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Screening for Eligibility in Medicaid and 
the State Children‛s Health Insurance 
Program (SCHIP)

Introduction
Under federal law and regulations, states are required to provide Medicaid to some groups of 

people, and they have the option to provide coverage to other groups of people. Generally, 

coverage is available to low-income seniors, adults with disabilities, children, and parents of 

dependent children. Each person or family must meet income and resource (also called asset) 

tests, which vary from state to state. The income and resource tests also differ for each group 

of people: In most states, for example, income guidelines for children are more generous than 

income guidelines for their parents. States also have options about the coverage they offer 

children under the federally created State Children’s Health Insurance Program (SCHIP).

States submit Medicaid plans and SCHIP plans to the Centers for Medicare and Medicaid 

Services (CMS), U.S. Department of Health and Human Services. These plans show what 

options they have taken under federal rules regarding eligibility and benefits. Some states 

have received “waivers” from the federal government, allowing them to depart from federal 

eligibility rules in order to extend coverage to some people, such as non-disabled adults 

without children. Waiver documents show the agreements that CMS and a state have reached 

regarding coverage rules for the population under a waiver. The screening questions listed 

below are intended as a reference to help you determine whether someone may qualify 

for Medicaid or SCHIP coverage. Information about where to find federal and state-specific 

information is included in each question. You can also use the screening questions and the 

reference material about your state to create a state-specific screening tool.
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Background
Where to get state-by-state information and 
federal documents about Medicaid and SCHIP 
eligibility

You can get a very rough idea of whether a person is eligible for Medicaid or SCHIP by 

comparing the person’s income to the state thresholds listed on Kaiser Family Foundation’s 

State Health Facts Online (http://www.statehealthfacts.org/, click on Medicaid and SCHIP). If 

the person’s income is below the threshold listed, the person is probably eligible for Medicaid 

and/or SCHIP. Even some people whose incomes are above the thresholds will be eligible 

because federal rules require states to disregard certain types of income (as discussed further 

throughout this guide). States also have wide latitude to further liberalize their methods for 

counting income and resources for many groups of people, effectively raising the Medicaid 

income and resource guidelines. The links to sources in the box on page 3 provide further 

information about Medicaid and SCHIP eligibility.

Medicaid‛s relationship to other federal public 
benefi t programs
A few historical notes may help newcomers to Medicaid policy better understand 

eligibility rules.

At one time, Medicaid eligibility for families with children was linked to families’ eligibility 

for welfare benefits under the AFDC program (Aid to Families with Dependent Children). The 

AFDC program no longer exists—Temporary Assistance to Needy Families (TANF) replaced it 

in 1996. Since 1996, Medicaid has not been linked to welfare, but many states still base their 

Medicaid eligibility guidelines for parents on the AFDC guidelines that existed in 1996.

For seniors (that is, people age 65 and over) and for people with disabilities, Medicaid 

eligibility is related to eligibility for Supplemental Security Income (SSI), a federal program. 

Most states determine whether a person meets the criteria for disability with the Medicaid 

program according to the standards used by the SSI program, and most states adopt the 

income and resource disregards used by the SSI program. This guide briefly describes those 

standards and disregards, but for more information about what is considered a disability or 

how income and resources are counted for seniors and people with disabilities, you should 

consult an SSI expert in a legal services program or in the Social Security Administration.
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Links for information about 
Medicaid and SCHIP eligibility
• Kaiser Family Foundation, State Health Facts Online, available online at
 (http://www.statehealthfacts.org/).

• State Medicaid Plans – Contact your state Medicaid agency or the regional office of 
CMS for the most up-to-date copy of your state’s Medical Assistance Plan. Contact 
information for Medicaid agencies is on http://www.nasmd.org/about/NASMD_
Member_List.rtf and on http://www.cms.hhs.gov/apps/contacts/ (select “contacts 
whose organization type is State Medical Assistance Office”). Contact information 
for CMS regional offices is on http://www.cms.hhs.gov/RegionalOffices/01_
Overview.asp

• State SCHIP Plans –The State Children’s Health Insurance Program (SCHIP) provides 
block grants to states to provide health insurance for children. States may use the 
grants to expand Medicaid eligibility for children (and in some cases, their parents), 
to establish separate children’s health plans to cover children with incomes over the 
Medicaid limits, or to create a combination of Medicaid and separate SCHIP plans. For 
more information see http://www.cms.hhs.gov/LowCostHealthInsFamChild/ and 
click on “SCHIP approved state plan information.”

• The federal Medicaid law is Title XIX of the Social Security Act. It is online at http://
www.ssa.gov/OP_Home/ssact/title19/1900.htm.

• Federal Medicaid regulations are in the Code of Federal Regulations, 42 CFR § 430 
et seq. They can be retrieved from (http://www.gpoaccess.gov/cfr/retrieve.html) or 
(http://www.law.cornell.edu/cfr/). 

• Summaries of approved Medicaid waivers and copies of some waiver documents 
are at (http://www.cms.hhs.gov/MedicaidStWaivProgDemoPGI/MWDL/list.asp).

• The National Health Law Program’s An Advocate’s Guide to the Medicaid Program 
(National Health Law Program, Los Angeles, CA, 2001) can be purchased by calling 
310-204-6010 or visiting (http://www.healthlaw.org).

• The National Council on the Aging provides a computerized screening tool 
regarding seniors’ eligibility for Medicaid and other benefits at (http://www.
benefitscheckup.org/).

• The Social Security Administration’s Web site (http://www.ssa.gov) includes 
information to help consumers determine whether they qualify for SSI benefits as 
well as information for attorneys and other representatives about program rules. 
In most states, all SSI beneficiaries are eligible for Medicaid.



 Screening for Eligibility in Medicaid and SCHIP: Children and Families     

Updated June 2008 

1. Is the person pregnant?

States must offer Medicaid coverage for pregnancy-related services, including prenatal 

care and delivery and postpartum care, to women with incomes up to 133 percent of the 

poverty level (Social Security Act § 1902(a)(10) and 1902 (l)). States can set the income limit 

for pregnant women at up to 185 percent of the poverty level under their state Medicaid 

plans, and many states do this. In some states, waivers or greater income disregards allow 

women to be eligible at even higher income levels. Once she establishes Medicaid eligibility, 

a pregnant woman remains eligible for pregnancy-related services under Medicaid for 60 days 

postpartum, even if her income increases (42 CFR § 435.170). The Kaiser Family Foundation’s 

State Health Facts Online (http://www.statehealthfacts.org) provides some information about 

the income guidelines used by each state. To get more detail for a particular state, check with 

the state’s Medicaid agency. The information will be in the state’s medical assistance plan in  

Attachment 2.6A, Supplements 1 and 8a. Though states can establish more generous income 

deductions in determining a pregnant woman’s eligibility, at a minimum, states must use the 

income deductions that were used by the AFDC program.

Even though the coverage that pregnant women receive when they qualify for Medicaid under 

the method described above is limited to “pregnancy-related services” (42 CFR 440.210 (a)(3)), 

states can consider most health care for a pregnant woman as “pregnancy-related” and thus 

provide pregnant women the Medicaid coverage that they need. States are required to provide 

full Medicaid coverage—not just coverage of pregnancy-related services—to pregnant women 

who meet a lower income standard based on the state’s 1996 AFDC cash assistance levels (see 

question 9). For the purposes of determining the family size of a pregnant woman, the fetus 

counts as a family member—that is, a single pregnant woman with no children would qualify 

for Medicaid if her income was below her state’s 1996 AFDC standard for a two-person family 

(42 CFR § 435.116 and Social Security Act §1905(n)).

At a minimum, states must allow pregnant women to keep the amount of resources allowed 

in the SSI program ($2,000 for an individual and $3,000 for a couple in 2008; some resources, 

such as the person’s residence, are not counted). States can establish a more liberal resource 

test or elect not to use a resource test at all. For precise information on income and resource 

Medicaid/SCHIP Screening Questions:
Children and Families
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limits in each state, please contact your state Medicaid agency.  Contact information for state 

Medicaid agencies is available at http://www.nasmd.org/about/NASMD_Member_List.rtf.

Note: The Social Security Administration published a final rule in the February 7, 2005 Federal 

Register which changes the way resources are counted for determining Social Security Income (SSI) 

eligibility. Under the new rules, clothing, household goods, personal effects, and one automobile are 

no longer counted as resources—no matter what their dollar value—in determining SSI eligibility.  

(Previously, an automobile was excluded from resources only if it was used to get to employment or 

medical appointments or was specially equipped for a person with disabilities.  Now one automobile is 

excluded if it is used for transportation for the individual or a member of the individual’s household.)  

In some states, a pregnant woman can be presumptively eligible for Medicaid, getting 

immediate coverage for ambulatory care when “qualified” health care providers (usually 

providers in hospitals or community clinics) determine that she meets Medicaid income levels. 

She must complete a Medicaid application by the next month in order to retain coverage 

(Social Security Act §1902(a)(47)). Some women are not eligible for full Medicaid coverage or 

coverage of all pregnancy-related services due to immigration status or less than five years’ 

U.S. residency. If an immigrant woman meets other Medicaid requirements, she is still eligible 

for Medicaid coverage of labor and delivery. (See question 14 for more information about 

immigrants.)

States can also use SCHIP funds to cover prenatal services for some women. Some states 

use their SCHIP funds to expand Medicaid programs, some have established separate SCHIP 

programs, and some have established a combination. See the state SCHIP plan http://www.cms.

hhs.gov/LowCostHealthInsFamChild/downloads/SCHIPStatePlanActivityMap.pdf) to determine 

how SCHIP funds are used in a particular state.

A pregnant woman may receive SCHIP coverage of prenatal services in two ways: (1) the 

woman qualifies for SCHIP because she is under age 19 and meets the SCHIP eligibility 

guidelines in her state, or (2) the fetus qualifies for SCHIP (even if the mother does not) 

because the state has elected to consider fetuses as “children” in the SCHIP program and the 

“unborn child” meets SCHIP eligibility requirements. (see 42 CFR §457.10.)

If a pregnant woman does not meet any of these eligibility categories, check questions 9-18 

and 23-27.
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2. Is the person under age one?
Infants born to mothers with Medicaid coverage remain eligible for Medicaid for one year as 

long as they remain in the mother’s household and the mother’s income and resources stay 

below the limits for pregnant women (see question 1 and 42 CFR § 435.117 and Social Security 

Act §1902(e)(4)). See the Kaiser Family Foundation State Health Facts Online (http://www.

statehealthfacts.org/) or visit the state Medicaid agency’s Web site for a general idea of income 

limits applying to infants, and see each state’s Medicaid plans, Attachment 2.6A, Supplement 1 

(available through the state’s Medicaid agency).  Supplement 2 lists resource limits.

Most states with separate SCHIP programs cover children up to 200 percent of poverty, and 

many cover children at higher income levels.  Information on SCHIP plans for each state is 

available through the state or on CMS’s website (http://www.cms.hhs.gov/

LowCostHealthInsFamChild).  Income requirement guidelines for state SCHIP programs 

are available from the Kaiser Family Foundation’s State Health Facts Online (http://www.

statehealthfacts.org). 

If the infant is not qualified under this method, check questions 6-9,12-16, and 27.
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3. Is the person under age six?

Children in this age group are eligible in every state if their family income does not exceed 133 

percent of the poverty level and they meet state resource requirements (Social Security Act 

§1902(a)(10) A and §1902(l)(1)). States can set higher income limits and/or liberally disregard 

income, effectively raising the income guidelines for children. The Kaiser Family Foundation 

State Health Facts Online (http://www.statehealthfacts.org/) provides a general idea of income 

limits applying to children in this age group. For more precise information on income and 

resource limits in each state, please contact your state Medicaid agency.  Contact information 

for state Medicaid agencies is available at http://www.nasmd.org/about/NASMD_Member_List.

rtf.  States can decide whether to use a family resource test for children under age six, but 

that test can be no more restrictive than that used by the AFDC program in 1996 ($1,000 in 

countable resources per family (42 CFR § 435.116(c)). As of this writing, only Montana, South 

Carolina,Texas, and Utah use resource tests for children in Medicaid. 

States can use their SCHIP funds to expand Medicaid for uninsured children at higher incomes 

or to establish separate health programs that may provide limited benefits to somewhat 

higher-income children or for a combination of Medicaid and separate health plans (Social 

Security Act § 2101 et seq.). (The federal government matches state SCHIP expenditures at a 

higher rate than regular Medicaid expenditures.) Most states with separate SCHIP programs 

cover children up to 200 percent of poverty, and many cover children at higher income levels.  

Information on SCHIP plans for each state is available through the state or on CMS’s website 

(http://www.cms.hhs.gov/LowCostHealthInsFamChild).  Income requirement guidelines for state 

SCHIP programs are available from the Kaiser Family Foundation’s State Health Facts Online 

(http://www.statehealthfacts.org).

If a child under age six is not eligible by this method, check questions 6-9, 12-16, and 27.
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4. Is the person at least age 6 but under age 19?
States must cover children in this age group whose family income is up to 100 percent of 

the federal poverty level (Social Security Act § 1902(l)). States can set higher income limits 

or use liberal methods for disregarding income to extend eligibility. (See the Kaiser Family 

Foundation State Health Facts Online at http://www.statehealthfacts.org/ for a general idea of 

income limits applying to children in this age group. For specific information about state plans, 

please contact your state Medicaid agency.  Contact information for state Medicaid agencies is 

available at http://www.nasmd.org/about/NASMD_Member_List.rtf.  States can decide whether 

to use a family resource test for children ages 6 to 19, but the test can be no more restrictive 

than the test used by the AFDC program in 1996 ($1,000 in countable resources per family). As 

of this writing, only Alabama, New York, Tennessee, and Utah use resource tests for children in 

Medicaid.

States can use their SCHIP funds either to expand Medicaid for uninsured children at higher 

income or establish separate health programs that may provide fewer benefits to these 

somewhat higher-income children (Social Security Act § 2101 et seq.). Most states with 

separate SCHIP programs cover children up to 200 percent of poverty, and many cover 

children at higher income levels.  Information on SCHIP plans for each state is available 

through the state or on CMS’s website (http://www.cms.hhs.gov/LowCostHealthInsFamChild).  

Income requirement guidelines for state SCHIP programs are available from the Kaiser Family 

Foundation’s State Health Facts Online (http://www.statehealthfacts.org).

If the person is not qualified under this method, check questions 6-9, 12-16, and 27.
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5. Is the person age 19 or 20?
States can decide whether to offer coverage to 19- and 20-year-olds (Social Security Act § 

1905(a)(9); 42 CFR § 435.201(a)(4) and 42 CFR § 435.222). They can also opt to limit coverage 

of 19- and 20-year-olds to those who are full-time students in secondary school or in 

vocational or technical training programs. Similarly, they can limit coverage of 19- and 20-year-

olds to those who live in foster care, who have been adopted, or who are in nursing facilities 

or psychiatric institutions. For specific information about state plans, please contact your state 

Medicaid agency.  Contact information for state Medicaid agencies is available at http://www.

nasmd.org/about/NASMD_Member_List.rtf.

Children who are not eligible for full Medicaid may be eligible for separate SCHIP programs. 

Most states with separate SCHIP programs cover children up to 200 percent of poverty, and 

many cover children at higher income levels.  Information on SCHIP plans for each state is 

available through the state or on CMS’s website (http://www.cms.hhs.gov/

LowCostHealthInsFamChild).  Income requirement guidelines for state SCHIP programs 

are available from the Kaiser Family Foundation’s State Health Facts Online (http://www.

statehealthfacts.org).

If the person is not qualified under this method, check questions 9-10, 18, and 24-27.
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6.  Is the person a child in foster care 
or an adopted child?

Recipients of adoption assistance and foster care under Title IV-E of the Social Security Act are 

eligible for Medicaid. Children under state adoption agreements, rather than federal adoption 

agreements, may be eligible for Medicaid at state option and under some conditions. States 

must cover foster children under age 18, and states can opt to cover foster children until their 

21st birthday (42 CFR § 435.145 and 42 CFR § 435.227 and Social Security Act § 473(b)(3)).
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7. Is the person a child with a disability?

In most states, children who receive SSI due to a disability are automatically eligible for 

Medicaid (42 CFR § 435.120). Eleven states, known as 209(b) states, are permitted to use 

more restrictive definitions of disability for their Medicaid program than are used in the SSI 

program (42 CFR § 435.121). The 209(b) states are Connecticut, Hawaii, Illinois, Indiana, 

Minnesota, Missouri, New Hampshire, North Dakota, Ohio, Oklahoma, and Virginia. For 

specific information about state plans, please contact your state Medicaid agency.  Contact 

information for state Medicaid agencies is available online at http://www.nasmd.org/about/

NASMD_Member_List.rtf.

When children who once received SSI lose their SSI benefits because the Social Security 

Administration no longer considers them disabled, states must determine whether the 

children are still eligible for Medicaid under a different category of coverage. Children 

who lost SSI benefits in 1996 or 1997 due to a change in the SSI disability definition retain 

Medicaid eligibility as long as they continue to meet other program requirements. 

Beginning in 2007, states can expand Medicaid coverage to children who meet the Social 

Security Administration’s disability standards and whose families earn up to 300 percent of 

poverty ($63, 600 for a for a family of four in 2008). The state may require these families to 

pay sliding-scale premiums. However, families with incomes below 200 percent of poverty 

will not have to pay more than 5 percent of their incomes for premiums and cost-sharing. 

Families with incomes between 200 and 300 percent of poverty will not have to pay more than 

7.5 percent of their incomes for premiums and cost-sharing. The law notes that states can 

also cover children whose families earn more than 300 percent of poverty using state funds, 

but federal matching funds are not available. States can phase-in children by age group and 

cover children up to age 6 in 2007, children up to age 12 in 2008, and children through age 

19 in 2009. (The Family Opportunity Act and the Deficit Reduction Act established this option 

by amending Social Security Act §§1902 (a) (10) (A) (ii) (XIX) and sub-section (cc)).  For more 

information about the Family Opportunity Act, please see the Kaiser Commission’s report on 

changes to long-term care under the Deficit Reduction Act, available online at (http://www.kff.

org/medicaid/upload/7486.pdf).

If the child is not qualified under this method, check questions 2-6, 8, 12-16, and 27.
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8.  Is the person a child with a disability so severe 
that he or she could be admitted to a medical 
institution?

When a child resides in an institution for more than 30 days, the income and resources of the 

child’s parents are no longer counted in determining the Medicaid eligibility of the child. 

Therefore, children who are institutionalized for more than a month will generally qualify for 

Medicaid. 

States can opt to cover children age 18 or younger at home if those children have disabilities 

that require the level of care provided in hospitals, nursing facilities, or facilities for people 

with mental retardation provided the child would otherwise qualify for care in an institution 

(42 CFR § 435.225 and Social Security Act § 1902 (e)(3)). Called the TEFRA (Tax Equity and 

Fiscal Responsibility Act) or “Katie Beckett” option, children with significant medical expenses 

get Medicaid coverage for home and community-based care, regardless of their family’s 

income. A child must meet the disability definitions of either the SSI or Social Security Disability 

Income (SSDI) programs and be cared for at home. The cost of care in the community must not 

be more than the estimated cost of the institutional care, and the child must not have income 

or resources in his or her own name that exceed the state’s financial eligibility standard for a 

child living in an institution. In 2002, the following states used the TEFRA option:

Alaska, Arkansas, Connecticut, Delaware, Georgia, Idaho, Maine, Massachusetts, Michigan, 

Minnesota, Mississippi, Nebraska, Nevada, New, Hampshire, Rhode Island, South Carolina, 

South Dakota, Vermont, West Virginia, and Wisconsin. (For more information, see Avoiding 

Cruel Choices, Bazelon Center for Mental Health Law, Washington, DC, November 2002, at 

http://www.bazelon.org/issues/children/publications/TEFRA/index.htm.)

States can also use home and community-based care waivers to provide coverage for care at 

home for children who would otherwise need institutionalization. Under waivers established 

under either Sections 1115 or 1915c of the Social Security Act, states can provide coverage 

for a wide array of home and community-based services, not just those normally covered by 

the Medicaid program. States can limit the number of children they serve under the waivers or 

set other eligibility limits. States must show that the aggregate cost of home and community-

based care for children served under the waiver will not exceed the cost of institutional care 

that would otherwise be paid by Medicaid. See the “Medicaid waivers and demonstrations list” 

on http://www.cms.hhs.gov/MedicaidStWaivProgDemoPGI/ for listings of states that have applied 

for or been granted 1915c home and community based care waivers or broader waivers.
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9.  Is the person a parent of a dependent child or 
a child not eligible under any of the previous 
questions?

States, at a minimum, provide Medicaid coverage to parents who meet the income and 

resource standards used for AFDC cash assistance in 1996.1 (These standards are sometimes 

called the “pre-welfare reform criteria.”) The AFDC-related Medicaid income guidelines, which 

are now the floor for Medicaid coverage for parents, vary by state but are generally stingy. 

States can establish more generous guidelines for parents as a result of a law that went into 

effect in 1996 (the Personal Responsibility and Work Opportunity Reconciliation Act), which 

“de-linked” Medicaid and welfare eligibility. This law established a new category of Medicaid 

eligibility for low-income families, Section 1931 of the Social Security Act. (In practice, Section 

1931 guidelines mostly affect parents. Usually, the poverty-related income guidelines for 

children, discussed in questions 2-4, will be more generous than family income guidelines 

in a state under Section 1931, but children can qualify for Medicaid under the Section 1931 

category.)

In 1996, the AFDC program was replaced by TANF, a block-grant program that allows states to 

provide time-limited cash assistance to families. TANF and Medicaid are not linked, and Medicaid 

is not a time-limited benefit. TANF recipients will generally qualify for Medicaid, and families can 

often file a single application for TANF and Medicaid. When TANF eligibility ends, however, 

Medicaid eligibility does not necessarily end.

Some of the ways that TANF and Medicaid rules differ are in their treatment of working 

two-parent families, time limits on benefits, and the consequences of failure to meet a work 

requirement or help the state to establish paternity. The Medicaid rules are as follows:

•   For two-parent working families, states must allow Medicaid coverage if parents work 

less than 100 hours per month or work temporarily or only intermittently. States can 

decide whether to cover adults in two-parent families if both parents work more than 

100 hours per month. Children cannot be excluded from Medicaid coverage due to 

their parents’ employment status.

•   People can continue to receive Medicaid benefits as long as they continue to meet 

eligibility requirements and “re-certify” their eligibility for benefits. Medicaid is not a 

time-limited benefit.
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•   If a person loses TANF for failure to meet a work requirement, states can deny that 

individual Medicaid (unless that individual is pregnant) but cannot deny Medicaid to 

minors who are not the head of the household or to infants.

•   If a parent refuses to help the state establish paternity, the parent can be denied 

Medicaid, but the child or children remain eligible for Medicaid.

Federal rules or less restrictive state rules govern what family income to count and what 

family income to disregard in establishing Medicaid eligibility (see box on the last page of this 

chapter). The income and resources of spouses living together and the incomes of parents 

living with children under age 21 are counted together in establishing Medicaid eligibility.

Incomes of other relatives living in the house are not counted (42 CFR §§ 435.113 and 

435.602).

Under Section 1931, by disregarding certain amounts or types of income and resources, states 

can liberalize their income and resource limits for parents and children. For example, a state 

might disregard all income below a certain threshold in order to make families with incomes 

up to 200 percent of the poverty level eligible for Medicaid. For more information on this 

option, see http://www.familiesusa.org/resources/tools-for-advocates/kits/health-action-2007-

tool-kit-2.html. 

Updated guidelines for parent eligibility in state can be found at http://www.statehealthfacts.org. 

For specific information about state plans, please contact your state Medicaid agency.  Contact 

information for state Medicaid agencies is available at http://www.nasmd.org/about/NASMD_

Member_List.rtf.

If the person is not qualified under this method, check questions 1, 12-18, and 23-27. When 

a family’s income increases above the Medicaid income limits, the family may be entitled to 

Transitional Medical Assistance, which is described in question 11.

1 Federal law allows states to keep the 1996 guidelines as the basis for family Medicaid eligibility; to raise the 1996 guidelines 
by the cost of living, instead using more liberal guidelines; or to roll back the 1996 guidelines to those they used for AFDC 
in 1988. Fortunately, as of this writing, no state has rolled back the guidelines below 1996 levels.
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10. Is the person a relative caring for a   
dependent child?

When relatives assume the responsibility for a dependent child, they can elect to apply for 

Medicaid as part of the child’s family. They can qualify for Medicaid by meeting the same 

income and resource standards that would apply to a parent (see question 9 and 42 CFR 

§ 435.113 and Social Security Act § 1902(a)(17)). If such a caretaker is also aged, blind, or 

disabled, he or she might qualify for Medicaid under higher income standards. In this case, 

the caretaker can elect to have his or her Medicaid eligibility determined independently of the 

child’s eligibility. See questions 17-27.
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11. Has the person‛s family income recently 
increased?

Families with dependent children may be eligible for Transitional Medical Assistance (TMA) 

when their earnings increase (Social Security Act § 1925(a) and (b)). If they received Medicaid 

for three of the six months previous to their increased earnings, they are eligible for Medicaid 

for another six months, regardless of their new incomes. They are entitled to an additional 

six months of Medicaid if their income (with child care expenses deducted) is less than 185 

percent of the poverty level. Some states have extended TMA benefits beyond 12 months.

The federal law that establishes TMA has been scheduled to sunset several times in the past 

few years and then been extended by Congress. If you have questions concerning the current 

status of TMA and “continued” Medicaid coverage, please contact Families USA at info@

familiesusa.org

Note: If a state rolls back its Medicaid income eligibility limits for working families, families who are 

then ineligible due to their earnings may receive TMA. A lawsuit in Missouri, White v. Martin, No. 

02-4154-CV-C-NKL (W.D. Mo. Oct. 3, 2002), established the right to TMA when that state rolled back 

eligibility limits. Similar litigation is underway in other states. 

Families are also eligible for four months of continued Medicaid coverage when an increase in 

child support or spousal support puts their income over the Medicaid income thresholds (42 

CFR § 435.115).

States may allow people in Medicaid managed care plans or Primary Care Case Management 

(PCCM) plans to retain Medicaid coverage through those plans for six months, regardless of 

changes in income (42 CFR § 435.112 and Social Security Act § 1902(e)(2)).
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Income not counted for families with children 
in determining Medicaid eligibility under Section 
1931 of the Social Security Act
Do not count income that the state did not count in determining AFDC eligibility for 
families in July of 1996. This included:

• The first $90 of monthly earned income.

• Up to $200 for child care expenses for a child under age two or up to $175 for an 
older child; up to $175 for care of an incapacitated household member.

• $50 of child support per family.

• Earned income tax credits.

• The earned income of a dependent child who is a member of a family receiving 
Medicaid if the child is a student working only part-time. 

In determining the family’s continuing eligibility for Medicaid, $30 plus one-third of 
the remainder of their earned income not already disregarded is deducted for four 
months, and $30 is deducted for an additional eight months. In addition, families 
are entitled to additional months of Medicaid (called Transitional Medical Assistance) 
when their earnings increase above the state’s Medicaid income guidelines. These 
provisions apply to families receiving Medicaid under Section 1931 of the Social 
Security Act (see question 9 in this paper). Children who receive Medicaid because 
their incomes are less than the poverty level or 133 percent of the poverty level do 
not necessarily use these deductions.

States can opt to deduct child care expenses actually paid by the state from a fam-
ily’s earned income and/or to adopt additional disregards or deductions.

For more information, see 42 CFR § 435.601 and 42 CFR § 233.20.
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12. Does the person or family have signifi cant 
medical expenses?

Many states allow people to “spend down” their incomes to a state-established income 

level by paying or incurring medical and remedial expenses to offset income in excess of the 

state level (42 CFR § 435.301-42 CFR § 435.350 and Social Security Act § 1902(a)(10)(c)). The 

costs of prescription drugs and home care are among the expenses that can be applied to 

a spend-down. Once people document that they have reached the state’s “medically needy 

income level,” Medicaid will pay their remaining and continuing medical expenses (but not 

the expenses incurred to meet the spend-down) until the end of a certification period (42 CFR 

§ 435.831).1 At the end of the certification period, people must again show how much their 

income exceeds the state’s threshold and again document that they have paid or incurred 

medical and remedial expenses to meet the spend-down. People who have unpaid bills larger 

than their spend-down amount but too old to be retroactively paid by the Medicaid program 

(that is, bills over three months old—see question 13) may apply parts of the bills to several 

successive spend-down periods.

States can take a different approach to assisting people with incomes slightly higher than the 

Medicaid income thresholds: They can allow people to pay monthly premiums to the state 

equaling the difference between the family’s income and the medically needy income levels to 

qualify for Medicaid.

Medically needy levels in many states are very low—sometimes lower than SSI limits. Under 

rules that became effective in 2001, states can raise those medically needy levels. For more 

information, see Families USA,  “Could Your State Do More to Expand Medicaid for Seniors 

and Adults with Disabilities,” November 2001, (http://www.familiesusa.org/assets/pdfs/

ExpandingMedicaid93a7.pdf) and 42 CFR § 435.1007.

States that do provide medically needy coverage must offer such coverage to pregnant women 

and children under age 18. They can choose whether to cover any or all of the following 

groups in their medically needy programs: children ages18 through 20; parents and caretaker 
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relatives; people over age 65; adults who are blind or disabled; people in managed care. 

States specify their medically needy income levels in their state Medicaid plans. For specific 

information about state plans, please contact your state Medicaid agency.  Contact information 

for state Medicaid agencies is available at http://www.nasmd.org/about/NASMD_Member_List.

rtf. They specify their certification period for the medically needy (sometimes referred to as a 

“budget period”) in Attachment 2.6-A 4.

1 Medical and remedial expenses outside the state’s Medicaid benefit package can apply to spend-downs. For 
example, if a state Medicaid program does not cover personal care services, the person’s out-of-pocket expenses 
for personal care can still be used to meet a spend-down. Though these expenses will still not be covered when 
the person establishes Medicaid eligibility, the person will receive other Medicaid benefits.
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13. Does the person or family have unpaid medical 
bills for services or treatment received within 
the last three months?

An individual or family can get retroactive coverage for a medical service received three 

months prior to the date of their Medicaid application if they would have been eligible for 

Medicaid had they applied then. States can elect to make coverage retroactive to the first 

day of the third month prior to application (Social Security Act § 1902(a)(34) and 42 CFR 

§ 435.914). For example, if a person applies for Medicaid on July 15 and is found eligible, 

the state must provide coverage retroactive to April 15 (three months prior to the date of 

application), and some states elect to make coverage retroactive to April 1 (the first day of the 

third month prior to application).



 Screening for Eligibility in Medicaid and SCHIP: Special Situations     

Updated June 2008 

14. Is the person an immigrant?

Generally, immigrants are divided into two groups: A) “qualified aliens” and B) “nonqualified 

aliens.”

A) Qualified aliens include lawful permanent residents, refugees, and asylees; some people 

who have had their deportation withheld; some people granted parole; some people granted 

conditional entry; and battered spouses. Among these qualified aliens, some are immediately 

eligible for full Medicaid benefits, provided they meet other program requirements; others are 

subject to a five-year waiting period after they enter the country before they can qualify for 

full Medicaid benefits (42 CFR §§ 435.406 and 435.408 and Social Security Act § 1903(v)):

 If they meet other program requirements, veterans or people on active duty in the U.S. 

Armed Services and their dependents; refugees; asylees; Cuban, Haitian, and Amerasian 

entrants; lawful permanent residents with 40 work quarters of Social Security coverage; 

and Canadian-born immigrants with at least 50 percent North American Native heritage 

are immediately eligible for Medicaid coverage.

Other qualified aliens who entered the country prior to August 1996 are eligible for full 

Medicaid if they meet the other eligibility standards for the Medicaid program. Those who 

entered after August 1996 are eligible for Medicaid coverage of emergency services (including 

labor and delivery) during their first five years in this country (42 CFR § 435.139 and Social 

Security Act § 1903(v)) but are banned from getting full Medicaid benefits for a period of five 

years. A number of states, however, use state-only funds to provide coverage for those banned 

from the federal program. See the National Immigration Law Center’s table of immigrant 

eligibility guidelines at http://www.nilc.org/pubs/guideupdates/tbl1_ovrvw_fed_pgms_032505.

pdf.  These resources provide an overview of federal benefits available to immigrants.  A list of 

state-funded programs (updated between 2005 and 2008) is available at http://www.nilc.org/

pubs/Guide_update.htm.
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B) Nonqualified aliens include those visiting the country for a temporary period, people 

who have been granted temporary protected status, people with pending applications for 

status, undocumented immigrants, and some people allowed to stay in the United States 

for humanitarian reasons. These aliens are eligible only for Medicaid coverage of emergency 

treatment if they meet other Medicaid guidelines.

Immigrants may be afraid to apply for Medicaid because they are under the impression that 

they will be considered “public charges” and that this will adversely affect their application 

for U.S. citizenship. This is not correct, and the U.S. Citizenship and Immigration Service 

has issued specific guidance about this.  The U.S. Citizenship and Immigration Services has 

replaced the Immigration and Naturalization Service (INS).  See http://www.uscis.gov/aboutus.

Another problem that may concern immigrants is how their Medicaid application will affect 

their sponsors. While sponsors sign a legally binding document promising to be financially 

responsible for an immigrant, there is as yet no federal guidance about how or whether the 

cost of most Medicaid benefits will be collected from the sponsor. See National Immigration 

Law Center (http://www.nilc.org) for updates. Sponsors are not liable for emergency Medicaid 

services. In some situations, only some members of an immigrant family will be eligible 

for Medicaid. Immigrants applying for Medicaid are not required to list the social security 

numbers of family members who are not applying for Medicaid.

For more information, see Families USA, Immigrants’ Eligibility for Medicaid and CHIP, February 

2001, available online at http://www.familiesusa.org/assets/pdfs/immigrantsb676.pdf, and 

the Kaiser Commission on Medicaid and the Uninsured, Medicaid and SCHIP Eligibility for 

Immigrants, April 2006, available online at http://www.kff.org/medicaid/upload/7492.pdf.  
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15. Is the person homeless, or has the person 
recently moved into the state?

States cannot exclude people from Medicaid based on their having a fixed address or the 

length of time they have lived in a state. State residency means that a person is physically 

present in the state and intends to remain indefinitely. Emancipated minors can declare 

their own state of residency. For other minor children and for people unable to form or 

express their intent (such as adults with diminished cognitive capacity), caretaker relatives or 

guardians or other substitute decision-makers described in the federal Medicaid regulations 

may establish the intent of the person to reside in the state. When one state arranges to place 

a person in an out-of-state institution, the state that arranged the placement is considered the 

state of residence and is responsible for Medicaid payments (42 CFR § 435.403).
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16. Did the person leave a job that offered COBRA 
benefi ts?

People who have group health insurance through an employer with 20 or more workers may 

be eligible for continued health insurance through that employer when they leave the job. If 

the person’s income is under the poverty level and his or her resources are less than twice the 

SSI resource thresholds, states can elect to pay for the continued cost of the COBRA premiums 

(Social Security Act §§ 1902(u)(1) and 1905(a)(x)).
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17. Is the person an adult with a disability, or is 
the person blind?

In most states, people who meet the disability and blindness definitions used in the SSI 

program are eligible for Medicaid if they meet the state’s income and resource tests (42 CFR 

§§ 435.120 and 435.530-435.541 and Social Security Act § 1902(a)(10)). A few states that had 

more restrictive definitions of disability or blindness when the SSI program first began have 

been permitted to retain these restrictions.

Under the SSI disability rules, an adult must have a severe “medically determinable physical 

or mental impairment” that renders the person unable to engage in any “substantial gainful 

activity.” In 2008, substantial gainful activity was defined as a job that pays more than $940 

per month (after any impairment-related work expenses and employment subsidies) for a 

person with disabilities and  $1,570 for a statutorily blind individual (See http://www.ssa.gov/

OACT/COLA/sga.html). This substantial gainful activity test is lifted after the person initially 

qualifies for Medicaid. See question 18.

States generally accept the Social Security Administration’s decisions about whether someone 

is disabled, but if Social Security fails to act within 90 days of receipt of an application or 

if a person is applying for Medicaid but not SSI, the state must make its own disability 

determination. The Social Security Administration’s Web site (http://www.ssa.gov) includes 

program manuals and other information about disability determinations.

In 39 states, everyone receiving SSI (and a state supplemental payment in states that 

supplement SSI benefits) is eligible for full Medicaid coverage (Social Security Act § 1902(a)

(10) and 42 CFR § 435.232). In many of these states, SSI beneficiaries automatically receive 

Medicaid and do not have to complete a separate Medicaid application. For specific 

information about state plans, please contact your state Medicaid agency.  Contact information 

for state Medicaid agencies is available at http://www.nasmd.org/about/NASMD_Member_List.rtf.

In 11 states (called 209(b) states), SSI eligibility does not guarantee Medicaid eligibility. These 

states use more restrictive eligibility criteria for Medicaid: Connecticut, Hawaii, Illinois, 
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Indiana, Minnesota, Missouri, New Hampshire, North Dakota, Ohio, Oklahoma, and Virginia.  

For specific information about state eligibility guidelines and restrictions, please contact your 

state Medicaid agency.  Contact information for state Medicaid agencies is available at http://

www.nasmd.org/about/NASMD_Member_List.rtf.

States have additional options for extending Medicaid to people over age 65 and to people 

with disabilities whose incomes are above SSI levels. Many states provide coverage to people 

65 or older or to people with disabilities whose incomes are up to 100 percent of the poverty 

level or a higher income cap. Federal rules allow states to offer coverage up to 100 percent 

of the poverty level and then to disregard some income so that people with a higher income 

level will qualify. Both states that provide Medicaid to all SSI beneficiaries and 209(b) states 

can offer this coverage option. States can also liberalize resource limits for seniors and people 

with disabilities. (Except in 209(b) states, under federal law, the minimum resource limits for 

seniors and people with disabilities are $2,000 for an individual and $3,000 for a couple, but 

states can raise these resource limits. The Social Security Administration published a final rule 

in the February 7, 2005 Federal Register which changes the way resources are counted for 

determining Social Security Income (SSI) eligibility. Under the new rules, clothing, household 

goods, personal effects, and one automobile are no longer counted as resources-no matter 

what their dollar value-in determining SSI eligibility. Previously, an automobile was excluded 

from resources only if it was used to get to employment or medical appointments or was 

specially equipped for a person with disabilities. Now one automobile is excluded if it is used 

for transportation for the individual or a member of the individual’s household. Some states 

have more liberal ways of counting income and resources. For specific information about state 

plans, please contact your state Medicaid agency.  Contact information for state Medicaid 

agencies is available at http://www.nasmd.org/about/NASMD_Member_List.rtf.

If the person is not qualified under these methods, check questions 12-13, 18, and 21-27.
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18. Is the person working despite disability or 
blindness?

People with disabilities who have significant medical expenses may also qualify for Medicaid 

as medically needy (see questions 12-13.) As mentioned in question 17, usually, to be 

considered disabled, adults must be unable to engage in any substantial gainful activity. In 

2007, to initially qualify for Medicaid, their jobs must pay less than $940 per month (after any 

impairment-related work expenses and employment subsidies) for a person with disabilities 

and less than $1,570 for a statutorily blind individual (http://www.ssa.gov/OACT/COLA/sga.html).

However, this substantial gainful activity test is lifted once a person begins working. If 

the person’s earnings rise above the limit, the state must continue to provide Medicaid 

coverage until the person has sufficient earnings to provide a “reasonable equivalent” of the 

combination of SSI benefits, Medicaid benefits, and publicly funded attendant care services.

States have options under two different laws, the Balanced Budget Act and the Ticket to Work 

and Work Incentive Improvements Act (TWWIIA), to expand Medicaid coverage for working 

people with disabilities. Under the Balanced Budget Act of 1997, states can provide coverage 

to people who are working despite a significant disability and whose family incomes are 

up to 250 percent of the poverty level (Social Security Act § 1902(a)(10)(A) (XIII)). States can 

charge premiums to this group of people on a sliding-fee scale and can require them to make 

copayments. States can liberally disregard income and resources to raise the income limit 

beyond 250 percent of the poverty level and the resource limits beyond SSI resource limits. 

Under TWWIIA, states can set Medicaid income and resource standards as high as they wish 

for working people with disabilities and charge premiums based on income. States providing 

coverage under TWWIIA can also elect to continue Medicaid coverage for working people 

whose medical condition improves to the extent that they are no longer eligible for SSI or 

Social Security Disability Income (SSDI) (Social Security Act §§ 1902(a)(10)(XVI) and 1905(v)

(1)). This provision is especially important, for example, for people with HIV whose conditions 

improve through the use of medications.

Some state-by-state information on these two options is available on the Center for Workers 

with Disabilities pages of the American Public Human Services Association website at http://

cwd.aphsa.org/. The Centers for Medicare and Medicaid Services provides information at 

http://www.cms.hhs.gov/TWWIA/. For more information about whether a state has taken these 

options, please contact your state Medicaid agency.  Contact information for state Medicaid 

agencies is available at http://www.nasmd.org/about/NASMD_Member_List.rtf.
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Note: The Social Security Administration published a final rule in the February 7, 2005 Federal Register 

which changes the way resources are counted for determining Social Security Income (SSI) eligibility. 

Under the new rules, clothing, household goods, personal effects, and one automobile are no longer 

counted as resources-no matter what their dollar value-in determining SSI eligibility. (Previously, 

an automobile was excluded from resources only if it was used to get to employment or medical 

appointments or was specially equipped for a person with disabilities. Now one automobile is excluded 

if it is used for transportation for the individual or a member of the individual’s household.)  
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19. Is the person at least age 65 and living in the 
community rather than in an institution?

To determine eligibility for Medicaid for seniors, states must look at the income and resources 

of spouses living in the same household. The finances of other relatives living in the home 

have no impact on Medicaid determination of these seniors.

In most states, everyone receiving SSI (and a state supplement in states that supplement SSI) 

is eligible for full Medicaid coverage. In many states, SSI beneficiaries automatically receive 

Medicaid and do not have to complete a separate Medicaid application. (See the states’ 

Medicaid plans, Attachment 2.6A, Supplement 6.)

In 11 states (called 209(b) states), SSI eligibility does not guarantee Medicaid eligibility. These 

states use more restrictive eligibility criteria for Medicaid: Connecticut, Hawaii, Illinois, 

Indiana, Minnesota, Missouri, New Hampshire, North Dakota, Ohio, Oklahoma, and Virginia. 

For specific information about state eligibility guidelines and restrictions, please visit the state 

Medicaid agency’s Web site.  You can find a list of state Medicaid agencies and their Web sites 

at http://www.nasmd.org/about/NASMD_Member_List.rtf.

States have options for extending Medicaid to elderly people whose incomes are above SSI 

levels. Many states provide coverage to people who are elderly or who have disabilities and 

whose incomes are up to 100 percent of the poverty level (or higher income caps). Federal 

rules allow states to offer coverage up to 100 percent of the poverty level and then to 

disregard some income so that people with a higher income level will qualify (Social Security 

Act §§1902(a)(10)(A)(ii)(X),1902(m), and 1902(r)(2); 42 CFR §§ 435.601 and 435.1007). States 

can also liberalize resource limits for seniors and people with disabilities. They must, at a 

minimum, cover individuals with resources up to $2,000 and couples with resources up to 

$3,000, assuming they meet income limits. Some states have more liberal ways of counting 

income and resources. For specific information about state plans, please contact your state 

Medicaid agency.  Contact information for state Medicaid agencies is available online at http://

www.nasmd.org/about/NASMD_Member_List.rtf.

Note: The Social Security Administration published a final rule in the February 7, 2005, Federal 

Register that changes the way resources are counted for determining Supplemental Security Income 

(SSI) eligibility. Under the new rules, clothing, household goods, personal effects, and one automobile 
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are no longer counted as resources, no matter what their dollar value, in determining SSI eligibility. 

(Previously, an automobile was excluded from resources only if it was used to get to employment or 

medical appointments or was specially equipped for a person with disabilities. Now, one automobile is 

excluded if it is used for transportation for the individual or a member of the individual’s household.)  

Following the passage of the Deficit Reduction Act of 2005, some states have implemented 

long-term care partnership programs, which may allow seniors with higher incomes to take 

advantage of Medicaid.  When seniors purchase an approved long-term care partnership 

insurance policy, they may become eligible for Medicaid once their private long-term care 

insurance benefits run out.  This enables seniors to qualify for Medicaid without spending 

down all of their assets.  The extent of asset protection depends on the value of the private 

insurance policy (Social Security Act § 1917 (b) (C). As of 2005, California, Connecticut, Indiana, 

and New York offered partnership policies.  More information on long-term care partnership 

policies is available online at 

http://www.brookings.edu/views/papers/200412retirement.pdf, • 

http://www.cms.hhs.gov/NewFreedomInitiative/downloads/LTC%20Roadmap%20to%20• 

Reform.pdf, and 

http://www.aarp.org/research/longtermcare/insurance/fs124_ltc_06.html.• 

Seniors with significant medical expenses, including prescription drug expenses, may qualify 

as medically needy (see questions 12-13). If the person is not qualified under these methods, 

check questions 20-23 and 27.
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20. Does the person receive Medicare?

Provided the federal resource requirements of less than $4,000 for an individual or $6,000 for 

a couple or the state’s more liberal resource requirements are met:

Medicare beneficiaries with incomes at or below the federal poverty level, known • 

as Qualified Medicare Beneficiaries (QMBs), are entitled to have Medicaid pay their 

Medicare premiums, deductibles, and copayments.

Medicare beneficiaries with incomes between 100 and 120 percent of the poverty level, • 

known as Specified Low-Income Medicare Beneficiaries (SLMBs), are entitled to have 

Medicaid pay their Medicare Part B premiums only.

Medicare beneficiaries with incomes between 120 percent and 135 percent of the • 

federal poverty level, known as Qualified Individuals (QIs), are eligible through a federal 

block grant program to apply for payment of their Medicare Part B premiums.

Working people with disabilities who receive Medicare and whose incomes after • 

disregards are less than 200 percent of poverty level, known as Qualified Disabled 

Working Individuals (QDWIs), are entitled to full or partial payment of their Medicare 

Part A premiums. States can opt either to cover premiums in full or to charge QDWIs 

on a sliding-fee scale. (See Social Security Act §§ 1902(a)(10)(E),1905(p), 1905(s), and 

1916(d).) Medicare beneficiaries with full Medicaid, QMB, SLMB, or QI benefits are 

also deemed eligible for “extra help” with the costs of Medicare Part D prescription 

drug coverage (technically called the “low-income subsidy”). They can enroll in Part 

D plans that do not charge them premiums and should pay only nominal cost-sharing 

for covered drugs (in 2008, up to $3.10 for Medicaid beneficiaries with incomes below 

poverty and up to $5.60 for beneficiaries with incomes above poverty). See http://

www.hapnetwork.org/assets/pdfs/low-income-cost-sharing-chart-2008.pdf for more 

information.   This benefit is part of the Medicare program, but state Medicaid agencies 

exchange information with the federal government to automatically process the above 

groups for “extra help.”  State Medicaid agencies also process applications for “extra 

help” for people who do not qualify for Medicaid but have incomes below 150 percent 

of poverty. The Medicare Modernization Act of 2003 and pursuant regulations provide 

details. (See summaries of the rules and act at www.hapnetwork.org.)
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For each of the above programs, states must, at a minimum, use the income disregards of the 

SSI program. They must deduct $20 of unearned income, $65 of earned income and half of 

remaining earnings, and impairment-related work expenses (detailed in 20 CFR § 404.1576). 

At a minimum, states must use resource limits that are twice those used by the SSI program. 

Thus, the federal resource limits for the above programs are currently $4,000 for an individual 

and $6,000 for a couple. State can liberalize income and resource disregards. For specific 

information about state plans, please contact your state Medicaid agency.  Contact information 

for state Medicaid agencies is available at http://www.nasmd.org/about/NASMD_Member_List.

rtf.
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21. Is the person‛s health condition severe enough 
to qualify for nursing home coverage?

States can use any combination of the following methods to determine Medicaid eligibility for 

people in nursing homes or other institutions. States may:

Provide coverage for people who would be eligible for SSI or state supplements if they • 

were not in institutions (42 CFR§ 435.211).

Provide coverage for people with incomes below a state-established threshold that • 

does not exceed 300 percent of federal SSI benefit levels (42 CFR §§ 435.236 and 

435.1005). In these states, people can qualify for Medicaid by putting income that 

exceeds 300 percent of SSI benefits into what are known as “Miller Trusts,” which can 

be used only to pay nursing home expenses (Social Security Act § 1917). Establishing a 

Miller Trust requires the help of an attorney.

Provide coverage to medically needy nursing home residents whose income after • 

paying the cost of nursing home care is below a state established medically needy 

threshold. Generally, people with incomes less than the monthly cost of nursing home 

care qualify under this method.

Provide coverage to seniors who purchased and used all the benefits of a qualifying • 

long-term care partnership policy without forcing them to spend down all of their 

assets first. Individuals can qualify for Medicaid while retaining assets.  The value of 

assets they can retain depends on the value of their long-term care partnership policy 

(Social Security Act § 1917 (b) (C)).  More information on long-term care partnerships is 

avlailable online at 

http://www.cms.hhs.gov/NewFreedomInitiative/downloads/LTC%20Roadmap%20• 

to%20Reform.pdf, 

http://www.aarp.org/research/longtermcare/insurance/fs124_ltc_06.html, and • 

http://www.brookings.edu/views/papers/200412retirement.pdf.• 

In each case, people must also meet the state’s resource requirements. Special rules are 

designed to protect spouses of nursing home residents from impoverishment. Under these 

rules, certain income and resources are set aside for the spouse remaining at home, who is 

known as the community spouse.
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Residents of nursing homes and other institutions are required to turn most of their incomes 

over to the institution to pay for the cost of their care. They can keep only the following (42 

CFR §§ 435.725 and 435.733):

A personal needs allowance. The minimum personal needs allowance is $30 for an • 

institutionalized individual and $60 for an institutionalized couple. States can set a 

higher personal needs allowance.

Certain veterans’ benefits.• 

A maintenance amount for family members remaining at home. A community spouse • 

must be allowed to keep a portion of the couple’s income that is at least 150 percent 

of the federal poverty level for a two-person family. If the community spouse’s shelter 

costs exceed 30 percent of the amount of income retained, the community spouse 

keeps an extra shelter allowance. States can set a higher amount for the spousal 

allowance. If a dependent other than a spouse is living at home, federal law also allows 

the nursing home resident to contribute a maintenance allowance for this person, 

based on an assessment of that person’s financial needs against state-set standards 

(Social Security Act § 1924).

Money to pay for medical or remedial care that is not covered by another source, up to • 

“reasonable limits” set by the state. (Most states have not set limits as of this writing.)

If an individual or an institutionalized couple is expected to return home within six • 

months, states can allow the person or couple to retain an amount to maintain the 

primary residence (42 CFR 435.725). However, if an individual has equity interest in a 

home of more than $500,000 and that individual does not have a spouse or dependent 

living in the home, the individual does not qualify for Medicaid nursing home care. (At 

state option, this amount can be raised to equity interest of $750,000.) (This provision 

was added by the Deficit Reduction Act of 2005 and amends Social Security Act § 1917.)

At the time one member of a couple is institutionalized, states take a “snapshot” of the 

couple’s resources. The spouses’ countable resources are pooled, and the value of these 

resources is computed.

The house in which the community spouse resides and certain other resources are not • 

counted.

The community spouse is allowed to keep an amount of resources established by the • 

state.  Usually, this amount is at least half of the couple’s resources.  Federal rules 

set outside limits for states’ resource thresholds—between a minimum of $20,880 

and a cap of $104,400 under federal rules in 2008.  See http://www.cms.hhs.gov/

MedicaidEligibility/09_SpousalImpoverishment.asp..
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States’ income and resource thresholds and methodology for dividing resources are discussed 

in the states’ Medicaid plans.For specific information about state plans, please contact your 

state Medicaid agency.  Contact information for state Medicaid agencies is available at http://

www.nasmd.org/about/NASMD_Member_List.rtf. in Attachment 2.6A and Supplements 5, 9,10, 

and 13. In some cases, a spouse can get the income and/or resource allowances increased 

by showing at a Medicaid fair hearing or through a court proceeding that the allowance is 

inadequate. If there is no spouse at home, resource limits are the same as those that apply to 

non-institutionalized Medicaid beneficiaries in the state.

If people transfer assets or resources for less than fair market value during the 60 months 

prior to the date they apply for Medicaid, they will be disqualified from Medicaid coverage 

of their nursing home care for a period of time. The penalty period during which the person 

is disqualified for Medicaid is calculated as the amount of the transfer that was below fair 

market value divided by the average monthly nursing home cost in the state.  The result is 

the number of months that the person is ineligible for Medicaid coverage of nursing home 

care. This penalty period begins on the date on which the individual applies for and would 

otherwise qualify Medicaid coverage of their nursing home care, or on the date the individual 

transfers assets, whichever is later. States can grant “hardship waivers” from transfer of asset 

penalties if a person’s health or life would be endangered or if the person would be deprived 

of “food, clothing, shelter or other necessities of life.” If people establish trusts to qualify for 

Medicaid (except for Miller trusts and certain trusts to care for people with disabilities) during 

the 60 months prior to the date they apply for Medicaid, they may similarly be disqualified for 

a period of time.

For more information, see the federal law and regulations and consult an attorney with 

expertise in elder law. The National Senior Citizens Law Center at (http://www.nsclc.org) has 

links to various directories of attorneys.
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22. Does the person want care at home or in the 
community even though his or her condition is 
serious enough to qualify for nursing home care?

States can provide a wide array of home and community-based services under Section 1915(c) 

or Section 1115 waivers for people who need a level of care equivalent to that provided in a 

nursing home or other institution and who would meet Medicaid eligibility standards if in a 

nursing home or other institution (42 CFR § 435.217). In addition to medical care, states can 

provide supportive services, such as adult day care and chore and housekeeping services. 

States can limit the number of people served through a home and community-based care 

waiver, but under the Americans with Disabilities Act and the Rehabilitation Act, any waiting 

lists for these services must move at a reasonable pace.

Waivers permit states to extend eligibility for home and community-based services up to the 

same income thresholds that states use for institutional care, and they permit states to cover 

a broad range of services. Even without a waiver, states can still provide some home services, 

including home health care, personal care, and case management, to people who meet the 

states’ regular Medicaid income and resource standards. States can provide a broader range 

of home and community-based services to people 65 and over who are “functionally disabled” 

and eligible for SSI (and for state supplements in states that supplement SSI).  The functionally 

disabled are people who cannot perform certain activities of daily living, have Alzheimer’s 

disease, or are otherwise cognitively impaired (see Social Security Act § 1929). Following the 

passage of the Deficit Reduction Act of 2005, federal rules also permit states to provide home 

and community based services without a waiver for seniors or other disabled individuals 

living in the community who have an income up to 150 percent of poverty (Social Security Act 

§ 1915 (i) (1)).  Seniors who require an institutional level of care are eligible, but there is no 

requirement that the individual need an institutional level of care.

More information on eligibility for home and community-based care waivers and the services 

covered in each state is available online at http://www.cms.hhs.gov/MedicaidStWaivProgDemoPGI/ 

and http://www.hcbs.org/.

Under their state plans, states can also provide coverage to people receiving hospice care who 

would qualify for Medicaid if they were in an institution. For specific information about state 

plans, please contact your state Medicaid agency.  Contact information for state Medicaid 

agencies is available online at http://www.nasmd.org/about/NASMD_Member_List.rtf.
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23. Did the person at one time receive SSI  
benefi ts?

States must provide Medicaid coverage to the following groups of people who once had and 

then lost SSI benefits:

Adults over 18 who began receiving SSI due to disability or blindness before they • 

reached age 22 but lost SSI when they received other Social Security benefits;

Widows and widowers who lost SSI or state supplements due to Social Security benefit • 

increases in 1984 and who applied for continued Medicaid coverage before 1988;

Widows and widowers age 50 and over who lost SSI or state supplements because they • 

received early Social Security retirement or disability benefits;

People who lost SSI; state supplements; or assistance from the predecessor cash • 

assistance programs for the aged, blind, and disabled due to a Social Security increase 

in 1972; and

People who once received both SSI and Old-Age, Survivors, and Disability Insurance • 

(OASDI) Social Security benefits but lost SSI due to Social Security cost-of-living 

increases. (See 42 CFR §§ 435.131- 435.138.)

Children who lost SSI in 1996 or 1996 due to changes in disability criteria should have 

retained Medicaid benefits. See question 7.•
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Income not counted for Medicaid benefi ciaries 
with disabilities or age 65 or older

Incme not counted:

� $20 of unearned income.

� $65 of earned income and half remaining earnings.

� Earned income of a student.

� One-third of child support from an absent parent.

� Some needs-based assistance such as housing assistance and home energy assistance.

� Other deductions that may be allowed by the state.

People with disabilities who are working under an approved plan for self-support can deduct 
reasonable work-related expenses from their home.

For more information and additional income disregards, see 42 CFR § 435.601 and 20 CFR §§ 
416.1100-416.112.

In 209(b) states (described under questions 17 and 19), the following are disregarded:

� SSI payments.

� State supplemental payments.

� Incurred medical expenses not paid by another source.

� Other deductions that may be allowed by the state.
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24. Does the person need breast or cervical cancer 
treatment?

States have the option to cover people who are not otherwise eligible for Medicaid and who 

are not yet age 65 if they 1) have been screened by a Centers for Disease Control Breast and 

Cervical Cancer Early Detection Program and 2) have been found to need treatment, 3) have 

low incomes, and 4) are uninsured (Social Security Act § 1920(B)). Nearly all states have taken 

this option. In this context, a woman using the Indian Health Services is deemed uninsured. 

See the “National Breast and Cervical Cancer Early Detection Program” section of the CDC 

website for more information and a map of state activity 

(http://apps.nccd.cdc.gov/cancercontacts/nbccedp/contacts.asp).

 States can elect to enroll women in Medicaid for a limited period of time before the women 

have completed the Medicaid application and approval process if health care providers 

determine that the women are likely to qualify for coverage of breast or cervical cancer 

treatment. This is called “presumptive eligibility.”

25. Does the person have sickle cell anemia?

States have the option to use Medicaid funds to identify and educate individuals “who are 

likely to be eligible” for Medicaid and who have Sickle Cell disease or carry the sickle cell 

gene.  When people with Sickle Cell disease do qualify for Medicaid under any of the criteria 

listed in this screening guide, states have the option to cover additional services for them 

related to their disease (chronic blood transfusion, genetic counseling and testing, and other 

treatment and services to prevent SCD individuals who have had a stroke from having another 

stroke (Social Security Act §§ 1903(a)(3)(d), 1905 (a) (27) and 1905(x)).

Medicaid/SCHIP Screening Questions:
Diseases
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26. Does the person have tuberculosis?
States have the option to provide limited coverage for people not otherwise eligible for 

Medicaid who have tuberculosis provided they meet the income and resource standards that 

apply to beneficiaries with disabilities (Social Security Act § 1902(z). People with tuberculosis 

can get coverage for prescription drugs, physician services, lab and x-ray services, care in 

clinics, case management, and services designed to encourage completion of a drug regimen. 

To find out whether a state provides this coverage, please contact your state Medicaid agency.  

Contact information for state Medicaid agencies is available at http://www.nasmd.org/about/

NASMD_Member_List.rtf.
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27. If the person is not qualifi ed under any of the 
above categories, does he or she live in a state 
that uses a Section 1115 waiver to expand 
eligibility? (For example, is this person an adult 
who is neither disabled nor elderly and does not 
have dependent children?)

Some states use Section 1115 waivers to provide Medicaid eligibility to nondisabled 

adults or to other groups of people who are not normally eligible for Medicaid under 

federal rules. If the person is not qualified, see the CMS Web site (http://www.cms.hhs.gov/

MedicaidStWaivProgDemoPGI/MWDL/list.asp) for a list of states that have been granted 1115 

waivers or have waivers pending and for links to waiver documents.

Medicaid/SCHIP Screening Questions:
Other
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