Medicaid and
CHIP program rules, agency structures, available technology, leadership support, program
demographics, and funding options, as well as the state’s design choices (such as whether to
focus on renewal, whether to grant immediate temporary coverage through presumptive
eligibility, or whether to utilize automatic enrollment).
An Example of ELE: Electronically-Supported ELE through WIC
Step 1. A mother and her child (age 0-5) apply for WIC in person (per WIC requirements). Mother
completes the full WIC application with a WIC eligibility worker, who enters the information directly into
WIC’s electronic eligibility system.
Step 2. The WIC application asks the mother whether the child has a source of health care. If she
enters “no” and/or enters no Medicaid/CHIP identification number, which is also asked, then an
additional screen will pop up to initiate the ELE process.
Step 3. The ELE process is initiated. The WIC caseworker will ask: “Do you want to apply for public
health insurance coverage for your child(ren) right now? He or she might be able to get immediate
coverage.”
Step 4. WIC information automatically populates the Medicaid/CHIP application. If the applicant
answers “yes,” relevant information and eligibility findings from the WIC application are automatically
populated into an electronic Medicaid/CHIP application. Ideally, this would also activate an electronic
retrieval of all other relevant information that is held by other state databases -- such as vital statistics,
unemployment insurance, and other public programs. Those applicants stating that they were born in
the U.S. on their WIC application will have their citizenship status checked through new electronic data
matching procedures with the Social Security Administration. Those indicating that they were born
outside of the U.S. will submit any necessary immigration information/documents through a follow-up
process, unless a process can be devised to do this electronically through available databases.
Step 5. The WIC caseworker electronically submits the health coverage application to the appropriate
Medicaid/CHIP agency. In most cases, Medicaid/CHIP will not require further information or
documentation as to those eligibility elements that were borrowed or retrieved in Step 4, including the
applicant’s signature.
Step 6: Applicant receives immediate response. In real time, the applicant will receive a decision
about immediate, temporary coverage (through presumptive eligibility), along with a printable
document that an eligible applicant can use to obtain health services during this temporary coverage
period. If the WIC agency finds through a data check that the child is already enrolled in
Medicaid/CHIP, a real time reply will provide the family with information about existing coverage and
the new WIC application information will be used to renew that coverage, if necessary.
Step 7: If additional information is needed to complete an eligibility or renewal determination, the
Medicaid/CHIP agency staff will conduct a simplified follow-up process.

Putting Children on the Express Lane to Health Insurance

3

What are the Key Benefits of Express Lane Eligibility?
ELE has a number of potential benefits for both low-income families and states. Specifically,
ELE efforts can help:
Increase coverage of low-income children and improve their access to care. Despite
decades of outreach efforts to find and enroll eligible children in Medicaid and CHIP, an
estimated 8.1 million children remain uninsured, most of whom are already eligible for Medicaid
or CHIP.2 Express Lane Eligibility offers a tremendous opportunity for states to identify, reach,
and enroll these uninsured children by building bridges between Medicaid and CHIP and other
public programs in which they may already participate.
Data suggest that connecting Medicaid and CHIP outreach and enrollment efforts with other
public programs has the potential to reach large numbers of uninsured but eligible children. For
example, the most recent studies by the Urban Institute found that 71% of low-income,
uninsured children live in families that participate in one or more of the main nutrition assistance
programs: the National School Lunch Program (NSLP), Food Stamps (now called the State
Nutrition Assistance Program -- SNAP), and/or the Special Supplemental Nutrition Program for
Women, Infants, and Children (WIC).3 Of those programs, NSLP served the largest proportion
of uninsured children, with 59% of low-income, uninsured children participating in that program.4
Using different data, the Urban Institute estimates that 12.4% of eligible but uninsured children
live in households receiving food stamps.5
In addition to nutrition programs, other public programs and functions can connect Medicaid and
CHIP agencies with significant numbers of uninsured children. For instance, nationally, 11% of
children enrolled in Head Start are uninsured,6 58% of subsidized and public housing residents
are uninsured and over 3 million children live in such housing,7 and 15% of households
receiving benefits through the Low Income Home Energy Assistance Program (LIHEAP) have
no health insurance for any household members.8 Further, 89% of eligible but uninsured
children live in families that file federal income tax forms.9
Moreover, CHIPRA’s ELE provisions specifically authorize states to use available data and
findings from other programs to conduct “automatic enrollment.” State experience has
demonstrated that such state-initiated enrollment initiatives reach larger numbers of children
than those that wait for a family to apply for or renew coverage, particularly when they utilize “ex
parte” procedures that collect as much information as possible from existing data sources
before asking the family to supply information.10 Experience with the Medicare Part D LowIncome Subsidy program also illustrates that automatic enrollment has successful results; the
program used data matches with the Social Security Administration to automatically enroll
nearly three-quarters of eligible seniors in just six months.11
Research suggests that reaching and covering currently uninsured low-income children through
ELE efforts will improve their ability to access needed care. Children covered by Medicaid or
CHIP are much more likely to have a usual source of care, to have had a doctor visit, and are
much less likely to have unmet needs compared with uninsured children.12 Further, research
shows that when previously uninsured children enroll in public coverage they experience
improvements in their quality of care and health outcomes.13
Promote continuous and stable coverage through simplified Medicaid and CHIP renewal
processes. ELE can simplify Medicaid and CHIP renewal processes by utilizing updated
information a family provides to another needs-based program and the eligibility calculations of
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that program agency to process a redetermination. According to the most recent calculations
from the Urban Institute, 57% of children in NSLP, WIC, and/or SNAP are covered by Medicaid
or CHIP14, and, in particular, 84% of children participating in SNAP are also enrolled in Medicaid
or CHIP.15
Because Medicaid and CHIP renewal involves updating only those eligibility elements that have
changed, renewal through ELE can be relatively straightforward and is not likely to require
follow-up with the family since most of those changing eligibility elements, such as income and
residence, are regularly collected by other public programs. For example, since 2001,
Louisiana has automatically collected information from Food Stamp and cash assistance files to
complete Medicaid renewals rather than waiting for a family to start the renewal process. As a
result of this process, about three-quarters of enrollees are now renewed without completing a
Medicaid renewal form and the state has experienced a dramatic decline in denials of renewals
for procedural reasons (falling from over 25% to just 1%).16 In contrast, when Florida ended its
administrative renewal process, approximately 120,000 children were dropped from coverage in
a 90-day period and the disenrollment rates remained ten times higher than they had been
under the administrative renewal process.17
Simplifying renewal processes helps support continuous and stable coverage for children, which
has important implications for their health care. Even brief gaps in children’s coverage are
associated with reduced access to care and increased rates of unmet need and forgone care
due to cost.18 Further, increasing the stability of coverage reduces administrative burdens and
costs for states associated with churning—i.e., the disenrollment and reenrollment of children
during a short period of time.
Reduce burdens on Medicaid and CHIP agencies and families. Families who participate in
other public programs that can serve as Express Lane agencies have already provided these
programs much – if not all -- of the information that is needed to enroll in or retain Medicaid or
CHIP coverage. Further, these other public programs have already invested time in collecting,
evaluating, processing, archiving, and verifying the information provided by the family.
By using ELE, Medicaid and CHIP agencies can benefit from the work already completed by
other agencies by borrowing the relevant and timely information and eligibility findings rather
than re-collecting and re-evaluating the data again. At the same time, families benefit because
they are no longer required to submit information and documentation more than once and to
visit multiple locations to apply for multiple need-based programs.
Generate administrative and program savings. As noted above, ELE has the potential to
reduce administrative burdens associated with enrollment and renewal and significantly reduce
rates of churning. Data indicate that administrative burdens related to enrollment and renewal
contribute to administrative costs. For instance, Ohio incurred $8.5 million in administrative
costs in the first year of its effort to meet new federal rules imposed by the Deficit Reduction Act
of 2005 that require states to verify citizenship status, despite the fact that the new rules also led
to a decrease in monthly enrollment and renewal.19 Similarly, churning was estimated to cost
California $120 million in a three-year period.20 And, when Florida ended its administrative
renewal process referred to above in 2004, total program administration costs rose 33%.21
As such, reducing administrative burdens will likely lead to administrative cost savings, as
demonstrated by experiences with other programs. For example, when Oklahoma stopped
applying an assets test to determine Medicaid and CHIP eligibility for children, it reported $1.2
million in administrative savings above and beyond the costs associated with increased
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enrollment.22 In addition, an analysis of Louisiana’s Medicare Savings Program (which serves
low-income Medicare beneficiaries) found that simplifying the renewal process to accomplish
renewal using available data (ex parte) rather than contacting the client would lead to a potential
administrative savings of $1.9 million annually.23
Beyond administrative cost savings, ELE also has the potential to reduce program costs through
savings from improvements in children’s access to and quality of care that stem from increased
stability in their coverage. For instance, when California revised its Medicaid renewal policy to
require redeterminations every twelve months, rather than every three, the program
experienced $17 million in savings in hospitalization costs for conditions like asthma and
pneumonia.24 In contrast, when children experience intermittent coverage and the resulting
discontinuous care, families increase their use of more costly emergency room care,25 are less
likely to receive preventive care, and experience negative effects on future health – which has
future costs.26
Enable greater coordination across programs. With ELE, it is no longer necessary to ensure
that another public program has precisely the same income counting rules or residency
documentation requirement in order to consider that program’s income or residency finding
relevant and useful for Medicaid/CHIP enrollment. By allowing Medicaid and CHIP to borrow
another program’s finding, ELE removes the complications posed by cross-program eligibility
coordination when different programs apply different eligibility rules and enrollment procedures.
As such, ELE makes it easier for states to coordinate enrollment efforts across programs and
allows them to get real value from sharing data across programs. In addition, by harmonizing
the underlying program rules, ELE makes it easier for states to build enrollment systems
technology that can handle the challenge of cross-program enrollment.
Further, ELE can help states coordinate their efforts to provide support services. Some public
programs are required to help facilitate a child’s access to health care and health coverage as
part of their overall mission. For instance, Head Start’s Program Performance Standards state
that within 90 days of a child’s enrollment, Head Start programs must determine whether
families have an ongoing source of continuous, accessible health care and must assist parents
in securing a source of such health care, if necessary. 27 Similarly, WIC was established to
“serve as an adjunct to good health care during critical times of growth and development, in
order to prevent the occurrence of health problems and to improve the health status of these
persons.”28 In service of this mission, current federal regulations require WIC agencies to inform
their clients about health insurance options and refer them to application assistance. 29
Participation in an Express Lane effort would satisfy such programmatic expectations, while also
facilitating greater coordination with Medicaid and CHIP.
Facilitate the development of modernized, cross-program enrollment systems. ELE
efforts can benefit greatly from the use of technology.30 As such, a state that elects to move
forward with ELE can use the design and development of the technology to support ELE as a
platform for developing an improved, modernized enrollment system that provides a single point
of entry for multiple programs and pulls relevant data from other state databases to inform the
eligibility process. In the alternative, such systems improvements for the sake of ELE can be
incorporated into technology plans that are already in development and, thus, add value to
those efforts.
States are already under the directive of the Medicaid Information Technology Architecture
(MITA)31 to transform state Medicaid information systems (such as billing and eligibility systems)
into modernized systems that can communicate across organizational boundaries and
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agencies. Systems improvements made in pursuit of ELE can help a state meet these federal
expectations established by MITA, and vice versa.
It is important to note that technology that makes the most of available data can result in
significant and ongoing administrative savings. For instance, the state of Utah has developed a
robust, data-brokering eligibility system with the capacity to draw relevant information from other
available databases – a system which could add great value to an ELE effort. While the initial
cost of building the system was $2 million, it has resulted in an estimated administrative savings
of $2.1 million each year since it was implemented.32
Conclusion
ELE provides a new tool to states to utilize data and eligibility findings from other public
programs to support Medicaid and CHIP enrollment and renewal efforts. States use of ELE has
the potential to benefit both low-income families served by the programs as well as the states
themselves. By helping states reach and enroll currently eligible but uninsured children, ELE
can increase children’s coverage rates and improve their access to care. Further, ELE can
promote stable and continuous coverage for low-income children over time, preventing access
problems associated with disruptions in coverage. ELE also can reduce burdens for families
and Medicaid and CHIP agencies, contribute to program savings, enable greater coordination
across programs, and facilitate improvements in state enrollment systems.
Regardless of the outcome of health reform, the systemic improvements made as part of an
ELE initiative will help facilitate coverage and access to care for low-income children and
increase program coordination and collaboration. Furthermore, ELE initiatives provide great
value by increasing administrative efficiency while also setting the cornerstone for a modernized
enrollment system that can help meet a state’s future technology needs.

This brief was prepared by Beth Morrow of The Children’s Partnership in partnership with Samantha Artiga of the
Kaiser Family Foundation’s Commission on Medicaid and the Uninsured.
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