
Cost and Coverage Estimates for Kids-only Insurance Program 

The table below shows a range of preliminary cost and participation estimates for a health 
insurance subsidy program for children. The table displays cost and participation ranges for the 
years 1997 and 2002 for two subsidy levels. At both levels, eligibility is restricted to families 
with 0% employer contribution to health insurance. The ranges are explained by variations in 
assumptions regarding participation levels and employer dropping (see bullets below for 
explanation of assumption differences). These estimates are not intended to be precise indicators 
of the effects of a kids-only subsidy, rather they are intended only to provide an idea oft he 
potential effects of such a program. 

Cost Estimates for Subsidizing Children-Only Health Insurance 
0% employer contribution to health insurance required for eligibility 

Low Level of Subsidies: 
25% subsidy for families below 250% of poverty; 10% subsidy above 250% of poverty 

Year Average Cost Total Takeup %of Annual Total Annual Federal 
(Premium) (millions) participants Cost (billions) Cost (billions) 

now uninsured 

1997 $1,900-$2,700 1.7-7.0 3.0%-14.0% $4-$13 $1-$2 

2002 $2,800-$3,900 1.8-7 .5 3.0%-14.0% $7-$21 $2-$3 

High Level of Subsidies: 
50% subsidy for families below 250% of poverty; 25% subsidy above 250% of poverty 

Year Average Cost Total Takeup %of Annual Total Annual Federal 
(Premium) (millions) participants Cost (billions) Cost (billions) 

now uninsured 

1997 $1,800-$2,200 3.8-9.4 8.0%-11.0% $8-$17 $3-$6 

2002 $2,600-$3 ,200 4.0-9.9 8.0%-11.0% $13-$26 $5-$10 

The numbers shown here should be considered rough estimates of the effects of a kids-only 
health insurance subsidy. Official estimation of cost and participation could vary from the 
ranges shown here. 

Key Assumptions 
• As the table indicates, we evaluated two potential subsidy programs: 

• "Low Subsidy": 25% subsidy to 250% of poverty, 10% thereafter; and 
• "High Subsidy": 50% subsidy to 250% of poverty, 25% thereafter. 



• To arrive at the ranges of estimates shown above, we developed low and high 
participation scenarios for each of the two subsidy programs. The high participation 
scenario differs from the low participation case in two major ways: 1) the high 
participation scenario assumes higher take-up rates across-the-board; and 2) the high 
participation scenario assumes a substantially larger incidence of substitution -­
individuals or employers changing their behavior to take advantage of the subsidy. 

• The premium estimates in all cases were adjusted to reflect adverse selection associated 
with bringing previously uninsured individuals into the insured pools. 

• The costs and participation rates are influenced to a large degree by the policy choice of 
whether the subsidies can be applied to a participant's current coverage or whether 
participants must join a separate insurance program and other factors. If participants can 
purchase current coverage we expect participation to be higher than if participants must 
join a special risk pool. 

• These estimates assume that program participation is fully phased in by 1997. 

Major Findings 
• In the low subsidy program, total takeup ranges from 2-7 million children in 1997 (2-7.5 

million in 2002), with an average cost of $1900-$2700 per child ($2800-$3900 in 2002). 
These average costs reflect the impact of adverse selection and are heavily influenced by 
participation assumptions. Federal costs would be $1 billion - $2 billion in 1997 ($2 
billion-$ 3billion in 2002). 

• In the high subsidy program, total takeup ranges from 4-9 million children in 1997 ( 4-10 
million in 2002), with an average cost of $1800-$2200 per child ($2600-$3200 in 2002). 
These average costs reflect the impact of adverse selection and are heavily influenced by 
participation assumptions. Federal costs would be $3billion - $6billion in 1997 ($5 
billion -$ 1 Obillion in 2002). 

• Both the high and the low subsidy programs draw in only a small proportion of the 
uninsured population. The variations in the proportion of the currently uninsured 
participants in the program are largely influenced by the assumption regarding the ability 
to use subsidies for current coverage (and therefore, the number of persons with ESI 
joining the program). 

• 

• 

In the low subsidy program, approximately 200,000 previously uninsured kids 
become insured in 1997. This represents about 1.6% of all uninsured kids and 3-
14% of program participants. 

In the high subsidy program, approximately 400,000-700,000 previously 
uninsured kids become insured in 1997. This represents ahout 3.6-6.3% of all 
uninsured kids and 8-11 % of program participants 
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• The implementation of a kids-only subsidy could result in some people losing coverage if 
employers react to the incentive of the program by reducing or eliminating their 
contribution to ESL 

• As noted elsewhere, whether participants would be able to use the subsidy to pay for their 
current insurance -- where the risk pool includes individuals not in the subsidy program -­
or be required to join a special risk pool that is dominated by individuals in the subsidy 
program is a key aspect of this policy. We recommend clarification of certain policy 
parameters prior to further estimation of the effects of this proposal. 

Changing Parameters 
Using background information, we have roughly estimated the impact on cost and participation 
of changing the income threshold for subsidies to 200% of poverty (with no subsidy above 200% 
of poverty -- we will probably need to design a phase-out of the subsidy over an income range if 
this option is pursued) and the effects of limiting eligibility to children 13 years of age and under. 

The following estimates are very rough. They do not account for the increase in the 
average cost per child which would result from limiting the risk pool in a way that 
increases the percentage of the currently uninsured in the program, and therefore increases 
the effect of adverse selection. It is not clear what impact this would have on these 
estimates: costs may rise as premiums go up, but reductions in participation may offset this 
increase. 

Lowering the income threshold to 200% of poverty results in: 
• Participation of between 1.3 million and 2.3 million children in the low subsidy case, 

with a loss of approximately 18% of the previously uninsured category and a 22-67% 
reduction in overall participation in 1997. Federal costs would be about $1 billion in this 
case, and the percentage of participants who were previously uninsured would rise to 8-
14% of those participating. 

• Participation of between and 1.8 million to 3.7 million children in the high subsidy 
scenario, with a loss of approximately 23% of the previously uninsured category and a 
53-60% reduction in overall participation in 1997. Federal costs would range from about 
$2 billion to $3 billion, and the percentage of participants who were previously uninsured 
would rise to 15-17% of those participating. 

Lowering the age limit from the insurance definition of child to age 13 would result in: 
• Participation of between 700 thousand and 4.2 million children in the low subsidy case, 

with a loss of approximately 45% of the previously uninsured category and a 40-55% 
reduction in overall participation. Federal costs would range from about $500 million to 
$1 billion, and the percentage of previously uninsured in the program would not change 
much. 
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• Participation of 2 million to 5.8 million children in the high subsidy scenario, with a 
loss of approximately 51-53% of the previously uninsured category and a 38-46% 
reduction in overall participation. Federal costs would range from about $2 billion to $4 
billion in the high subsidy case, and the percentage of previously uninsured in the 
program would go down slightly. 
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\ Cost and Coverage Estimates for Kids-only Insurance Program 

The table below shows a range of preliminary cost and participation estimates for a health 
insurance subsidy program for children. The table displays cost and participation ranges for the 
years 1997 and 2002 for two subsidy levels. At both levels, eligibility is restricted to families 
with 0% employer contribution to health insurance. The ranges are explained by variations in 
assumptions regarding participation levels and employer dropping (see bullets below for 
explanation of assumption differences). These estimates are not intended to be precise indicators 
of the effects of a kids-only subsidy, rather they are intended only to provide an idea of the · 
potential effects of such a program. 

Cost Estimates for Subsidizing Children-Only Health Insurance 
0% employer contribution to health insurance required for eligibility 

Low Level of Subsidies: 
25% subsidy for families below 250% of poverty; l 0% subsidy above 250% of poverty 

Year Average Cost Total Takeup %of Annual Total Annual Federal 
(Premium) (millions) participants Cost (billions) Cost (billions) 

now uninsured 

1997 $1, 900-$2, 700 1.7-7.0 3.0%-14.0% $4-$13 $1-$2 

2002 $2,800-$3,900 1.8-7.5 3.0%-14.0% $7-$21 $2-$3 

High Level of Subsidies: 
50% subsidy for families below 250% of poverty; 25% subsidy above 250% of poverty 

Year Average Cost Total Takeup %of Annual Total Annual Federal 
(Premium) (millions) participants Cost (billions) Cost (billions) 

now uninsured 

1997 $1,800-$2,200 3.8-9.4 8.0%-11.0% $8-$17 $3-$6 

2002 $2,600-$3,200 4.0-9.9 8.0%-11.0% $13-$26 $5-$10 

The numbers shown here should be considered rough estimates of the effects of a kids-only 
health insurance subsidy. Official estimation of cost and participation could vary from the 
ranges shown here. 

Key Assumptions 
• As the table indicates, we evaluated two potential subsidy programs: 

• "Low Subsidy": 25% subsidy to 250% of poverty, l 0% thereafter; and 
• "High Subsidy": 50% subsidy to 250% of poverty, 25% thereafter. 

• To arrive at the ranges of estimates shown above, we developed low and high 
participation scenarios for each of the two subsidy programs. The high participation 
scenario differs from the low participation case in two major ways: l) the high 
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participation scenario assumes higher take-up rates across-the-board; and 2) the high 
participation scenario assumes a substantially larger incidence of substitution -­
individuals or employers changing their behavior to take advantage of the subsidy. 

The premium estimates in all cases were adjusted to reflect adverse selection associated 
with bringing previously uninsured individuals into the insured pools. 

The costs and participation rates are influenced to a large degree by the policy choice of 
whether the subsidies can be applied to a participant's current coverage, or whether 
participants must join a separate insurance program. While the lower end of the ranges 
incorporates the assumption that participants would be required to join a special risk pool 
(which limits substitution), the upper end of the ranges given above incorporate the 
assumption that subsidies can be applied to current coverage. In this later case, the 
average premium reflects an average across more than one risk pool. Premiums in the 
"special" risk pool would likely be substantially higher than the high end of the range. 
The other risk pools would include individuals not in the subsidy program. 

These estimates assume that the subsidies are fully phased in by 1997 . 
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• In the low subsidy program, total takeup rang~ from 2-7 million children in 1997 (2-7.5 
million in 2002), with an average cost of $1900-$2700 per child ($2800-$3900 in 2002). 
These average costs reflect the impact of adverse selection and are heavily influenced by 
participation assumptions. Federal costs would be $1 billion - $2 billion in 1997 ($2 
billion-$ 3billion in 2002). 

/ i'fo'' (Jl•plr f4.Jh••PC<·h '1-) ) hH 1 a f( htrvltn•t-" 

• In the high subsidy program, total takeup rang~~r_om 4-9 million children in 1997 (4-10 
million in 2002), with an average cost of $1800-$2200 per child ($2600-$3200 in 2002). 
These average costs reflect the impact of adverse selection and are heavily influenced by 
participation assumptions. Federal costs would be $3billion - $6billion in 1997 ($5 
billion -$ 1 Obillion in 2002). 

• Both the high and the low subsidy programs draw in only a small proportion of the 
uninsured population. The variations in participation of the currently uninsured are 
largely influenced by the assumption regarding the ability to use subsidies for current 
coverage (and therefore, the number of persons with ESI joining the program). 

• 

• 

In the low subsidy program, approximately 200,000 previously uninsured kids 
become insured in 1997. This represents about 1.6% of all uninsured kids and 3-
14% of program participants. 

In the high subsidy program, approximately 400,000-700,000 previously 
uninsured kids become insured in 1997. This represents about 3.6-6.3% of all 
uninsured kids and 8-11 % of program participants 
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' • The implementation of a kids-only subsidy could result in some people losing coverage if 
employers react to the incentive of the program by reducing or eliminating their 
contribution to ESL 

• As noted elsewhere, whether participants would be able to use the subsidy to pay for their 
current insurance -- where the risk pool includes individuals not in the subsidy program -­
or be required to join a special risk pool that is dominated by individuals in the subsidy 
program is a key aspect of this policy. We recommend clarification of certain policy 
parameters prior to further estimation of the effects of this proposal. 

Changing Parameters 
Using background information provided by ARC, we have roughly estimated the impact on cost 
and participation of changing the income threshold for subsidies to 200% of poverty (with no 
subsidy above 200% of poverty -- we will probably need to design a phase-out of the subsidy 
over an income range if this option is pursued) and the effects oflimiting eligibility to children 
13 years of age and under. 

The following estimates are very rough. They do not account for the increase in the 
average cost per child which would result from limiting the risk pool in a way that 
increases the percentage of the currently uninsured in the program, and therefore increases 
the effect of adverse selection. It is not clear what impact this would have on these 
estimates: costs may rise as premiums go up, but reductions in participation may offset this 
increase. 

Lowering the income threshold to 200% of poverty results in: 
• Participation of between 1.3 million and 2.3 million children in the low subsidy case, 

with a loss of approximately 18% of the previously uninsured category and a 22-67% 
reduction in overall participation in 1997. Federal costs would be about $1 billion in this 
case, and the percentage of participants who were previously uninsured would rise to 8-
14% of those participating. 

• Participation of between and 1.8 million to 3.7 million children in the high subsidy 
scenario, with a loss of approximately 23% of the previously uninsured category and a 
53-60% reduction in overall participation in 1997. Federal costs would range from about 
$2 billion to $3 billion, and the percentage of participants who were previously uninsured 
would rise to 15-17% of those participating. 

Lowering the age limit from the insurance definition of child to age 13 would result in: 
• Participation of between 700 thousand and 4.2 million children in the low subsidy case, 

with a loss of approximately 45% of the previously uninsured category and a 40-55% 
reduction in overall participation. Federal costs would range from about $500 million to 
$1 billion, and the percentage of previously uninsured in the program would not change 
much. 
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• Participation of 2 million to 5.8 million children in the high subsidy scenario, with a 
loss of approximately 51-53% of the previously uninsured category and a 38-46% 
reduction in overall participation. Federal costs would range from about $2 billion to $4 
billion in the high subsidy case, and the percentage of previously uninsured in the 
program would go down slightly. 
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Andie King Proposals -- Summary Cost Estimates 
Medium Participation Assumption (Case B), Low Subsidy (Scenario 2) and High Subsidy (Scenario 3) 

0%Emp 
Contribution 

50%Emp 
Contribution 

0%Emp 
Contribution 

50%Emp 
Contribution 

Low 
subsidy 

High 
subsidy 

Low 
subsidy 

High 
subsidy 

Low 
Subsidy 

High 
Subsidy 

Low 
Subsidy 

High 
Subsidy 

Total Federal 
Cost Share 

$4.3 8 $1.08 

$6.98 $2.98 

$4.28 $1.0 8 

$6.88 $2.8 8 

Participants - Coverage Prior to Program 

Unins Unins Other Medicaid ESI ESI 
Offd ESI Private (Sub) (Sub) Self-emp 

0.4m 0.1 m l.2m 0.00 0.5m 0.00 

0.6m 0.2m 2.5m 0.00 0.5m 0.5m 

0.4m 0.1 m l.2m 0.00 0.5 m 0.00 

0.6m 0.2m 2.5m 0.00 0.5m 0.5m 

Financing 

%Premium Subsidy/ Cost due Selection 
Subsidized Person to Adv Sel Impact 

22% $440 $1.4 8 49% 

46% $660 $1.4 8 25% 

22% $440 $1.3 8 47% 

46% $660 $1.3 8 24% 

:~ 



Scenario 2: 25°/o Subsidy up to 250% Poverty, 10% Subsidy for 250% Poverty and Above 
(Scenarios 2 and 3 taken together are based upon Andie King's parameters) 

0% Employer Contribution Requirement 

Assumptions: 
The cases represent high, medium, and low participation levels: A=high, B=medium, C=low 
For the uninsured: 

Case A had 20% participation for those <250% poverty, 10%participation for >=250% poverty 
Case B had 10% participation for those <250% poverty, 5%participation for >=250% poverty 
Case Chad 5% participation for those <250% poverty, 2.5%participation for >=250% poverty 

If had Medicaid, and subsidy was 100%, then persons above federal floor come in, else no one 
If had other private insurance, if subsidy >20%, then 80% come in 
If had ESI, self-employed, if subsidy > 28%, then 90% come in 
If had ESI: 

Case A assumed those under 200% poverty come in at 10% participation 
Case B assumed those under 200% poverty come in at 5% participation 
Case C assumed those under 200% poverty come in at 2.5% participation 

Scenario2 ~- Unins 

Participants - Coverage Prior to Program 

Unins Other Medicaid ESI 
Offd ESI Private (Sub) (Sub) 

0.3m l.2m 0.00 1.1 m 

O.lm l.2m 0.00 0.5m 

0.09m 1.2 m 0.00 0.3 m 

ESI 
Self-emp 

0.00 

0.00 

0.00 



Financing 

Scenario 2 Total Cost Federal %Premium Subsidy/ Cost due to Selection 
Share Subsidized Person Adv Sel Impact 

A $5.9B $1.4 B 22% $410 $1.6 B 38% 

B $4.3 B $1.0 B 22% $440 $1.4 B 49% 

c $3.4 B $0.8 B 22% $450 $1.2 B 54% 



Scenario 3: 50% Subsidy up to 250°/o Poverty, 25% Subsidy for 250% Poverty and Above 

Assumptions: 
The cases represent high, medium, and low participation levels: A=high, B=medium, C=low 
For the uninsured: 

Case A had 30% participation for those <250% poverty, 15%participation for >=250% poverty 
Case B had 15% participation for those <250% poverty, 7.5%participation for >=250% poverty 
Case Chad 7.5% participation for those <250% poverty, 3.75%participation for >=250% poverty 

If had Medicaid, and subsidy was 100%, then persons above federal floor come in, else no one 
If had other private insurance, if subsidy > 20%, then 80% come in 
If had ESI, self-employed, if subsidy >28%, then 90% come in 
If had ESI: 

Case A assumed those under 200% poverty come in at 10% participation 
Case B assumed those under 200% poverty come in at 5% participation 
Case C assumed those under 200% poverty come in at 2.5% participation 

Participants - Coverage Prior to Program 

Scenario 3 Unins Unins Other Medicaid ESI 
Offd ESI Private (Sub) (Sub) 

A 1.3 m 0.4m 2.5m 0 1.1 m 

B 0.6m 0.2m 2.5m 0 0.5m 

c 0.3m 0.1 m 2.5m 0 0.3 m 

ESI 
Self-emp 

0.5m 

0.5m 

0.5m 



Financing 

Scenario 3 Total Cost Federal %Premium Subsidy/ Cost due to Selection 
Share Subsidized Person Adv Sel Impact 

A $8.6 8 $3.78 46% $640 $1.3 8 19% 

8 $6.98 $2.98 46% $660 $1.4 8 25% 

c $6.08 $2.5 8 46% $670 $1.3 8 29% 



Scenario 2: 25% Subsidy up to 250% Poverty, 10°/c, Subsidy for 250% Poverty and Above 
(Scenarios 2 and 3 taken together are based upon Andie King's parameters) 

50% Employer Contribution Requirement 

Assumptions: 
The cases represent high, medium, and low participation levels: A=high, B=medium, C=low 
For the uninsured: 

Case A had 20% participation for those <250% poverty, 10%participation for >=250% poverty 
Case B had 10% participation for those <250% poverty, 5%participation for >=250% poverty 
Case Chad 5% participation for those <250% poverty, 2.5%participation for >=250% poverty 

If had Medicaid, and subsidy was 100%, then persons above federal floor come in, else no one 
If had other private insurance, if subsidy > 20%, then 80% come in 
If had ESI, self-employed, if subsidy >28%, then 90% come in 
If had ESI: 

Case A assumed those under 200% poverty come in at 10% participation 
Case B assumed those under 200% poverty come in at 5% participation 
Case C assumed those under 200% poverty come in at 2.5% participation 

Participants - Coverage Prior to Program 

Unins Other Medicaid ESI 
Offd ESI Private (Sub) (Sub) 

0.2m l.2m 0.00 1.1 m 

B 0.4m O.lm l.2m 0.00 0.5m 

ESI 
Self-emp 

0.00 

0.00 
~~~~·------+-------+------+--------+------+-------~ 

C 0.2m 0.06m l.2m 0.00 0.3m 0.00 



Financing 

Scenario 2 Total Cost Federal % Premium Subsidy/ Cost due to Selection 
Share Subsidized Person Adv Sel Impact 

A $5.7 B $1.4 B 22% $400 $1.5 B 36% 

B $4.2B $1.0 B 22% $440 $1.3 B 47% 

c $3.3 B $0.8 B 22% $450 $1.1 B 51% 



Scenario 3: 50% Subsidy up to 250% Poverty, 25%, Subsidy for 250% Poverty and Above 

Assumptions: 
The cases represent high, medium, and low participation levels: A=high, B=medium, C=low 
For the uninsured: 

Case A had 30% participation for those <250% poverty, 15%participation for >=250% poverty 
Case B had 15% participation for those <250% poverty, 7.5%participation for >=250% poverty 
Case Chad 7.5% participation for those <250% poverty, 3.75%participation for >=250% poverty 

If had Medicaid, and subsidy was I 00%, then persons above federal floor come in, else no one 
If had other private insurance, if subsidy >20%, then 80% come in 
If had ESI, self-employed, if subsidy >28%, then 90% come in 
If had ESI: 

Case A assumed those under 200% poverty come in at I 0% participation 
Case B assumed those under 200% poverty come in at 5% participation 
Case C assumed those under 200% poverty come in at 2.5% participation 

Participants - Coverage Prior to Program 

Unins Other Medicaid ESI 
Offd ESI Private (Sub) (Sub) 11111• Unins Scenario 3 

A :lliliillllll::111111111111li llll!~!lli!l!ll! 1.3 m 0.3m 2.5m 0 I.Im 

B 0.6m 0.2m 2.5m 0 0.5m 

c 0.3m 0.08m 2.5m 0 0.3m 

ESI 
Self-emp 

0.5m 

0.5m 

0.5m 



Financing 

Scenario 3 Total Cost Federal % Premium Subsidy/ Cost due to Selection 
Share Subsidized Person Adv Sel Impact 

A $8.4B $3.6B 46% $640 $1.3 B 18% 

B $6.8B $2.8 B 46% $660 $1.3 B 24% 

c $5.9B $2.4 B 46% $670 $1.2 B 27% 
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MEMORANDUM 

TO: Chris Jennings 

FROM: Irwin Redlener, MD a,_----
DATE: July 19, 1996 

RE: Proposed New Child Health Access/Medical Homes Initiative 

Although efforts to create a stable national health care safety net for all children need to 
continue, it is not likely that an economically and politically viable mechanism to do so will arise 
any time soon. Proposals which have been discussed in the past, including those generated by 
political leaders (Senators Dodd and Kerry among others) or organizations (e.g., the AAP), 
should continue to be evaluated and fine-tuned. In the meantime, there are reasons why a bold 
Presidential initiative in this area might be important and particularly timely. Justifications for 
such an effort include: 

1) There are already known to be at leas·i: 10 million children who have no health 
insurance coverage whatsoever, public or private. In addition, as we have discussed in the past, 
The Children's Health Fund will issue a report early this fall suggesting that 22.1 million of 
approximately 72 million 0 - 18 year olds do not have a stable medical home and will be 
labeled as "access fragile" and "medically homeless11

• 

2) The President has been and should continue to be underscoring his 
administration's commitment to the ht:allh and well being of American families and children. 
A major initiative that could potentially be developed with existing funds would be most 
appropriate. 

3) In the rapidly changing health environment, including the continued growth of 
managed care presence and a redefining of the role of existing institutions like academic medical 
centers, there is an excellent opportunity to introduce a new concept. 

I am proposing the creation and announcement of a major new program entitled something on 
the order of "Medical Homes for America's Children: Helping Families and Communities 
Identify the Resourc.es They Need". The idea here is not to establish new government health 
service delivery programs hm to give aid to states, communities and local institutions in order 
to expand the availability and accessibility of medical homes. 

In essence, this means a new grants program which I would suggest be administered through 
states and localities, providing money for existing institutions to expand medical home access 
for children in their catclunent areas, particularly in medically widerserved communities. The 
program, in effect, acknowledges that there are serious resource and access distribution problems 
in many parts of the country. Funds provided under this program would go co existing health 
care institutions with a mandate to create satellite services in underserved areas to provide 
comprehensive medical homes for children who are not getting appropriate care. 

Chris, lel me know how I might be helpful in exploring further details as needed with respect 
to this concept. 
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FAMILIES FIRST AGENDA 

HEALTH CARE SECURITY 

This Congressional Democratic agenda assumes that the Kennedy-Kassebaum 
Health Insurance Reform bill will be enacted sometime in 1996. However, if it is nQ1 .. 
enacted in 1996, it will be the first Item of the Democratic agenda in 1997. 

The Kennedy-Kassebaum bill contains a number of important provisions for working 
families, including: 

• Guaranteeing the portability of health insurance coverage for workers who 
change or lose their jobs; 

• Prohibiting health insurance companies from denying coverage for pre­
existing medical conditions; and 

• Prohibiting health insurance companies from denying coverage to employers 
with two or more employees. 

Once the Kennedy-Kassebaum bill has become law, Congressional Democrats also 
endorse a step in expanding the health care coverage available to the children of 
working parents, as described below. 

MAKING THE HEALTH COVERAGE OF CHILDREN MORE 
AVAILABLE AND AFFORDABLE FOR WORKJNG FAMILIES 

In millions of American working families, both spouses work and yet neither spouse 
works at a job that offers health insurance benefits. 

Hence, millions of American children have working parents and yet have no health 
insurance coverage whatsoever. 

Many working parents are kept awake at night worrying about the lack of health 
coverage for their children - and how they will be able to ensure good care for their 
child if the child has an accident or becomes seriously ill. 

Children are ~ less expensive to insure than whole families - and yet few 
insurers allow families to purchase "children-only" policies. It is estimated that a 
health insurance policy for a child under 13 would cost about $1,000. 



This initiative will help working parents obtain health. insurance for their children. by 
making ~kids-only" policies available, accessible, and affordable. 

This initiative represents a first step in ultimately ensuring that all American children 
have access to affordable health care. 

1 

This initiative has three components: 

1. TO MAKE u_KIDS-ONL Y" INSURANCE AVAILABLE 

• Mandate that all insurance companies and managed care plans that do 
business with the Federal Government (through FEHBP, Medicare, 
Medicaid, etc.) offer" children-only" policies - for children up to the age of 
13. 

• Require these policies to cover no less than the benefits offered In their 
government packages. 

2. TO MAKE "KIDS-ONLY" INSURANCE ACCESSIBLE 

• Mandate various consumer protections .in these "kids-only" policies (similar 
to the protections contained in the Kennedy-Kassebaum bill), including 
guaranteed issue, guaranteed renewability, no discrimination based on 
health status, etc. 

3. TO HELP MAKE "KIDS-ONLY" INSURANCE MORE AFFORDABLE 

• Provide assistance to working families to cover a portion of the cost of the 
premium. 
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Kids coverage - specifics beyond original proposal 

1. Benefit package - as noted in draft (whatever policy the carrier offers in the federal 
program) -note - she \1/ill consider narrowing benefit package if needed based on costs. 

"--Z-.....-~ce reform: KIK. rules; allow 12 month pre-ex exclusion; for newborns, no pre-ex 
if enrolled w/in 30 days. 

3. Substitution: Clear intent is to target program on those w/out employer based or public 
program coverage; presume state Medicaid maintenance of effort to preclude state 
coverage cutbacks; employer criteria still unclear - for purpose of initial estimate, we can 
set parameter for definition of employer offer (i.e., "x" percent" employer contribution 
required for offer) 

4. Subsidies: form, schedule still pretty open -

a. In general, would provide subsidy for 50-80 percent of premium 
b. Form of the subsidy could be deduction, and/or credit 

The obvious problem is that we need specifics to do estimates, but need estimates to do 
specifics. As an intitial step: 

c. We should assume some gross subsidy levels (without getting into form in which 
the subsidy is provided through the tax code). The following assumes a low and 
high end subsidy for two income groups. 

/..11~1'1 ~~ 
~! t htv1l 

~01 hcJa wp 

Portion of premium subject to subsidy 

Income < "x" Income > "x" 
percent percent 
poverty poverty 

Low percent 25% 10 % 
subsidy 

Higher 50% 25 % 
percent 
subsidy 

- 1)1ff. ~H~ kv 
dtff 1'7Ur't'JC. /(l(C/ 

Note: there is no merit to these percentages - simply wanted to establish framework for 
initial analysis. 

The initial questions would be to estimate the premiums for such a plan, and the take up rates, 
and selection issues. Based on that, would then begin to get into more detail w/ Treasury and 
OMB on form of tax subisdy by income level. 
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This Democrl!llc inittative. contained in the Families First Agenda. will help working 
parents .obtain heallh insurance fnr their chlldrel"I, by meking ·1<1<1s-only" policies 
available. acceuiblo, and affordable. 

This initiative represents a 'fi�t step Ir, ultimalely ensuring that .11 Americen children 
have aoce:ss to affordable health care. 

This Initiative haa three components: 

1. TO MAKE "KIOS.ONL V'' lNSUAANC� AVAILABLE

• Mandate that all lnsul'tlnee eompanie� and managed care plans that do
buslnoss Vo'lth lhe feder.11 Govemment (through FEHSP, Medicare,
Medicaid, en:.) offer• childrfJn-Only policies - for children up to the age-of
13.

Require these policies to oover no less than the benefits offered in their
govemnicnt packages.

2. TO MAKE ".KIDS-ONLY" INSURANCE: ACCESSIBLE

Mandate variou� consumer protections in these "l<ios-only" policies (similar 
to the proti,ctions contained in the KGnnedy-Kc1ssebaum bill), including 
guaranteed issui::, guaranteed tM&wability, no di�crimination based on 
h@alth status. etc. 

l. TO HELP MAKE: "KI0S-ONL Y" INSURANC� MOKE AFFORDABLE

• Provide a�slslance to wor1<ing famitiet to cover a p\.>rtlon OT the cost of the
r,rernium. Including ldx relief and premium iUbtidie3.

b2e10,1+ '
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· TO: Chris Jennings 
FROM: Andie King 
ll: com for klda health coverage propolll 

As )'OU will recall, you kindly offered to aet aomt Adm1ni1tzation folka to look at the 
po11ible eom of a 14health insurance for kid! .. packase. Followina m the IPK• fur 1uch a 
propoal. Further, 

•• I would like to look at coats for a tax break on !O, 60, 75, 80. and 100% of the 
pmnium. COit 

-- If poasible. for each of the premium percentaiOI, l would like two l'Wll. uawning; (1) 
the 11uhsidy is set at the 17% rat= for everyone and (2) ih1 1ubaidy varic::~ oormally by incumc 
bracket 

•• I would also like the deduction and credit costs brokeD out and displayed ecparatcly. 

-- Of course, 1 need the takc•up uawnpilon. di1played in u mu~h 1pcx:i1lclty aa po11lble 
(i.e •• numbors of famili~• 1t ditt'oront in"ume level•) 

•• Ro the 1ub1titution l11uc; tho tax break would be available only for thoao who arc not 
eligible 01· do not have available to them anothor option· for coverin& their kids (i.e., Modioald or 
cmploycr-provldcd covcraao). - 1 

Ballpllrk wo1.1ld be ftne, L~ me know lf anytbin1 olae is nccd'd £rom me. Thanks for 
your help. 

. ~· ·!" .: 
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This Democratic initiative, contained ·in the Fa'1iiliGG Finat Agenda, will help wor1<ing 
parentl .obtain health Insurance for thtlr c:hl.l~ren, by making ·kids-only'' policies 
available. accessible, and affordable. '.;/ . 

This initiative represents a ftrst step In ultimately ensuring that all.American child ran 
have access to atrordable health care. 

This initiative has three companents: 

1. TO MAKE "KIOS-ONL.Y" INSURANC~ AVAIL.A6L.E 

Mandate that all Insurance companie~ and mani1ged care plan5 that do 
business wltb the Federal Government (thrgugh FEHBP, Medicare, 
Medicaid, etc.) offer• ehildren-onlf pollelaa - fer children up to the ago of 
13. 

~.~'. 
Require these policies to oover no less than the benefits offered in their 
government packages. · · 

2. TO MAKE 11,KIOS~ONL. Y" INSURANCE ACCESSIBLE 

• Mandate various consumer protections in these ·kids-only" policies (Sl1T1ilar 
to the protections contained in the Kennedy-K2ssebaum bill), including 
guaranteed issue, guarinteeCI renewability. no discrimination based on 
health status. ate. 

3. TO HeLP MAKE 11KIOS-ONL Y" IN SURAN.CE MORE AFFOROABLe 
h 

• Provide as11lst~mce tu working familie$ to cover a portion of the co5t of the_:.. •· 
premium, including ta;ii; relief and premium subsidies. 
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OPENIN(J STATEMENT BY HOUSE DEMOCRATIC lEADER RICHARD A. GEPHARDT 
! HEARING ON KfDS-ONL Y HEAL TH CARE PROPOSAL 

_J FROM FAMil..IE._s_FtR_. _s_T_A_G~EN_o_A---~-----

~
all of you kno\\/. just a few weeks ago House and Senate Democrats unveiled 01;1r 

Familie 'its.t a.senda. JO describe the ways in '""hich a new Democr-atic majority would 
red~dica itself Lo working and m.iddle-clas~ fa.miHcs -- to help them in ways that really rr:ake a 
differen in their everyday lives. 

I 
It'~ abo~t ~ommon-sense. kitchen-table change -- 5uch as helping people pay for 

cducationi and making pensions more secure. And l believe it is the kind of non-controversial, 
non-panisjan progress that has been conspicuously abi>ent from the Gingrich-Dole Congre!:s -­
proposals llha1 s~ak not to pany ideology, but to the cares and concem5 we share as Americans. 

O~e of the mosr crucial of thol:ie concerns is health cue. Just because heal ch care l:ccame 
a problem for politicians a couple of years ago doesn't mean it stopped being a problem for 
average f~milies. And on:: o! t.hc biggest problems is that too many children from hard-w.:.tking 
families don' 1 have health 1;are at all. Without health care, even a minor childhood illness can 
become: almajor catastrophe. 

A I' faz as I'm concerned, puuing families tmt means putting kids fint -·fighting to keep 
them healthy and strong, without emptying their parents' wallets. So one of the central pa.cu of 
lhe Fa.mil es First Agenda is our plan io make it easier and more affordable to get health c1>verage 
for your ids. 

t. we'll ask insurance companies and mana&ed eare plans to create special ''kicls-only'" 
s, with good benefits ro protect your children. 

T 1en we'll establish the kinds of common-sense rules Democrats have been tryini'. to 
escablish t"or all Ameri~ans: that your children can't be denied or dropped from health cov.~rage if 
they gel skk. or if your family moves. In today's economy, so many families are changin1~jobs. 
or losing JObs -- and sometimes moving from town ro town. I think. it makes sense for a child's 
health cai;~ to go with them if they move. Parents shouldn't be locked inco ajob because they're 
afraid the!ir child won't get health coverage a.t 11 new job. or in a new town. 

A~d insurance companies sho.ulC.n't be allowed to drop sick children, or deny them 
coverage 1a1 the very moment they need care To me. that's 11 very personal, moral issue. My own 
son Matt had cancer as a very young child ... and while we managed to beat it, Mau still n°::eds a 
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lot of ex~nsive medical care 
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S;if insurance companies wani lO do business wirh Lhe government. we're going t•> ask 
them to s ·ck to lhcse common-sense rules. I believe most of them will, because most chil.dren 
are very h althy, and very inexpensive to insure. This is going to be a big, new market for health 
insurers. 

Fj Jally, we'll make it easier for parents to Rll'. for their children's health plans. 

T e bottom-line is lhat Democrats believe thal you shouldn't need a big checkbook to 
gi\le your children check~ups. So the Families First Agenda is about fighting for kids -- blU il's 
also abou 1he fighting for p1ren1s. Today's parents work hard to raise lheir children, and .~ive 
Lhem the ery besL We think their children's health, and their abiliry to pay for it, should be the 
last lhing they have to worry about. 

# # # 

CONT A ':!: Dan Sallick (202) 225-0100 

-. I 
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$DS-ONL Y HEALTH INSURANCE 
i HEARING 
I Tllun;d4:.l.y. JuJy 1 l. l996 

J Opening of the Hearing by Democratic Leaders Gephardc and Daschlc 

II Senator Christopher Dodd (D-CT) 

III Elaine Gaither, Clarksville. MD 

TV Dr. David Tayloe • .Ir., M.D .. F.A.A.P .• Goldsboro. NC 

V M·an:ia Buckminster. Direnor of School Health, Framingham Public 
School System, MA 

VI. l\.1a.urecn Lampe, Brookville, MD 

VII Stan Dorn, Chjldren's Dcfen~e Fund, Washington, DC 

Vll'l Dr. Peter Hol.bn.)ok. Children's Hospital, Washington, DC 

~004 
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HEALTH CARE SECURITY FOR OUR CHU..DREN 

Presented by: 

Davld Tayloe, Jr., M.D., F.A.A.P. 

Departm~11 of Govemrnem ua1son 
Tl :i:i Hcmi'! Buildin!:l 

July 11, 1996 

601 Tl~i~e~""lth Str,;1;11, N.W. 
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Good~I oming. I am David Tayloe, Jr., M.D., a pediatrician in private practice locarnd 
in Gold boro, North Carolina. I am here today on behalf of the American Academy •lf 
Pcdia · s, representing over 50,000 physician members who ue dedjeated to the 
health, r,.feey and well-being of infants, children, adolescents and yowig adults. Thai:k 
you for inviting me to address the important issue of health care security for our 
n.&.tion' ~ children. 

Provid~pg Children H~lth Cau Coverage u Athlevable: 
I 

Workin~ to impro-ve health coverage of children seem~ Jike an achievable task. 
Therefore, I wonder why we seem to be forever fightmg the same battles. The 
Acade 1 y has long advocated for a .. children first" approach, focusing on gUManteed 
access health care for children and pregnant women as an important and practical 
first lite towards an improved health care system. Back in 1989, the Academy bega:L 
the dev •lopment of what was to become its .. Children First" leiisJative proposal. Th~: 
propos I guaranteed health care coverage and access to comprchem~ivc health care 
benefit for aU children through age 21 and all pregnant women through a one-tier. 
private ~nsurance system. The proposal was intcduced in the l 03rd Congress as 
legislatiJon by Representative Roben Matsui (D-CA) and Senator Chris Dodd (D·CT). 
Howev~.r. at that time, the Congressional debate focused on universal health care 
covera~e, rather than our more targeted approach. 

I 

Since t en, 'With the defeat of universal health care refonn, providing health insuranc,i= 
CO\.lera e for children and pregnant women has taken on a new mgency and become 
the nex; logical step. Keeping children well Wld preventing illness makes sense. 
Having a sick child is one of the toughest things parents have to deal with. 
Unfort nately, their anxiety is compounded by a health care system gone awry. Th~ 
time ha corm: for the United States to become a nation that makes the health and 
well-b ng of its children its highest ).'riority. We mu.st make health care for America's 
childre available, accessible, and affordable. This is an achievable aoaL 

The im rtance of addre.ssing child health issues must not be viewed simply as an sci: 
of compassion. Providing children and adolescents access to quality health cl!I'e, with 
an empfasis on prevention, is the single rnost important economic decision that will ~:ie 
made i.r any health care debate. As children go. so goes our country. 

1 

141006 

Pi=1GE 6 



Oi/16:96 TUE 14: 40 FAX 202 456 2930 PUBLIC LIAISON 

FILE No. 109 07/15 '96 14:58 ID:r.!MER.ACADEtlY PEDS. 1 202 393 6137 

Child~ face many obotacle• in the hco.Jth ..,.. .,.,,.m, but one of lhc hardest tc 
overcO~le is how most people view child health issues. Too often it i~ U9umed that if 
we takej care of adultst then children will be pro..,ided for. The fact is, children are n1>t 
0 'little ajiults" and have unique health care needs. Unfortunately. even health plans 
that do£ver d~endents often fail to meet the health care needs of children. Most 
child h alth services arc provided as outpatient services and are often not covered by 
health · urance. Private b.eslth insurance plans most often have an array of benefits 
designe~ to cover an adult pattern of unhz.ation (inpatient care and high-cost 
proced1fes), but not those of a child. 

I 

Our chi~dren deserve better. As the public and private sectors continue to discuss the 
future s cture of our health care system, we must focus on the health care need,; of 
our chil en. 

The A 1erican Academy of Pedio.tric1 call• for: 

-Guaranteed Health Care Coverage for all pngnant women and inCant11 childremt 
aQd •1dlc1centa through age 21; 

-A co prebemive benefit p•~kage appropriate for children which contains 
prevent vc care. including imrnuni:ultions, and acute and chronic cBJ"c:: 9erVices (e.g., the 
AAP's ... cope of Hcalth Care Benefits for Infants, Cbildren and Adolescents Through 
Age 21 Years). If a standard benefit package is established that is deficient, that the1i. 
is prob hly all that most children wHJ get. While adults may purchase supplemental 
benefit . chwi4;es are that children w:iJl be left with whatever benefits they get from tJ:e 
standar benefit package:; 

·A ti ely schedule ro.- the delivery of those benefitl and 1ervicea. The use of illl 
age-ap opriate schedule cf visits such .as rhe Academy's own uRecommendations fo1 
Prevent vie :Pediatric Health Care" or Health and Human Service's ''Bright Futures'' 
Repon ·hould be followed. Th~ earlier we get children in for visits, the better cham:•: 
those ' uldrc:n have for a healthy and productive future. 

-A me lcal home for e11ery child. The medical home concept goes to the very hean 
of the i · of quality. A medical home is a regular and ongoing comprehensive 
source f health care. available around rhe dock, 365 days a year. It provides 
prevent,ve care. early treatment of acute diseases and the coordination of care for thcise 
with ~onic or disabling conditions. The Academy believes that for children and 
adole!iCrnts, this medical home is best provided by J"'di•triciallS. 

2 
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Pre"Yea,ve Care i11 Afl'ordeble: 

Provid~ g p1·eventive health care i:overage to all children is l'l.ot only achievable, UJi 
o le. Thei Academy n:tained the Actuarial IU.&earch Corporation to prepare a 

report e .imating the premiwn c:ost of jnsurance coverage for all services ri:commendc~d 
in the .A:cademy's 1995 ·~Recommendaticins for Preventive Pediatric HeDlth Care." The 
analysis\ confirmed tha.t children's preventive health care is inexpensive. The 1996 
average 1mODthly premium for first dollar coverage of the AAP recorrunended 
prevent!~e services for children ages 0-21 is $8.01 per family. The family premium 
for first,dollar coverage of ju.st immuniutions is $2.37 per month. 

These e tim11tes; are based on 1995 physician fees and 1992 insurance fees for 
immuni o:ations and screening tests updated to 1996. The: age di5tribution for children 
and ado esccnts is obt.Wned from the: March 1994 Cunent Population Survey (CPS) o:I' 
persons with employer or wiion sponsored health insW"an.ce. Participation rates are 
derived Biter reviewing data from. a number of sources, but reflect the level that would 
be adop ed by a prudEnt actuary facing uncertainty and are set accordingly at a 
eonserv tive level. The estimates include an allowance for the additional 
admini~ative expense9 that an insurE1J1ce program. would find nece:ssary to add the 
prevent,ve benefits. 

Cblldrcin'1 Health Car-= Coveraae 111 Nece11ary: 

Ch.ildre~'s health care coverage is desperately needed. There are approximately 12.2 
million !children under the age of 21 who do not have health insurance coverage. 
Others t underinsured. They are without adequate insurance coverage for necessa~' 
trcatme t services and for even the most basic care needed to prevent wmcccssary 
dise:a.se · d death. Still others a.re .. uninsurable" because of pre-existing chronic or 
recuITinjs conditjons- Such pre-existing conditiC>n exclusion clauses in insurance: 
repre.se~t a serious and Wlneccssary barrier to care fo1 children. 

I 
'What ~1ppens to uninsured children? Usus.lly, their financiaHy strapped families tend 
to debl~ or forgo needed pediatric medical care because of the out-of-pocket expense. 
Studies :have shown that children without iruiurance coverage are less likely to receiv1~: 
basic pieventive care and imm:unii.a.tions, are Jess likely to seek care from a physicia.t! 
for boll) acute and chronic illness, and are more likely to delay care. Without 
prevenitve cue, th~sc children ~e much more suseepti~le to communicable .and other 
illness rd, once sick, have no insurance to pay for the1r care. 

s 
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Unfo tely. these same children are unlikely to maintain a continuous regular sou.r:~e 
of prim care. Studies have shown that children without a regular SO\lf'e of QU'C are 
less lik~ly to be completely immunized. have lower rates of visits for well-child c;:an:1 

higher 'ates of visits for illness care, and have more frequent emergency room visits. 
Having a regular source of C8l'e has been sho'IW to reduce per child expenditures by 
21.?o/o ompared with not having a regular source of care:. 

Proble #J • [.1;111 of Employer Coverage: 

Why ll' • so many children uninsured? The majority of American children are coverc·::l 
by priv te health insurance, most often through their J:>arent's employment. Howl!ver, 
o~r em loyer-based private insurance sy!rtem is not working well for children. 
Accord ng to the United States General Accowtting Office, the percentage of childrer1 
with pr vate coverage hH decreased every year since 1987. Studies indicate that from 
1991 t~o1 1993 over 3 million children lost their private insW"ance coverage. The yca.r:ly 
ra.te at vhich children 101.1 their coverage increased from 600,000 during the period 
1991 t 1992 to 2.5 million during the period 1992 to 1993. In l 993 nearly 5% of 
privatcl ih.9ured children lost coverage. 

As privrte insurance prcmiwns increase, more and more employers. parciculady small 
firms, e dropping dependent coverage or increasing the amount of the premium 
contrib red by the employee. As a result nearly one fourth of uninsured children luu•e 
parents with employer-paid health coverage. In addition, the economy has wimessed a 
shift a ay from high-paying manufacturing jobs with good health benefits to lower­
paying • ice jobs with poorer benefits. Many employers provide no coverage at all. 

Probl•t #2 ·A Tbnarened Safety Net: 

As mor and more children lose their private insurance, many of them become eligibl.e 
for M icaid. Children not eligible for Medicaid often cannot obtain private: insuranc1~ 

e unless a parent has a job with good health benefits. 

88 to 1992. the number of uninsured children remained relatively constant 
expansiom; in the Medicaid program enacted in the latter half of the 1980s. 

provi insurance coverage to many of the children who lost private CO\'crage. 
Cunen ty, O'YCT one fourth of U.S. children and ad.oltscents who have health insuran,:e 
llJ'e cov d by Medicaid. In addition, Medicaid pays for over one third of all births i.n 
the Uni ed States. 

4 
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As y~oknow, Congress is considering turning the Medicaid program into block grllJl1:' 
to the tes. Such block grants will limit Federal dollats and eliminate the iadividm1l 
entitl ent to the Medicaid program. While the issue is still being debated, the fact i:i 
that theiMedicaid program ig going to have fewer Federal dolJars to work with in the 
future.Jlt is important to underSWld that children under age 21 make up S1% of the 
Medic d program population. but lllCCOWlt for jUSt 23% of program expenditures. Tl:.is 
means~at even small budget cuts ~ill translate into large numbers of children lo:sin11 
coverag . Using fiscal year 1993 costs, each billion dollar reduction in Federal 
Medic ',d appropriations eliminates the Federal Medicaid share for over 1.5 million 
childrc,. 

In addi*on. the po!!!sibility of ste.te block grants replacing Medicaid's individual 
entitlement status indicates that Medicaid may no longer be able to absorb the 
incrcas~1g number of children losing private insurance. This will resuJt in a greater 
number I of uninsured thildrcn. Also, reducing the level of services provided by 
Medico~d could increase the number:J of unde-rinsured children and increase out-of­
pocket ,~xpenses of financially strapped families. 

I 
What hil..ppens to Medi~aid will have a direct imp1.ct on the number of uninsured 
childre1 in this country. 

Provld~ng Children Health Care Coverage Is The Right Thing To Do~ 
I 

ProvidiJtg .appropriate health care coverage for ell children and pree;nant women mako;:s 
sem;e !Jr Amerlca. It is the right thing to do. 

I 

Every hild and pregnant woman should have acce!'ls to appropriate health care. Such 
care in tudes child health supervision visits. Child health supervision visits ar.: an 
integral part of family-focused preventive care, beginning before binh with prenatal 
v1s1ts d c.ominuing into young adulthood. They a.re designed to monitor a child's 
growth and development. and identify any physical, behavioral, or psyi;hological 
abnorm~ity at its earliest stage. Such visits provide guidance to both parents and 
childre~ on such topics as injury prevention and hewthy lifestyles. Promotins healthy 
lifestylas is critical for our nation's children, panicularly adolescents. Issues such ~ 
smokinf. drug abuse, and violence need to be addressed. 

Well-~ild care can provide early detettion wid correction of vision defects; hearing 
defects :that can le11d to life·long impairment of speech and learning comprehension~ 
iron d~1cii:ncy anemia; abdominal masses representing potentiidly curable tumors; 
congc tal hip dislocation, a potential c:rippler; and elevated levels of lead in the bJoc1d 
that c lead to learning disabil1ty, hyperactivity and diminished intelligcru:c. 

s 
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The co ·s of unattended malnutrition, anemia. child abuse, substance abuse, 
prcven ble injuries and developmental delay.9 rarely show up as health care 
expendi ures, rather they fall heavily on society's ledger in the fonn of social service!;, 
educ:atijn or correctional systems. 

I 
Cont:lu.1ion: 

The Jerican AcadEmy of Pediatrics applauds your determined efforts to provide 
he11lth c1ve coverage to our nation's children. Providing health care security for oW' 
children is 11.c:hicvable. affordable, necessary and make:- good sense. If we truly ~8.?'c 
about o,ar nation's future we musr act now to ensure that our children grow up health:1 
and :str~g. 

As a pe!iatrician, my intention today is to bring attention to the health care needs of 
our nati n's children. PLU'suing an approach that will prm·ide appropriate health care 
cove.rag for children is really about g~ving children a chanoc to reach their potential 
in life .. Jf we can keep children well, they can have a f11.ir shot at making the best of 
theix 1i es. and that benefits all of us. 

& 
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