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State Report on Plans for Prioritizing and Distributing Renewals Following the End of the Medicaid Continuous Enrollment Provisions 
Instructions
All states must complete and submit to Centers for Medicare & Medicaid Services (CMS) this reporting form summarizing state’s plans for initiating renewals for its total caseload within the state’s 12-month unwinding period.  States must submit this form to CMS by the 45th day before the end of the month in which the COVID-19 public health emergency (PHE) ends.  States submit completed forms to CMS via the COVID unwinding email box at CMSUnwindingSupport@cms.hhs.gov.
Background
The end of the continuous enrollment requirement for states1 receiving the temporary increase in their Federal Medical Assistance Percentage (FMAP) (“temporary FMAP increase”) under section 6008 of the Families First Coronavirus Response Act (FFCRA) (P.L. 116-127) presents the single largest health coverage transition event since the first Marketplace Open Enrollment following enactment of the Affordable Care Act (“continuous enrollment condition”).  To ensure states maintain coverage for eligible individuals, all states must provide the CMS with a summary of their plans to prioritize, distribute and process renewals during the 12-month unwinding period described in State Health Official Letter #21-002, “Updated Guidance Related to Planning for the Resumption of Normal State Medicaid, Children’s Health Insurance Program (CHIP), and Basic Health Program (BHP) Operations Upon Conclusion of the COVID-19 Public Health Emergency,”2 and #22-001 “Promoting Continuity of Coverage and Distributing Eligibility and Enrollment Workload in Medicaid, the Children’s Health Insurance Program (CHIP), and Basic Health Program (BHP) Upon Conclusion of the COVID-19 Public Health Emergency.”3 
Over the course of their 12-month unwinding period, states will need to conduct a renewal of every beneficiary enrolled in their Medicaid and CHIP programs as of the end of the month prior to their unwinding period (“referred to herein as the state’s “total caseload”).  States that have a more even distribution of renewals over the course of a year are better able to maintain a workload that is sustainable in future years, thereby enabling the state to avoid renewal backlogs and reduce the risk of inappropriate terminations.  The volume of renewals and other eligibility actions that states will need to initiate during the 12-month unwinding period creates risk that eligible beneficiaries will be inappropriately terminated.  This risk is heightened in states that intend to initiate a large volume of their total caseload in a given month during the unwinding period, particularly if a state initiates more than 1/9 of its total caseload in a given month.
Therefore, in order to better understand states’ plans to process renewals during the unwinding period, CMS is requiring states to describe how they intend to distribute renewals as well as the processes and strategies the state is considering or has adopted to mitigate against inappropriate coverage loss during the unwinding period.  CMS will use this information to identify states at greatest risk of inappropriate coverage losses and will follow up with states as needed to ensure that proper mitigations are in place to reduce risk of inappropriate terminations and that states’ plans will establish a sustainable workload in future years.
Text
1 Throughout this document, the term “states” means states, the District of Columbia, and the U.S. territories.
2  CMS State Health Official Letter #21-002, “Updated Guidance Related to Planning for the Resumption of Normal State Medicaid, Children’s Health Insurance Program (CHIP), and Basic Health Program (BHP) Operations Upon Conclusion of the COVID-19 Public Health Emergency” (August 13, 2021). Available at https://www.medicaid.gov/federal-policy-guidance/downloads/sho-21-002.pdf. 
3 CMS State Health Official Letter #22-001, “Promoting Continuity of Coverage and Distributing Eligibility and Enrollment Workload in Medicaid, the Children’s Health Insurance Program (CHIP), and Basic Health Program (BHP) Upon Conclusion of the COVID-19 Public Health Emergency” (March 3, 2022). Available at https://www.medicaid.gov/federal-policy-guidance/downloads/sho22001.pdf.
Text
Section A. Renewal distribution plan
1. 
Please complete questions 1a. and 1b. to describe how the state intends to initiate Medicaid and CHIP renewals during the state’s 12-month unwinding period.
a. 
Please indicate the approximate number of Medicaid and CHIP renewals that the state intends to initiate each month during the state's 12 months unwinding period using the following chart:
Note that the percentage of renewals scheduled to be initiated in a given month is based on the state’s total caseload as of the end of the month before the state begins to initiate renewals that may result in termination of beneficiaries who do not meet eligibility requirements or who fail to timely return information needed to complete a renewal.  States may not initiate renewals that may result in terminations more than two months before the continuous enrollment condition ends in the state.  A state’s total caseload may be the state’s total enrollment of individuals or the total number of households with one or more household members enrolled in Medicaid.
Unwinding Period Month	
1
2
3
4	
5	
6
7
8
9
10
11
12
Total
Number of renewals scheduled to be initiated
Number of renewals scheduled to be initiated
Percent of renewals scheduled to be initiated
Percent of renewals scheduled to be initiated.
b. 
Is the state measuring the volume of renewals that it intends to initiate each month by households (which may include more than 1 beneficiary) or individuals?
2. 
Section B. Strategies to promote coverage retention and prevent inappropriate terminations of coverage
1. 
2. 
3. 
Select which strategies the state currently utilizes or is planning to adopt to ensure eligible individuals remain enrolled or are transferred to the appropriate program during the unwinding period.
For a comprehensive list of strategies that promote continuity of coverage, states may refer to the “Strategies States and the U.S. Territories Can Adopt to Maintain Coverage of Eligible Individuals as They Return to Normal Operations” available on Medicaid.gov at https://www.medicaid.gov/sites/default/files/2021-11/strategies-for-covrg-of-indiv.pdf.
a.
Strengthen Renewal Processes
b.
Update Mailing Addresses to Minimize Returned Mail and Maintain Coninuous Coverage
c.
Improve Consumer Outreach, Communication, and Assistance
d.
Improve Coverage Retention
e.
Promote Seamless Coverage Transitions
f.
Enhance Oversight of Eligibility and Enrollment Operations
4. 
5. 
Select which strategies the state currently utilizes or is planning to adopt to ensure the fair hearing process is timely and accessible for any beneficiaries who lose coverage due to redeterminations triggered by the end of the continuous enrollment period.
PRA Disclosure Statement The Centers for Medicare & Medicaid Services (CMS) is collecting this mandatory report under the authority in sections 1902(a)(4)(A), 1902(a)(6) and 1902(a)(75) of the Social Security Act and at 42 C.F.R. § 431.16 to ensure proper and efficient administration of the Medicaid program and section 2101(a) of the Act to promote the administration of the Children’s Health Insurance Program (CHIP) in an effective and efficient manner.  This reported information will be used to assess the state’s plans for processing renewals and mitigating against inappropriate beneficiary coverage losses when states begin restoring routine Medicaid and CHIP operations after the COVID-19 public health emergency ends.  Under the Privacy Act of 1974 any personally identifying information obtained will be kept private to the extent of the law.  According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-1148 (CMS-10398 #66). The time required to complete this information collection is estimated to average 8 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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Instructions
All states must complete and submit to Centers for Medicare & Medicaid Services (CMS) this reporting form summarizing state’s plans for initiating renewals for its total caseload within the state’s 12-month unwinding period. States must submit this form to CMS by the 45th day before the end of the month in which the COVID-19 public health emergency (PHE) ends. States submit completed forms to CMS via the COVID unwinding email box at CMSUnwindingSupport@cms.hhs.gov.
Background
The end of the continuous enrollment requirement for states1 receiving the temporary increase in their Federal Medical Assistance Percentage (FMAP) (“temporary FMAP increase”) under section 6008 of the Families First Coronavirus Response Act (FFCRA) (P.L. 116-127) presents the single largest health coverage transition event since the first Marketplace Open Enrollment following enactment of the Affordable Care Act (“continuous enrollment condition”). To ensure states maintain coverage for eligible individuals, all states must provide the CMS with a summary of their plans to prioritize, distribute and process renewals during the 12-month unwinding period described in State Health Official Letter #21-002, “Updated Guidance Related to Planning for the Resumption of Normal State Medicaid, Children’s Health Insurance Program (CHIP), and Basic Health Program (BHP) Operations Upon Conclusion of the COVID-19 Public Health Emergency,”2 and #22-001 “Promoting Continuity of Coverage and Distributing Eligibility and Enrollment Workload in Medicaid, the Children’s Health Insurance Program (CHIP), and Basic Health Program (BHP) Upon Conclusion of the COVID-19 Public Health Emergency.”3 
Over the course of their 12-month unwinding period, states will need to conduct a renewal of every beneficiary enrolled in their Medicaid and CHIP programs as of the end of the month prior to their unwinding period (“referred to herein as the state’s “total caseload”). States that have a more even distribution of renewals over the course of a year are better able to maintain a workload that is sustainable in future years, thereby enabling the state to avoid renewal backlogs and reduce the risk of inappropriate terminations. The volume of renewals and other eligibility actions that states will need to initiate during the 12-month unwinding period creates risk that eligible beneficiaries will be inappropriately terminated. This risk is heightened in states that intend to initiate a large volume of their total caseload in a given month during the unwinding period, particularly if a state initiates more than 1/9 of its total caseload in a given month.
Therefore, in order to better understand states’ plans to process renewals during the unwinding period, CMS is requiring states to describe how they intend to distribute renewals as well as the processes and strategies the state is considering or has adopted to mitigate against inappropriate coverage loss during the unwinding period. CMS will use this information to identify states at greatest risk of inappropriate coverage losses and will follow up with states as needed to ensure that proper mitigations are in place to reduce risk of inappropriate terminations and that states’ plans will establish a sustainable workload in future years. 1 Throughout this document, the term “states” means states, the District of Columbia, and the U.S. territories. 2 CMS State Health Official Letter #21-002, “Updated Guidance Related to Planning for the Resumption of Normal State Medicaid, Children’s Health Insurance Program (CHIP), and Basic Health Program (BHP) Operations Upon Conclusion of the COVID-19 Public Health Emergency” (August 13, 2021). Available at https://www.medicaid.gov/federal-policy-guidance/downloads/sho-21-002.pdf.  3 CMS State Health Official Letter #22-001, “Promoting Continuity of Coverage and Distributing Eligibility and Enrollment Workload in Medicaid, the Children’s Health Insurance Program (CHIP), and Basic Health Program (BHP) Upon Conclusion of the COVID-19 Public Health Emergency” (March 3, 2022). Available at https://www.medicaid.gov/federal-policy-guidance/downloads/sho22001.pdf.
Section A. Renewal distribution plan
1. Please complete questions 1a. and 1b. to describe how the state intends to initiate Medicaid and CHIP renewals during the state’s 12-month unwinding period.a. Please indicate the approximate number of Medicaid and CHIP renewals that the state intends to initiate each month during the state's 12 months unwinding period using the following chart:Note that the percentage of renewals scheduled to be initiated in a given month is based on the state’s total caseload as of the end of the month before the state begins to initiate renewals that may result in termination of beneficiaries who do not meet eligibility requirements or who fail to timely return information needed to complete a renewal.  States may not initiate renewals that may result in terminations more than two months before the continuous enrollment condition ends in the state.  A state’s total caseload may be the state’s total enrollment of individuals or the total number of households with one or more household members enrolled in Medicaid.
b. Is the state measuring the volume of renewals that it intends to initiate each month by households (which may include more than 1 beneficiary) or individuals?
Individuals
Section B. Strategies to promote coverage retention and prevent inappropriate terminations of coverage
3. Select which strategies the state currently utilizes or is planning to adopt to ensure eligible individuals remain enrolled or are transferred to the appropriate program during the unwinding period.For a comprehensive list of strategies that promote continuity of coverage, states may refer to the “Strategies States and the U.S. Territories Can Adopt to Maintain Coverage of Eligible Individuals as They Return to Normal Operations” available on Medicaid.gov at https://www.medicaid.gov/sites/default/files/2021-11/strategies-for-covrg-of-indiv.pdf.
a.Strengthen Renewal Processes
Already adopted
Already adopted
Already adopted
Already adopted
b.Update Mailing Addresses to Minimize Returned Mail and Maintain Coninuous Coverage
Already adopted
Already adopted
Already adopted
c.Improve Consumer Outreach, Communication, and Assistance
Already adopted
Already adopted
Already adopted
Already adopted
Already adopted
d.Improve Coverage Retention
Already adopted
Already adopted
e.Promote Seamless Coverage Transitions
Already adopted
Already adopted
Already adopted
f.Enhance Oversight of Eligibility and Enrollment Operations
Already adopted
Already adopted
Already adopted
Already adopted
5. Select which strategies the state currently utilizes or is planning to adopt to ensure the fair hearing process is timely and accessible for any beneficiaries who lose coverage due to redeterminations triggered by the end of the continuous enrollment period.
Already adopted
Already adopted
Already adopted
Already adopted
PRA Disclosure Statement The Centers for Medicare & Medicaid Services (CMS) is collecting this mandatory report under the authority in sections 1902(a)(4)(A), 1902(a)(6) and 1902(a)(75) of the Social Security Act and at 42 C.F.R. § 431.16 to ensure proper and efficient administration of the Medicaid program and section 2101(a) of the Act to promote the administration of the Children’s Health Insurance Program (CHIP) in an effective and efficient manner. This reported information will be used to assess the state’s plans for processing renewals and mitigating against inappropriate beneficiary coverage losses when states begin restoring routine Medicaid and CHIP operations after the COVID-19 public health emergency ends. Under the Privacy Act of 1974 any personally identifying information obtained will be kept private to the extent of the law. According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-1148 (CMS-10398 #66). The time required to complete this information collection is estimated to average 8 hours per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
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	Individuals: 
	A2_Access: 
	Q: Individuals
	Q: After pausing Medicaid renewals in March 2020 at the onset of the pandemic, HHSC resumed processing Medicaid renewals in September 2020. Individuals determined eligible at their renewal receive a new 12-month certification period. These individuals will be renewed in alignment with existing Medicaid renewal policy and timelines during the 12-month Continuous Medicaid unwinding period. An ex-parte (administrative) renewal is automatically initiated in the ninth month of the individual’s 12-month certification period. If eligibility can be renewed using electronic data sources, the individual receives both the “It's Time to Renew Your Health-Care Benefits Cover Letter (HHSC Form H1211)” and “Notice of Case Action (HHSC Form TF0001),” which identify the eligibility outcome and the new certification period. Where applicable, HHSC currently initiates Medicaid renewals simultaneously when processing a SNAP case action for individuals in the Medicaid continuous coverage population.
 
When additional information or verifications are needed to complete the renewal process, the “It's Time to Renew Your Health-Care Benefits Cover Letter (Form H1211)” is sent and includes the “Request for Information or Action (Form H1020).” Additionally, the system generates the “Health Care Benefits Renewal – MA (Form H1206),” but does not automatically mail it. The “Health Care Benefits Renewal – MA (Form H1206)” is pre-populated with information from the individual’s case and may also include information from electronic data sources. Recipients can access Form H1206 using the following methods: logging into YourTexasBenefits.com using a case access account and selecting the “Letters and forms” tab to view or print the form; dialing 2-1-1, selecting option 2, and requesting that Form H1206 be mailed to them; or visiting a local office and receiving lobby assistance to access the form through YourTexasBenefits.com or having local office staff print a copy of the form. Individuals enrolled in programs for Medicaid for the Elderly and People with Disabilities automatically receive a cover letter and prepopulated renewal packet depending on the type of program the individual is currently enrolled in. Individuals have 30 days to return their signed renewal application and requested verification to complete the renewal process. 

The Medicaid continuous coverage population includes individuals who did not provide sufficient information to redetermine their coverage, or who did not meet Medicaid eligibility requirements at their most recent renewal. To complete Medicaid renewals for the continuous coverage population, HHSC will divide this population into three cohorts. Renewals for the cohort populations will be initiated in a staggered approach during the first six months of the state’s unwinding period. Each cohort has an estimated six-month timeframe subject to workload considerations, of which activities from each cohort will run concurrently, not to exceed the 12-month unwind period. 

In the event household members are assigned to different cohorts, all household members will be reassigned to the earliest cohort designation. For example, a member assigned in the first cohort for renewal will have all household members, regardless of designation, included in the first cohort.

The first cohort includes individuals most likely to be determined ineligible for all medical benefits or those ineligible for tier one  Medicaid coverage who will likely transition to the Children's Health Insurance Program (CHIP) or a tier three  coverage group. For example, a person who has aged out of Children’s Medicaid and pregnant women who have completed their postpartum coverage and may transition to Healthy Texas Women (HTW)

The second cohort includes individuals likely to transition to a different Medicaid eligibility group. For example, a six-year-old child who is currently enrolled in Children’s Medicaid for children ages one through five may be determined eligible for Children’s Medicaid for children ages six through 18 at their renewal during the continuous Medicaid unwinding period. 

The third cohort includes individuals likely to remain eligible for their current type of Medicaid and any individuals with continuous Medicaid coverage not included in the first two cohorts. For example, a client over age 65 who is residing in a nursing facility.

There are some individuals in the continuous Medicaid coverage population who cannot renew their eligibility for their current eligibility group. This group includes children who have aged out of Children’s Medicaid, individuals whose Transitional Medicaid period has ended, and pregnant women who have completed their postpartum coverage period. An automated process will determine if these individuals are eligible for any other medical program before their eligibility is ended. A renewal form and “Request for Information or Action (Form H1020),” will be sent if additional information is needed to verify their eligibility. These individuals have 30 days to provide the requested information. 

The distribution table located in Section 1a above reflects a point-in-time estimate from the agency of Medicaid and CHIP renewals the state intends to initiate during the state’s 12-month unwinding period. Please note, HHSC’s distribution of client renewals is anticipated to change after February 19, 2023 when the state intends to redistribute clients into three cohorts, in accordance with the state’s staggered approach. This updated data was provided to CMS on March 10, 2023.  Additional modification to the cohort distribution schedule was changed from a staggered approach over the first three months to a staggered approach over the first six months. Updated data has been provided to reflect this change. 
	Q: HHSC must balance several state priorities simultaneously. One priority is ensuring clients continue to receive services for which they are eligible. Texas has prepared to efficiently unwind continuous Medicaid coverage by implementing several operational and system changes to reduce and streamline the anticipated workload while ensuring program integrity and minimizing client abrasion. 

While there is anticipation that there will be months where the volume of unwind renewals initiated exceeds 1/9th of total caseload, this is due to delaying the renewals of those households where all individuals are likely to remain eligible and starting with redeterminations for those households most likely to be ineligible or to be eligible for another program. HHSC will maintain Medicaid coverage for all whose renewal has not yet been initiated, as well as for those whose renewal has been initiated, so long as they respond timely to renewal packets and/or requests for information. HHSC will safeguard against client impact as discussed in the remainder of this document.

HHSC has reviewed the Centers for Medicare & Medicaid Services’ (CMS) recommended strategies and formulated an approach that will reduce the strain on the workforce, improve the efficiency of redeterminations, and protect clients from being erroneously denied. The HHSC staggered approach best accomplishes the goals of:
1. Maintaining coverage for eligible clients and reducing churn or temporary loss of coverage in which members disenroll and then re-enroll within a short period of time.
2. Prioritizing redeterminations for those most likely to be ineligible or to be eligible for another program.
3. Reducing the risk of overwhelming the eligibility system or workforce during the unwinding period.
4. Establishing a sustainable redetermination schedule for subsequent years.
HHSC intends to closely monitor the renewal workload.  

As an additional safeguard, if at any point normal operations are unduly impacted by continuous Medicaid unwinding renewals (i.e., HHSC’s ability to complete Medicaid applications timely is impaired), HHSC will continue Medicaid coverage for additional month(s) – not to exceed the 12-month unwind period. This will allow staff additional time to work all renewals while maintaining members’ coverage during the delay.
	Q: To ensure coverage ends only for people who are determined ineligible, HHSC will identify and flag pending renewals and coverage losses among the Medicaid continuous coverage population. In addition, in alignment with CMS’ expectations, in the event there are delays in processing renewals, HHSC included system edits to ensure Medicaid coverage is continued when a renewal application or requested information has been provided by the client. 

HHSC has requested to use 1902(e)(14) waiver authority to use SNAP participants’ SNAP gross income despite the differences in household composition and income-counting rules as verification of Medicaid income eligibility at renewal for individuals under 65 years of age without conducting a separate MAGI-based income redetermination. 

To reduce the need for staff to manually verify addresses by contacting clients or sending correspondence, HHSC has implemented approved CMS 1902(e)(14) waivers in both Medicaid and CHIP to temporarily permit the acceptance of updated client contact information from the National Change of Address system database, from Managed Care Organizations (MCOs), and from the U.S. Postal Service (USPS) as verified without requiring additional verification from the client. HHSC is also leveraging the use of Robotic Process Automation (RPA) as a method of further using the waiver flexibilities to reduce manual staff workload related to address updates.

HHSC has also established a ”Monitoring Center” which will be responsible for gathering data and identifying operational and system challenges. This team will manage a continuous Medicaid coverage unwinding dashboard of key metrics and conduct diagnostics and ongoing monitoring to identify and mitigate inappropriate coverage loss.
	Q: In alignment with current agency policies and processes, when individuals are determined ineligible for Medicaid, they are automatically tested for other benefit programs, as applicable. Children determined ineligible for Medicaid are automatically tested for CHIP eligibility. During the unwinding, HHSC will grant a 90-day grace period for payment of the CHIP annual enrollment fee to all children determined ineligible for Medicaid who are determined eligible for CHIP. 

In addition, all women, ages 15 through 44, are automatically tested for Healthy Texas Women (HTW) when they are determined ineligible for other MAGI Medicaid programs and CHIP, unless they opt out. 

When HHSC determines that an individual is ineligible for Medicaid on a MAGI basis and/or for CHIP, HHSC transfers that individual's account information to the federal Marketplace to be assessed for eligibility for other health care coverage programs.
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	PA: 
	Option: Already adopted
	Option: Already adopted
	Option: Already adopted
	Option: Already adopted
	Option: HHSC has implemented the following strategies:
• Leverage information from SNAP, TANF, and CHIP for Medicaid renewals. HHSC’s eligibility system is an integrated system and uses verified eligibility information from SNAP, TANF, and CHIP cases.
• Automate data checks.
• Pre-populate renewal forms for non-MAGI individuals.
• Provide a 90-day reconsideration period for individuals enrolled on a non-MAGI basis who do not respond to the renewal form, as is required for MAGI populations.
• Create specialized units to process complex/time-consuming renewals.
• Adopted the Work Number from the Federal Data Services hub as an additional electronic data source for income verification.
	Option: Already adopted
	Option: Already adopted
	Option: Already adopted
	Option: HHSC has implemented the following strategies:
• The notice of eligibility includes a “Report of Change (Form H1019),” which informs individuals what changes they must report, including address changes, and provides the different ways they can report the changes – with the goal of encouraging them to do so.
• When individuals contact HHSC (through the statewide call center or the Enrollment Broker), staff request updated contact information. Medicaid, CHIP, and CHIP-P clients who submit only a physical address change through the YourTexasBenefits.com website or mobile app will have the address automatically updated in the TIERS system.
• In coordination with the enrollment broker vendor, MAXIMUS, MCOs and dental contractors have conducted additional outreach to clients identified as being unable to locate through the federally required eligibility returned mail processes. This is an additional initiative to locate clients in an attempt for those clients to receive their redetermination packets and other correspondence associated with the redetermination process in advance of the Medicaid continuous coverage unwinding process.
	Option: Already adopted
	Option: Already adopted
	Option: Already adopted
	Option: Already adopted
	Option: Already adopted
	Option: HHSC has implemented the following strategies:
• The YourTexasBenefits.com online account portal informs the individual that a renewal is ready for review when the renewal packet is mailed. Additionally, for individuals who have opted to receive electronic notices, the renewal packet and the “Request for Information or Action (Form H1020),” is available in their online account.
• Key documents, such as written notices, applications, and renewal forms have been translated into Spanish by qualified translators and reviewed for cultural competence.
• HHSC provides access to and availability of qualified oral interpreters for individuals with LEP. 
• The YourTexasBenefits.com and HHSC website are available in both English and Spanish.
• HHSC has changed the font color on eligibility notices, and added the text, “ACTION REQUIRED”, on notice envelopes in both English and Spanish that the enclosed forms are time sensitive and must be submitted by the due date. 
• HHSC has leveraged existing agency processes to develop and provide policy training, scripts, and informational materials to call center and field staff that emphasize the importance of providing clear information to help individuals maintain coverage. 
• HHSC has launched an Ambassador Program and campaign “Don’t Wait Respond and Update” to inform and engage stakeholders, partners, providers, MCOs, and advocates with important information regarding the continuous Medicaid coverage unwind and how to help eligible individuals maintain Medicaid coverage. 
• The Ambassador Program was launched in May 2022 and included a toolkit of resources aimed at MCOs, physicians, health care providers, advocates and other partners who work with Medicaid clients. The toolkit provides sample communications, flyers and FAQs around actions clients can be taking now such as:
     o Creating a YourTexasBenefits.com account (or ensuring they have access to their account) and downloading the YourTexasBenefits mobile app, which is the fastest way to receive information from HHSC.
     o Updating their contact information to make sure they receive notices, applications or redetermination packets and other correspondence.
     o Responding to HHSC if they received a request for information, an application or a redetermination packet. 
• Through the Ambassador Program, key stakeholders have been engaged through targeted meetings and focus groups throughout the first phase of HHSC’s Communication Plan (i.e., pre-continuous coverage ending). During this phase there have been more than 25 public presentations delivered statewide, 10 monthly Ambassador check-in meetings, and engagement of nearly 50 Ambassador groups through direct outreach of internal and external stakeholders. The second phase of the effort is now underway, with Ambassadors being educated on the latest member messaging and how best to help clients navigate the redetermination process.
	Option: Implement improvements to the YourTexasBenefits.com (online) platform, including:
• Implementing an online password reset process to provide for a better client experience and reduce call volume to 2-1-1.
• Expanding the ability for clients to sign certain forms electronically.
• Creating better application mapping of client data to application fields to save staff time during the eligibility processing stage. 
• Implementing changes to the Electronic Benefit Transfer system to automate tasks previously performed manually.
• Developing an enhanced visual eligibility tracker in the clients’ YourTexasBenefits.com self-service portal to enable transparency into the progress of their case action throughout the workflow. Building upon HHSC’s current application tracker, these revisions will provide clients with clear information on their current status and reduce the need for case processing calls. 
	Option: Already adopted
	Option: Already adopted
	Option: HHSC has implemented the following strategies:
• Share list of individuals who are due for renewal in upcoming months with MCOs to enable plan outreach.
• Share list of individuals denied for failure to return renewal form or documentation with MCOs to support outreach that enables re-enrollment during the 90-day reconsideration period, consistent with federal regulations.
• Ensure that updated contact information gathered by MCOs can be received and integrated into the individual’s record.
• HHSC has expanded the Case Assistance Affiliate program with MCOs and Dental Management Organizations (DCOs), enabling them to assist their members with Medicaid, CHIP, SNAP, and TANF programs.

HHSC has received 1902(e)(14) authority to temporarily accept updated enrollee contact information from MCOs without additional confirmation from the individual. Medicaid MCOs will be provided with the data and scripting needed to effectively engage clients who have not responded to redetermination communications at the end of Medicaid continuous coverage. This will enable MCOs to contact clients who are required to provide additional information for an eligibility renewal determination to be completed.
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