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June 7, 1994 | |
MEMORANDUM TO:  REPUBLICAN LEADERS

FROM: WILLIAM KRISTOL

SUBJECT: Reading the President's Lipa on Universal Coverage

“If you 8end me legisiation that does not gusrentee every American private heaith- |
insurance that can never be taken away. you will force me to take this psn {andj
veto the legisiation.” (Prasident Clinton, January 28, 1994)

“IW]leo're certainly going to be prepared to digscuss any maﬂ‘ar but there’s been
nothing farthcamlng from the White House. The President is the cause of the
desdlock, and It isn’t going to be broken until he’s prepared to act.’ (Sanator
. George Mitchell, April 2, 1590, demanding that President Bush abandon his "no
new taxes" pledge) .

Congress stands in recess and Dan Rostenkowski stands indicted as a 17-count
folon. But the scramble to ¢reate passable legislation from what remains of the
Clinton health care plan continuss unabsted. The June 2 Los Angeles Times
‘reports that Republican and Dsmocratic staff of the Senate Finance committee
have been "weorking together.” during the recess, to present that committae with a°
set of optlons when it returns today. In other words, some Hiil Republicans are
working overtime to pull Democratic chestnuts out of the fire. Will we aver learn?

Not if we believe that we can at this point forgs a bipartisan health biil wlth the
Democratic leadership that serves the national interest (and Republican principle).
The problem is this: the Democratic leadership still has no Interest in a sound,
sansible health care bill, Speaking before the Naw York State Democratic
Convention in Buffalo fast week, Senator Moynihan himself brashly declared "In’
this Congrass my mission is clear -- get the President his bill.”

Theta you have the openly and stubbornly expressed goal of the- presndent and
the Democratic leadership! his bill. Of course. as Pat Moynihan knows better
than enyone elss in Washington, the president has no chance of getting *his bill”
as originally writtan. But backroom daalings could still produce & biil different
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enough from the White House package to be viable In the legisiative process, but
sufficiently similar (“Clinton-lite’) to protect the president’s "read my lipe" pledge .
‘on health care. And that bill would be a bad one for the country, That's why
Republicans should held off on health cara nagotiations until Mr. Clinton eats his
words. 1

Once again: we are fora sound bipartisan bill. And such a bill wiii requtre negotl-

ations. But if wa are to negotiate with Demacrats over health cars reform, it must

be an our terms, net theirs. The current atmosphere of Democratis anxiety -- sig-

nalled most recently by Senator Dianne Feinsteln removing her name as a co-.
sponsor of the president’s bill -- is an opportunity for Republicans finally to force

8 decisive change in the tarms of debate. Georyws Mitchall, Jay Rockefeller, and

others in Congress have so far demanded that fedsrally enforced universal cover-

age be the minimum requirament of an acceptable health care bill. And universal

health care coverage, as defined by the presidant and his allies, cannot exist with-
out a system of federal mandates on amployers or individuals ar both. Democrats

are no longer in any political position to make such haughty demands. Why do

we still accord them any deference? And why should Republicans be party to an.
effort to “get the president his blli?" We shouldn’t. |

We think Republicans shouid condition their cooperatlon in passing health care
legisiation on explicit Democratic abandonmeant of 3 universal system based on
mandates of any sort: immadiate, phased in. triggerad. or linked to soft or hard
targets. Just as George Mitchell forced President Bush to break his no new taxes
pledge as a precondition to budget negotiations in 1990, President Clinton should
now be forced to buckle under and give up on federally mandated universal
health insurance coverage. Absent such a conoassion by the president, we must
convince the public that his obstinacy is the real obstacle to health cars reform.
And we must continue to advance trus, targeted heaith care reform that hss bipar-
tiean and public support. ' !

I
i

 This strategy can only work if Republicans resist current entrasties to join the
Democrat leadership in crefting a watered-down Clinton bill. But if Democrats
continue to inslst on universal coverage achieved through Clinton-lite means, then
we ehould take this battie to the country, make it 3 centerpisce of the fall cam-
paigns, and explain why no bill is better than a bad one. ;

The next faw months provide us the chance not only to block Clinton’s legisiation,
but to deliver an unqualified defeat of Clinton’s printiples generally. The best way
to seize health care from the Democrats is to fight for a bill that axplicitly rajects
the central tenets of Clintonism: fedseral mandates, politically determined benefit
packages. price controls, state-run "alilances,” and the like. The result will be a
better haealth care bill and a triumph for our principles of limited government and
measured, targeted reform. ‘ ‘ :

i
Prolectfar the Republican Future
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NOTE TO CHRIS JENNINGS 6/17/94

RE: CAPITATED DRUG BENEFIT OPTION DEMO

Attached is my draft of a ‘capitated drug benefit option
demo. I talked with Bruce yesterday morning. Iie was
OK with the idea and the attached write-up reflects his
comments. |

Where do we go from here? Ellen would like to sit down
with Kopetski’s statf this afterncon and would like to find
out what we want ASAP,

R Peter Hickman

Ruyle

-

(\u

N

j 1
rc\u\&: g

, g N
P < &

--< { (\,{ < E‘* .
~ X U ° S 3
AR

, N

}

Pﬂiﬁﬂi



Ué'iq’

94

[0:26 AM  FROM OLP

DEMONSTRATION OF dAPITATED DRUG BENEFIT OPTION

- The Becretary would be required to initiate a

demonstration under whioh beneficiaries would ba ¢given the optien
of receiving thelr drug banefits through a drug benefit
management (DBM) plan instead of gstandard Medicare. This option
would structured similar to the current Medlcare risk program.
The demonstration would start two years after the effective date
of the standard drug benefit and would be authorized in 6 states
for § years.

ENROLLMENT

o]

During an annual, 30=-day open enrollment period, beneficiaries
in the demonstration states would have the option of enrolling
to receive thelr drug benefits through a DBM plan with a
Medicare contract or HMO/CMP with a risk contract.
Bensficiarias who become entitled to Medicare betwean open
enrollment periods would have the option of enreolling in the
month preceding entitlement to Medicare. As with the riesk
program, no health screening would be permitted.

The Secretary would prepare materials that would provide
informatlon that would assist beneficiaries in making a choice
among the available drug benefit plans, HMO cptiona and
standard Medicare. The cost of preparing these materials
would be born by the plans. As with the risk program, all
marketing materials would have to be approved in advance by
the Secretary. Direct marketing (e.g. deor to door,
telemarketing) to bensficiaries would be prohibited.

Beneficiaries wishing to enroll in a plan could do s8¢ only
through a third party designated by the Saecretary. Bnrollment
in the plan would ba for one year, or until the next open
enrollment periled. .

STANDARDS

ln order to be eligible to participate in this demonstration,
drug beneflt management plane would have to have a contract with
the Seoretary. There would ba no limit on the number of
contractors in a demonatration state. 1he Secretary would
develop standards similar to thoec under the risk contracting
program and other standards that would addresesi

-}

[~

Access to community pharmaéias

Drug utilization review roguirements

Formulary structure (definition of major indications, minimum
requirements and procedures for a physician obtaining coverage
of a drug not on the formulary)
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o Beneficiary safeguarde in regard to use of prior authorization
0 Compliance programs |

¢ Procedures for out-of-aréa claims

¢ Financial reguirements

o oQuality standards and 50% commercial enrolliment

These standards would be deﬁeloped by the Secrsatary one year
prior to the start of the demonstration.

DBM plane would be required to provide access to a pharmacy in
every community throughout the state. In addition to this state-
wide pharmacy network, mail~order pharmacies could be offered by
plans as an option to enrollees.

BENEFICIARY COBT-BHARING

Similar to the risX contract program, plans would have the option
of offering a cost-sharing structure that would be different frow
that under standard Medicare. They could

¢ require a menthly premium in lieu of part or all other cost-
sharing. ‘

o offer a point~of~aarvicc option with coinsurance higher than
the 20% under standard Mesdicare.

However, the actuarial value of the plan's premium and cost-
sharing could not exceed 95% of the aotuarial valus of the
deductible and coinsurance under standard Medicare.

In addition, plans would be prohibited from having differential
cost-sharing based on the therapeutic class of drug prescribed or
other costegharing structuree that the Secretary believas would
be likely to discourage enrollment by individuals with medical
conditions that require extensive use of prescription drugs.

PAYMENT

One year prior to the start of the demonstration, the Secretary
would develop a payment methodology based on the costs of the
drug bengfit under standard Medicars. Payment to plans weuld be
discounted to take into account the eavings generated by
restrictive formularies and pharmacy networks.

During the first three years of the demonstration, tha Secretary
could require plane to provide coumplets utilization data in order
to refine the payment methodolegy. The Secrstary would have the
authority to audit this data.-

800PB
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The demenstration would be authorized for six states saelected by
the Secratary. In selecting the states, the Becretary would
include both highly rural and urban states and states with both a
high and low managed care penetration.

The demonstration would begin two years after the start of the
standard drug benefit and would continue for five years.

EVALUATION

After the third year of the demonstration, the Secretary would
conduct an avaluation to determine whether the capitated DBM plan
option should be made available to all beneficjaries,

In particular this evaluation would examine:

o The desirability of a drug only option as compared with a drug
benefit provided by an HMO/CMP under & risk contract.

o The differences in effectiveness of drug utilization review
provided in standard Medicare, plans under the drug benefit
option and HMO/CMPs wlth risk contracts.

¢ The extent te which plénstexperienced favorable selection and
the impact of this selection on potential savings under the
payment methodology.

© Whether differences existed in potential cost-savings of
capitated drug benefit management plans in rural vs urban
areae.
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(8 Billions)

A 1995-1999 1995-2004
?nglrﬂ Outlays |
s Low Income +142.1 ' +613.6
%7 4\ Voucher :
Program -
‘ . Medicaid = - 43.6 - -268.9
P S "Medicare - 46.9 : -279.9
Other Federal |- 10.0° - [-25.0
Health (1) o | ,
Revenues
1 Tobaceo tax (2) |-709 = |-1384 |
! High Cost Plan |- 4.7 1741 o el
T . ; Ere. T
Assessment ‘ - o
s A Tax . | +68 o[+ 702
Sode- Expenditures L
Other Revenues |+ 2.7 - o + 7.1
Net Deficit Effect /] 245 ) -38.4

STAFF ESTIMATES. WARY AND UNOFFICIAL

1) This includes Postal Service reforms included in the proposal. Because of insufficient
information, it does not include an estimate of the proposal’s effects on FEHB, the
PHS or the cost of administering the vouchers. The proposal does not appear to
affect VA, DOD, or the THS, so no spending change is estimated.

2) This assumes a $1 per pack cigafette tax increase starting in 1995.
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CENTER ON BUDGET
AND POLICY PRIORITIES

June 13, 1994

TO: Chris Jennings and Jack Lew

: PR Ellen Nissenbaum

o RE: WIC and health care reform and Regubhcan Amendment to Eliminate and Gut the
" WIC provision in Ed and Labor

- Bob and I are increasingly concerned about what seem to be diminishing

- prospects to secure the President’s WIC provision in health care reform. A small

window of opportunity appears to remain and we wanted to touch base with you both

about the next steps. In short, it seems to us that it’s essential for the WIC provision to
be included in the Senate Finance Committee bill given problems elsewhere. :

In the Senate, the pro‘i;ision (ais redrafted for Ed & Labor) is included in the Labor
Comumittee bill but, obviously, is not financed. Chris, we were unable to get a meeting
with Sen. Bumpers so the meeting between him and Carol Rasco is absolutely essential.
We are particularly concerned since we’ve heard that Bumpers and Byrd let the WIC
provision go through the Labor Committee for now, but may intend to "fix" it later, e.g.

on the floor.

A . When we raised the WIC provision in the President’s plan recently in a small
- meeting on other health care issues with the staff of Senators Rockefeller, Daschle and
-+ Mitchell, the general response indicated no familarity with the provision, a negative
reaction that "... it’s not in our jurisdiction,” and a concern about how to finance the
cost. :

Thls is particularly troubling since there seem to be only two possxble Finance
Committee Senators who m1ght help on WIC, both of whom also on the Ag Committee:
Daschle and Pryor. Chris, we're hopeful that you've reached Teresa in Leahy's office
to urge Leahy to talk to both of these Senators. We need to know when this has
happened. Is there someway for the White House to indicate its interest in this

- pmwsmn V;ery quietly to Mu:chell and Moynihan?

All

777 north Capltol Su-eet. HE Suite 708, Washington DC 20002 -Tel: 202-408-1080 Fax: 202-408-1056
ot Robert Greenstein, Executive Director
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We've asked Mark Powden if Jeffords would talk to some of the Republicans, but
we don't expect any real results here. We should note, by the way, that Jeffords
apparently is increasingly unhappy with the turn of events on health care: his
amendments were all defeated in the Labor Committee, and he sees "litile if any
meamngful progress on WIC in either the House or Senate

: In the House, the prows:on is 1ncluded in the Ed & Labor Subcommittee bill but -
e Good_'tmg will attempt (later this week or early next week) to strike it in full
Committee. Since this will certainly fail, Goodling will then offer a substitute that guts .
the mandatory fund for WIC and essentially makes the remaining provision worthless
since all the funds provided for WIC would count against the discretionary caps. Jack,
. is there some way for the White House quietly to help here? We are quite concérned that Dems

- will be misled on this and think it’s okay, especially since Goodling will raise the argument that

not all states can absorb all the funds at the saine rate. ’ :

A

It is now clear that the Ways and Means Comm1ttee will not even consider the
- WIC provision since the Chairman indicated he would not consider things outside their
jurisidictiort. While perhaps the WIC provision could be included in the bill crafted by
~ the Rules Committee for the House floor, we wonder if this really is possible since Ways
- and Means will not have financed the provision.

: When we add all this up, the bottom line éeems to us to be that if the WIC
- ‘provision is not included - and financed -- in the Senate Finance Committee bill, it may
be virtually 1mp0531b1e for the provision to be mcluded in the final health reform bill.

Please let e1ther of us know if you have questlons or suggestions for what we can
~do. Thanks.
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IMPLICATIONS OF REDUCING THE THRESHOLD FOR EMPLOYER
PARTICIPATION IN THE COMMUNITY RATED POOL BELOW 1,000

¢ The community rated pool will be poorer and more expensivc.

® A community rated pool that excludes public employees and all persons working for
employers of 100 or more would have approximately 65-70 million fewer people than
a commmunity rated pool that excludes all persons working for employers of 1,000 or
more (but which includes public employees).

® Low income persons will be a larger percentage of the smaller than the larger
community rated pool. Almost one-half of the smaller community rated pool will be
in families with incomes below 150% of poverty, compared to one~third of the larger

community rated pool.!

~® Because health care expenditures for non-workers are greater than expenditures for

workers, the premium in a community rated pool excluding employers above 100 will
be higher than the premium in a community rated pool excluding employers above
1,000. Lewin estimates that premiums would be 14% higher for a community rated
pool excluding public employees and employers above 100 than for a community rated

- pool excluding employers above 1,000 (but including public employees). This
premium increase will increase the burden on small businesses paying into the
community rate and will increase government subsidies.

¢ Oversight of employers excluded from the community rated pool will be problematic.

e An additional 45,000 to 65,000 firms will be purchasing experience rated insurance
or self-insuring (comparing a community rated pool at 1,000 and below with a pool at
- 100 and below).. If these firms are permitted to self-insure, the risks of insolvency
~ will be substantial (this is true in today's market as well, but under the status quo there
is no federal guarantee of benefits). Further, assuring that each of these firms is
offering the comprehensive benefits package wﬂl rcqu1rc significant admlmstratlve
- 1esources.

¢ Many firms with 100 or 200 employees would be at risk of paying extremely high
premiums if their employees were older and/or sicker. The risk of large year to year
fluctuations in premiums for these firms is also substantial.

4 Coordinating payincnts for employees in families with two workers will be difficult.

! In the pool that excludes public employees and those employers with more than 100
workers, 47% are below 150% of poverty. In the pool that excludes those employers above
1,000 and includes public employees, 34% are below 150% of poverty. These estimates
assume that families in which there is more than one full-time worker obtain insurance from
the employer with the larger labor force.
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EXPANDING INSURANCE COVERAGE
WITHOUT A MANDATE
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“The Managed Competition Act would make private health insurance coverage available to all *
individuals and would provide premium subsidics tb lowﬂincomc persons who &annoi afford coverage.
“The Act reforms the i insurance market so that meurert cannot reject an applicant due to health status and '
‘ prohxbm insurcrs from varymg prcmmms with thc health statuy of applicams. The Act also provxdcs'
-premium subudles to persons with incomes below 200 percent of | poverty to remove ﬁnancul barriers tov o
obtammg insurance covcmgc In addmun. individual ptemmm paymcms for non-group msurance
coverage will become tax deducuble However, mdmduals are not reqmred to purchasc tnsurance

coverage.

' Iﬁ this study, we present estimates of the number of pcfsoxis who would become in.suicd under
these provisions and the amount of health spending for persons who remam umnsured 'We also show
how the number of uninsured persons would change as subsidies under thc program are increased. In
addition, we estimate the net federal cost of subsidies nnder mr.h a program and the additional cost of .

- subsidics if the program were tofinAcl'udc a mnn.dntec:for all uninsured pcrsﬁns to enroll in the program.

Our analysis shows that about 14.8 million persons would become insured under the Managed

Compctmou Act, Ovcmll, abuut 91 pereent of the populduon would be msured While nine percent of

_ Americans would rernain unmsured about 97 percent of all potenttally covered health spending would be

cuvered by insurance.! This reflects the fact that those who remam uninsured would tend to be persons

" in relatively good health who are low uscrs of care. Requiring all individuals to cnroll under the Managed

‘Comperition Act would increase federal expendmxres for premium summc: and tax deductions under the
Act by $142 bxlhon over the 1996 through 2000 pcnod '

The analysis is presented in the following sections:

¢ Hactors Affmﬁ\"tg Insurance Covqerage o
¢ Provisions of the Act Expanding Insurance Coverage
& Impact of Reform on Tnmurance Covarage R
¢ Tiealth Spending for Persons Who Remain Uninsured '
1 4 Ihe Added cheml Cost of Mandated C nverage .

*Ihat 15. about 97 perccnt of all healtb spendmg that would be covered under umvmal mvmgs wnnld be c.ouered
byi insurance undec the Act. _ ,

 sacBoss R | R S A"Lew‘xh-VHI;Inc.
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I. ~ FACTORS Amcrim INSURANCE COVERAGE

We estmmo that thare will be about 37.2 mxlhon unmsurcd pcrsons at any given puun i time
during 1998, This estimate is based upon detailed i insurance coverage ¢ data repnrted in the 1987 Nauonal
Medical Expenditures Survey (NMES) data projcctcd to futurc ycars bascd upoun usurance wvemge
trends reportcd in the Current Population Survey (CPS) dara for IQS‘? through 1993 These data reflect

. trends toward an increasing uninsured population. ‘ ’ ‘

. The umnsumd are found among all income groups. About 29 percent of thé uninsurcd wnﬂ have
, mcomcs below the pcveuy lcvcl und gbout 32 percent will be between the poveny level and 200 percent
of povetty (Frgun I). Not all uninsured persons are poor, however. For examplc, about 1 l pcrccm of the

: mmmumd wxll have annual family incomes of $30.000 or more

FIGURE 1
UNINSURED BY FAN[ILY ]NCOME AS PERCENT OF POVERTY IN 1998
250% of , 550 000
"g’go"’ . Monw
1"ie e ..

200%-249%

3% Beluw Poverty
90%
150%-199%
T 1A%
100%-149%
183%

. TOTAL UNINSURED = 37.2 MILLION
Source: Lewm—VHl oaumm using the Health Benefits Simulation Modcl (HBSM).-

Por many mdmdunls and busincsscs, the affoxdabmty of insurance is a major bam:r U Cuveruge.

N Overall, about 51 percent of the ummured will have incomex helow 700 percent of poverty: most of these

individuals would find coverage to be prohibitively expensive. Moreover, a uatiouwide survey of

employers conducted hy Lewin-VHI for the Small Rnsiness Administration indicated that 62 percent of
cmploycrs that do not offer health insurance fecl that thcy cannot afford the coverage (Table 1).

2 ‘the NMbs data is used becanse i mwdes 8 demlad accoannng of i mmnce coverage hy mlmlar qarner, NMF,S rcpom
‘ abcm 15 percont fcwcr unmancd pcmna thm the CP'S for that ycar. ) )

 sucaous 2 | " Lewin-VHI Inc.
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TABLE 1

PERCENT OF i"l KMN NOT OFFERING € OVERAGE BY REASON AND FIRM SIZE

Insufficiem Profits L 6T% | 6%
Insurance Costs 62% 61% T0% 41% | 65%
Turnover 9% 17% 31% 6% 83%.
Giroup Coverage Not Available 16% 17% | 3% | 22% 0%

T Lack of Interest % 13% 6% | 5% 0%
Administrative Costs 9% 10% 2% 0% | 51%
State Minimums 1% 1% 0% 0% 0%
Other 9% . 8% 21% 5% 54% '
2 Responges sum to more than 100 pcmnt bccauac of multiple answers. ‘

- b Because virtually all firms with more than 500 empleym offer health !nsnt:mca, this size group havc bcch

cumbined with 100-499.

vboﬁme Lewin-VHI analysis of Small Business Admumstranon, Ofﬁcc of Advocasy, chm: Bcneﬁus Dat Base -

1‘986

- Medical nnderwriting is also a major reason ‘why firms do not provide ihsutancc, howcver. Medical
‘undcrwri'ting is a process where insurers review the healih status of individuals who am&ly for insurance
-to determine whether they are an acceptabla risk for the insurer. In today s market, 1 msurcrs often det.lmc
* W cover individuals and{or groups due to. their health stams. Insurers are also allowed to vary premiums

with the health status of the individual. Although many statcs reatrict medical undecwritiug, thes i insurer

practices often leave many individuals umnsured The Small Business Administration survey shows that

about 16 percent of firms that do not offer insurance indicated that coverage was uot gvailable. Ariother

. survey of non-insuxing firms in Florida indicates that 4.2 percent of such firms were unable to find a
“carrier that was wﬂhng to take thcxr busmcss and abnut 7.4 percent tisd one or more uninsurable

employee(s) (Table 2).

‘MCBO.?!S.- V ) o . ‘3
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TABLE 2

REASONS (GIVEN RY NON-INSURING BUSINESSES IN FLORIDA
FOR NOT PROVIDTN(: e Wl&RAGE

1. Premium are too high ' . L : , “ 6.6%
2. 1 have not found a carrier who will take my business | 42%
3. My Group includes vne or more uninsurable employees "  74%
4. My empioyee have coverage elsewhere, 50 it is not needed ‘ 26.0%
5. Tederal tax implications IR ; ' R0%
b S '

Suune ‘me Small Buqmess Group health Insumnce sunfey State ot Flondn Haalth Care Cost f‘oamnrueut Boa:d

o pgdv;sioms OF THE ACT EXPANDING INSURANCE CO»VERAGE

The Managed Competition Act would expand insurance cnverage in three ways. First, the. Act -
would reform insurance markets so that mdmduals can obtain coverage regardless of their health status. _
Second, premium subsidies would be provided to lower-income persons to help them, pay for the cost of
insurance. Third, individuals would be permitted to deduct the wat of individually purchascd non»group '
coverage The xmpact of thme pravisions is discussed below.

A, Insunncc Market Reforms

.The Manuged Comperition Act would a,ddrcss.’the problems of insirance availability and
affordability thr&ugh market reforms and.premium subsidics to low—incomc individuﬂs ‘The insurance
ke reforms would assure that all individuals can ohtain insurance ata group rate regardless of their
‘health status while the premmm subsidics would ehrmnatc ﬂnancml barriers to coverage for many

- Americans. |

‘ Under thc Act’s insurance macket refons, insurers would be rcqu:red 0 aaccept appltcatxons for
: coverage regardless of health status. The Act also requlres ccmmunuy rating within age groups so that '
premiums will not be permitted to vary with bealth status. Community rating will tend to lower premiums
for higher cost individnals while increasing premium costs for healthier populaxicns. Premium charges
" are hkcly to rcsult in increased coverage fot Iughct cost gmups which probably would be offset by a.

reduction in-coverage for lower cost populallon! However, a net increass in covemge is likely among

vacaozss ’ , S A S ~ Lewin-VHI, Inc. :
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individuals that have becn cxcluded from coversge altogether due to medlcal undenvmmg Wc estimate

that these market refmms would reduce the uninsured populauon by ahout 1.1 rmlhon persons. 3

B. - Premium Subgsldm tn-Lower-‘ln'come Persons Pmpmed in the Act

The Act would‘ also provide subsidies to low income individuals to help them purchase insurance.
Undér the subsidy schedules proposcd in the Act, families below povcrtv‘i?oulidﬂ ﬁay nothing for

 insurance. Premium subsidies would he provided on a sliding scale for persons between the poverty linc

and 200 percent of poverty. I'ersons above poverty would r@civ; no direct premium subsidies. Overall,

about 61 percent of all nninsured persons would be eligible for premium subsidies under the program.
‘Howcver, given past cxperience with Meicuid, we assume that many individuals will not ohfain
-coverage aven if they are eligible for subsidies. For example, we esuma(c that about 25 percent of tlivse

who ae now chgxblc fur Medicuid do not enmll

We estimated the number cf uninsured persons who would parncxpate in thc subsidized insurance
program based upon an analysis of pamc:panon rates in the Med:cald program for individuals with

various demographic and health status characteristics using the 1987 NMES data. The analysis showed
that Medicaid enrollment rates tended to he higher among pérsons in‘ poofer health as in’dicatéd by self- )
reported heulth status and hospital utilization. Enrollmeat ratcs lended to increase with age and tended to

,be lower for families with workers, These Medicaid enrollment rates were adjusted to account for
mdmduals who are chgxblc for only pamal subsidies (i.t., incomes between poverty and 200 percent of -

poveny) 4
C.  TaxDeductbility of Insurance

Under the Managed Competition Act. family premium payments for non‘group insurance would

’become tax deductible. In addition, sclf-cmployed persons w:ll be penwitied w deduct the full cost of

insurance. This would effectively reduce the cost of insurance for families resulting in an incroase in

- insurance covernge. This provtszons would tend to have its gicalesl impact on insurance covgrage for -

middle and upper icome groups where marginal tax rates are highest.

’ ) 3 Basea upon the percenmge of non-insuring ﬁzma reponing that insteance was not aVaxlable reduced by the share repordng that

:mothar reason for not offcting insueance is thn it ia too costly We msurue aluu. all unlnsumd persons who report memclm o
b in poot health will become insured, ,
4 An explanation of ﬁ:o dntn and md.hoda uwd in this analysis is prmml in Appeudu A

- sacposs - o s |  Lewin-VHI, Inc.
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We estimated the mcrease in covemge mulrmg fzom thss prov:sxon bs.sed upon an analysns of
© changes in insurancc coverage as the price of i insurance is reduced (See Appandu A) We estimate that '
.this prommns would redsce the number of unmsured persons by 1.1 mxlhon in 1998,

m [MPACT OF REFORM ON.INSURANCE COVERACE |

Based upon this analysis, we z:stiuhﬁc that the insurance reforms and Suﬁéudy provisions of the |
E Managed (‘ompeuuon Act would reduce the number of uninsured by 14.8 mnlhou persans in 1998 (Tuble k
3). The uninsured wuuld be reduced from 14.3 percent of the populauon to ahont K.& percent. As Table 3 '
shows, if the Act were amended to extend the mcome ehgzbﬁxty thrcshold for premiwnt subsidies to 300
~ percent of poverty, we estimate that the number of unmsured would he reduced by 18 5 million pemons .

in 1998.
. J TABLE 3 ‘ ~
NUMBER OF PERSONS KKMAINING UNINSURED AN ALTERNATIVE INCOME

ELIGIBILITY LEVELS IN 1998

Current { aw
: \uhqdles to 100% of Poverty S YA | Lo oy 5 104%
Subsidies to 150% of Poverty a R X ) B s 9.5%
Subsidies to 200% of Poverty’ | 24 . 148 86%
| Subsidics to 250% of Puverty S 01 16 . 19%
Subsidies to 300% of Poverty | . 187 - - 185 = 72%

T a Average monthly number of uninsured persons. Based on 1987 National Mcdacal Expenditures Data projecied -

10 1998 based upon lmurance coverage trends reported i in the r‘urmt Population Survey Data for, 1937

_ through 1992. E

h Assumes that persoas below poverty are eumpt from premium paymcnm Persans a.bovc pover ty pay @ -
premium on a sliding scale with income between poverty and a specified percentage of income a3 2 percent of

. the poverty lovel (i.c., 150 percent, 200 percent, 250 perveat, and 300 percent). '

¢ Fnrollment in the program is optional. Enrollment was sstimatad based upon an analysis of the. share of
persuns eligible for the Medicaid program who ‘enrol) by age. sex and health status mesares, adjusted for the
amount of premium contribution required for persons above the pover ly Im: (See Appendu' A).

d Subsidies in the Managed Competiriin Act, )

Source: Lewin-VHI estiinste usmg the Health Beneﬁ(s Simulanon Model (’HBSM)

‘. occaafvarc o o b : —_— ‘ | L;win-VHI,Inc.
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The umnmred persons who would bccomc covered under the program would tend to be older
individuals who are higher users of care Hor axample under the Act, about 46 percent of currcntly
uninsured persons age 550 64 would becomc msured cowpared with only about 31 percent of those
belween the ages of 1¥ and 24 {'Iahlr 4). If. ehgxbxhty for suhsldaes ‘were extended to persons with

incomes up to 300 pcrccnt of poverty, we estitnle that 55 percent of curremly unmsured permns age 55

10 64 would becnme insured versus 41 percent of those age I8 to 4. In gencml the increasc in coverage

‘would tend to be greatcst among low income mdwiduals Table 5 shows the percentage of persons who
N would remain nmnsured under altemanve income ehgxblllty levels for prcmmm subsidics.-

TABLE 4

” PERCENT OF UNINSURED WHO BECOME COVERED UNDKR ALTERNATIVE INCOME
S ELIG]BILITY LEVELS BY AGE AND INCOME IN 1998

Pemm Who Become Insured Under Alternative Income Kligihility Levels""

" Uninsured | Subsidies to| Subsidics to|Subsidies to | Subsidies to|Subsidies to
Under Current| 100% of | 150% of | 200% of | 250% of | 300% of

Law® (millions)| Poverty | Poverty | Poverty | Poverty | Poverty
il : AFf 'wi wm&‘” br& gl TR LG *&M
5 2 e auls

g e 1 v iy
Under 18. 97 292%| 389%|. 44.2% 49.9%| = 55.7%
18-24 1 69|  219%  254%|  313% 6.6%|  413%

o fs3e | 78l 216w mam 59%|  419%|  16.1%

. 3544 o sl 2719%] 356%| 43.9%| . 49.6%|  53.4%
lasse | a3  338%| % 400%| 4519  521%
55.64 23 seam| . s04m|  458®| - s1am| ssawm|
Underage6S | 374]  269%]  we%| - 307%]  442%|  s502%)

62.2% .

A Below Poverty :
100%-150% - 6.0

150%-200% Y | 4.6% 39.6% 46.0% $1.2%
 [200%-250% - 338 10.5% 105%  378% A3.6%
10.2% 10.2% 10.2% 53.7%

250%-300% , © 33
300% and above ‘

‘ 69%

S -Ww“ wm

8, Average mondﬂy number of uninsurcd peraons Based on 198‘7 Nuuu:ml Mmhual Expendimm Dm prolected‘ A

. to 1998 based upon mnmm covemge trends repomd in the Current Populnuon Survcy Data for 1987
through 1992. . .

(FOOTNOTES CONTNUI?.D ON NEXT PAGE)
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these p prermum expenses. but only to the extent that toml fmmly hcalth spcndmg cxcceds 75 pcrccnt of
adjusted gross income.

Undcr the Mamgnd Competmon Act, individuals wdl be pcmnu.cd w dcduu Lh:: full amount of

" theiri msurance premivm payments. Self-employed persons will also be allowed to deduct the full amount

of their inswance prewium paysents. These measures will, in effect reduce the price of msmance.
rew]tmg inan mcrease in !nsurance coverage. '

We csrimated this increase in insurance coverage based upon the change in the after-tax cost af

' " insurance for currently uninsured persons. Thxs wag done by calculating the pcmcntage mcrcasc in the

probablhty of purchasing coverage with and without 'the tax dcductmn for an.individual farmly as’

| presented in Table A-3. The probability that an individual uninsured family would take insurance was

" hased upnr;Vthe percentage increase in the prohahility of t;iking coverage as the price of insurance m

reduced.

‘ Por example. a family facmg a premium cost equal to 13 percont of income has a probnblhty of ‘
mkmg insurance coverage of 30 percent (Table A-3). Assuming the md:v:dua.l faces a marginal tax rate
of 23 percent, allowing a deduction for his/her premium expense would reducc the cost of i insurance as a
percentage of income to about 10 percent. Reducing insﬁrancq costs to 10 percent of income wonld -
increase this individual’s probability of purchdsing insurance from 30 pereent to 38 pcrcépt ( Ta&kl A-J).

“This repre;sérim a8 2/ percent increase 1n the probability of taking coverage. Thos, in this an:ﬂysis we .

assume that the. probability that this umnsurcd family will takc covcragc due to the @ax dcduc.lwu in 27

" percent.

Cwcams o a8 Y LewinVHlLInc.
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In our analysm, 8 probabxhty of cnrollmem is estimated tor each mdmdnnl who s pmgnnally
eligible for premiums subsidies using the logit model prescntcd in Table A-2. If the individual is cligible |
for only partial premium subsidies {ie income between poverty and 200 pem-nr of paverty), the

pmbability estimated using the e lugn miodel is wduwd w lcﬂcﬂ the pncc of | msunam.c as a pcn.cntagc :
of income as shown in Table A-3. ‘ *

II. CHANGE IN ENROLLMENT FOR THE MEDICAID POPULATION

" In general, we assume that individuais who are currently eligible but not enrolled in the Mgdicaid '
pmgmml will remain uninsimd under o program that expé.n;lé coverage for low-income persoﬁs‘
. I-Eowwr the Managed Lompctmon Act includes provmnm whtch would increase mcentives for the
Mcdn.ud chg1blc populnuon to mamtam thclr covcmgc under the progmm '

Unlike private insurance, the Medicaid  program does not have pre-ex isting condition limitations. In,
fact, individuals can enroll in the progmm vice ey bevoue ill and be covered for the illness oftcn
'cetrospectwely Thus, under the current Medicaid program, individuals do not need to mamtmn their -

‘ Mechcmd coverage tobe covered once thay become ill

Under the Managed Cempctmon A»t mdmdunls would now face pre exxstmg cond:tnon‘
limitations which create mcennves to maintain their coverage Tms should result in an increase in the g
number of Medicaid ehgxble individuals who obtain coveragc under the program. In this axmlysts, we

 assume that individuals who reported that they- were enrnlled in Medicaid for part of the year will

" continue their _coveruge in months wheie they would otherwisc be ummured In all instances where
premiums are fully subsidized under the pmgram Por individual who are ehgxble for only partial
premium subsidies, the likelihood of m.unmmmg wvcmgc ix bascd upon levels by preium costs as a
pcrcentnge of income shown in Tabk A—3

V. THEIMPACT OF 'rm; TAX DEDUCTION FOR INSURANCE COVERAGE

-~ Under current tax law mdividual msurance purchases genemlly are not x deductible. Alau, Sclf-
’ ‘x;mploycd persons may deduct only 25 percent of the cost of insurance for themselves and thetr families
as a cost of doing business.’ The only exception to this is that some famxhes may deduct a puuon uf |

S The selrdempleyed may deduct the full Gust of inswaikce for workers and dcpendem.s Solf-omy{oyed pcmna who have
eqtoblished chem.nlve; s cosporunon may drdurt the full cast of i msurame. o .

scauses S ¥ S "lawin‘-Wﬂ,Vhllc.
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2. . We then estimated the value of the tax credit and deduction individuuls would qualify for
- nnder the Managed Compeutaon Act. Individuals were assumcd to take thc greater of the lax
credit or the deduction.

3. We then calculated the afier-tax cost of insurance under the Managed C nmpe-mxon Act by
" . subtracting the greater of the tax credit or the dedustion {rum the estimated cost of i insurance.
’I‘hu allowed us to calculate the cost of insurance as a percentage of iuune.

"4 The number of additional persons who would purchase individual covernge under the
’ Munaged Competition Act was then estimated usmg lablf A3 based upon t the after-tax cost

of i msuram.e a5a pcn.cnlage of income,

TABLE A-3

ESTIMATE PERCENTAGE OF PERSONS WITHOUT EMPLOYER OR PUBLIC COVERAGE
WHO PURCHASE INDIVIDUAL INSURANCE BY INSURANCE COST AS A PERCENTAGE

OF FAMILY INCOME IN 1990 :
1% 60% 82%
2% 52% 71%
3%-4% 46% 63%
5%-6% 46% 63%
7%-8% 41% 56%
9%-10% 38% 52%
L 1%-12% 3% T 45%
13%-14% 30% 4% ]
15%-16% 27% 3%
17%-18% 24%- ' 33%
19%-20% 2% 3%
21%-30% 21% 29%
319%-40% 19% 26%
41%-55% 18% 25%
56% or More 17% 1%

a  Some individuals will find that the cost of insurance if fuIIy covered by tho tax credit. In these cascs, we
- assuwne thut the percentage taking the credit Iy the same as the percentage of persons potentially eligible for
" Medicaid wha we estimate actually envoll in Madncnd (73 percent as catimated usiug the Lewin-VHI chlth

. - Benehts Simulation Model). .
b 'The logit probability is sdjusted by the factor ccrrespoad 10 the cost of insurance (1 £.. premuum less subsidy)

to the individual as 2 percentage of incoms.
Source; Lewin-VHI estimates using the March 1991 Current Populatinn Survay ((‘P'i) data and non-group insurance .
prémium estimates dcvclopad usiug U Hcalm Benefits Simulanon ModeL '

NCBORY .
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TABLE A2
RESULTQ ( Wi ()(:I( M( ll)l"l OF MEDICA.ID ENROLLMENT

MONELIG — o
Source: Lewin- Wﬂcstimam L

n. v ENROLLMENT FOR PERSONS PAYING PARTY OF THE PREMIUM

The Iognc model pxcs::nlsd iu Tuble A-Z is used to select newly englblc fam1hes to part:c:pate in -
‘the pmgram The equatmn is used as. shown for all mdwxdunls who arc chgﬂ:lc for full premium
subsidics under the program. The probabﬂtty of enrollment Is reduced for persons qualifying for only
partial prermum subsidies to roflect the fact that the likelihood of program enmllmcnt is gcnerally‘
ex,pectcd ] decline as me amount that mdivnduals pay for the coverage increases,

We adjustcd enroliment probabdmcs for pcrsons quahfymg for’ p&mai premmm subsidies usmg
assumptions developed tmm an anaiysm of the rel:monshlp between the cost of insurance and the
purchase of mdxvxdl.ml non-group health insuruuce policies. The March 1991 CPS reports that there were

~ 529 million persons under age 65 who dld not have coverage through either employmeat or public |
* programs, of whom 35 percent (18.5 rmlhon) purchased mdt\’idual non-group coverage. We ased this
mfommtwn to estlmate the increase in the number of persons who would purehaac coverage with pamal
prewivm subsmm in the following 1eps: ’

1. We analywd the’ Mmh 1991 CPS data on the percentage of persons who dm not -have

- employer or public coverage but who purchascd individual cuverage. We tabulated the

number who purchased insurance by the amount of the premium as a percent of the their

income. This was.done by estimating the cost of non-group insurance for these mdmdunls

_ {based upon the average value of non-group insurance benefits by age estimated using the

" Lewin-VHI Health Benefits Simulation Model). As shown in Table A-3. the percentage of

persons purchasing. mdxv:dual insurance decreases ay pt:rmuma- as 4 percentage of lncome
increases.

s . AS R Lewin-VHI, Inc.
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TABLEA

EXPLANATORY VARIABLES
Ageds - ~Age 45 64 Dummy
Age65 | Age 65 and Over Dummy
Female Sex Indicator
EMPLOY - | Employment Status
| EMPINS . Employer Health Inaurancc Indxcator

POORHT | Health Status Dummy
HOSPVS | Hospital Visit Indicator
INCPOV - | Family Incomé/Poverty Index
_M_ON_ELIG Months in Year Ehgﬂ:lc

" Source: Lewin- VHI osnmtcs ’

A nuniber of variables are included in the model 10 rcprésenl health stams. Tlie NMES survey asks
‘ respondents to mdxcate their health status. We developed a summary variablc to indicate those people
" who rcsponded they were in fair ot poor. health, We created.a %parate variable to indicate whether or not
the person had a hospnal vasu We included this measure separaxcly to ob&un an indicator of severity of
1llness . )

A Thc age and sex of the head of the houschold ‘are included in the modél as acliusteis'to de:em{né
whether they had any. significant relation to ﬁanicipa:ion rates. ‘We cm&e two dummy variables, onc
-mdtcates thoac people age 45-64 and the other indicates people age 65 and over. Sex of family head is
mdmatad hy a dichotornous varisble, ‘with ‘1’ 'mdis:anng female and 0’ mdxcanng male. We also
‘included a variable mdxcal.mg the number.l_t} which the fmmly is cAlvlglhle’ for the program.

The equation was estimated using a !ogic specification which asymptomarically bounds the
predicted values from the equation to zero and one. The logic model was estimated using a maximum -
~ likelihood estimation tu.:hn'iquci The results of the logit mddel arc prcscﬁ(ed in Table A-2.

owo a4 LeviVELIn
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~ ¢ Form Filing Unila In gsner:d, single pamnts and soine narried couples form mdnvudual

N program filing units along with their dependent children. Individuals and couples not
included in the nuclear family are ineligible unless they are aged or disabled. Nop-wurking
peosons who reported that they are dxsabled were counted as potentmily ehglble filing units if
they reported they are Jisubled, ' :

¢  Determine Monthly Incomes - The model estiiuates monthly incomes for each individual in
the. NMES data by allowing annual carnings across the quarter in which the individuat
reported that they were working. Non-eaminge income was generally aflocated uniformly
across each quarter, Quarterly 1ncnmec were. then dmded equally across thc months in cach

- quarter. -

. Ehg,lbility Levels - The model csum.ues eligibility for the program using the income
eligibility levels that apply in cach state. NMES reports the census division in which the
_individual is living (nine census divisions) but docs not report the staic of residence. We
allocated individuals to individual state within their reported ccnsus division based upun the
distribution of persons within individual states in each census division by income and other .
dcmogmphu. ;lmuicnsuca as repom:d in (hc March Lum:nt Population Survey (CPS) data o

Baaed upon this analysxs we estimate that ahont 25 percent of those who are ehgxblc for Mcdicaid

o do not entoll We estimatc that there will be abeut 49.4 uillion persons who will be potentially ehgxhle

for the program someume during the ymr of whom only about 38 1 million will enroll. Usmg the NMES '

observations for families simulated to be ¢ligible for Medicaid, we esumated a multivariate model of

factors affcctmg enrnliment behavior whlch we use to select ehgtble individuals to enroll uader various
cxpamtona in publicly subsidiced wvcrage

The dependent vasiable in the model indicm whether or not a family simulated o be ellgible for
 Medicaid has enrolled in the program. A value of *1" indicates enrolled and a value of ‘0" indicates not
- enrolled The model estimates the probab:hty that an eligible family will emoll in the progmm based on

4 set of explanatory variables including income, employmem status and health status dxscu.“cd below :
The equation gives us the ability to estimate the nuuiber of newly ehg:ble families that will enroll nnder
various Medlcaxd expansion policies. :

Th¢ individna]"va:iablc.s in lhé equaﬁdﬁ are primary iudlcator variahles derived to the NMES data
file. ‘These variables are listed in Table A-1. Employment status is represented by an indicutor showing
whether or fxot any fanily ummﬁer is émployed. We nlsq use gi&ariahle to .ihdicate whether or not any

“employed family member is covered by an employer spo'nsorcd health insurance plau. In urder 10 analyze
the affects of Lthese variables separately, the empleymcnt status vanahle only identified those people who
are employed but do not have healt.h insurance. Income level is md:catcd by an iudex that calculatcs

 family i income as « percentige of the poveny lcvcl Thls ratio n a compaxite measure of i income adjusted
mr tamxly size. ‘ ' ‘ ;

| vomes | a3 . Lewin-VHI, Inc.
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Tha Managed Competmon Act wouEd provndc subsldzcs to low income persons 1o help them pay
- for the cost of i insurance. Persons with mcomes below poverty would pay no prermum Porsons between
 the poverty line and 200 percent of poverty would pay a pretium on a slldlng scale with tnmme B
Fuithermore, the Act aﬂows health plans to nmpnse pre-exxstmg condition exclusions. Such exclusions
actually serve as an incentive for mdw:duals to cmoll i hcailh plans as soon as possxble If an individual
does not enroll and becomes sick, he or she. will not be able to opt into the program to covei urcdical i
sXxpenses, a3 is currcntly permitted under szlxuud

Onr gesieral approach was to estimate the number of cligible individuals who would enroll in the
program based upon carollment rates in the existing Medicaid program. These enrollment rates were
adjusted for pé;ﬁ_sns above paverty to reflect the fact that these individuals will be required to pay some
‘portion of Lhe'pxemium. We also modified enrollment rates for persons now eligible under Mcdicaid to
reflact the fact that individunls must maintain their coverage or face pm-exisﬂng conditions once they
become i1l and are in need of care. In addition, we estimated the change in coverage resulting from the -
tax deduction for ‘non-group insurance coverage. The wiethods uscd 10 dcvelop these enroliment
projectxons are presentcd below in the tnllowmg sections: '

’ Multivariate Analysis of Medicaid Enrollment
. Enroliment for Persons Paying Premiumns
¢ Change in Enrollment fot Medluud Populauon .
¢ The Impact of the Tax Dcducuon for Insurancc Covexagc

L MuL TIVARIATE ANALYSIS OF MEDICAID ENROLLMENT

We d:':&cluped 4 mulcivariats analysis of enrollment patterns fnr'pémns potentially eligible for the
Medxcaxd program by age, health status and various cconomic and dcmogmphu. churacteristics. We used
the Medicaid eligibility module of the Health Henafits Simulation Model (HBSM) to estimate the
number of persons who are potcnnally cligible for coverage under .the Medicaid program. The
multivariate analysis measuxes the likelihoad af enmilment for the Medicaid program based upon the -

. shm of potentxally ahgxbla persons who cnroll. ’ :

T_he population that is potentially eiigible for Medicaid was estimated by forming National Medical
Expenditurcs Survey (NMES) families into program filing units which conform to the eligihility rules
under the program and testing to see whether each filing unit meets the i income chgxbnhty standard for the
progmm dunng one or morc mon:hs durmg the year. Tlns involves three steps

| ecowe S c A2 T uwlnom.lnc.
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~ APPENDIXA

~ ESTIMATING ENROLLMENT UNDER
A PROGRAM OF SUBSIDIZED
_ INSURANCE COVERAGE
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Whilé the Act would cxu:nd' coverug: o the poorest and sickest portion of the uninsured’
populauon. it will still leave 224 million persons uninsured, Thesc individuals are sull at risk for
incurring la:gc uncompcnsa:ed care vaApenses which ultimately will he chxfted to mcured individuals in
the form ot higher pnces for health care. ‘Moreover, a!lowmg hcalthy individuals not T3] obtam insurance

covernge will tend to rcsult in lughcr prcrmums for those who purchaee insurance.

£

| The question we face is whether the bencfits of requiring all individuals to purchase insurance will
out weigh the cost of subsidizing insurance preminms for thes§ individuals. Qur estimatcs indicatc that
requiring all individuals to enroil undcr the Managed Cor upetition Act would cost the federal government
about $30 billion per year more than if optional enrollment is permitted. These costs must be wenglncd

- against the social costs of pcr:mtcmg individualy nut W purchase insurance. ’

sacaons o : 12 ) » . o . kl.ew:"n‘-VIH,Inc‘.
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Thus, the mcmmental cost to the federal govcmmcul of “requiring universal covernge under the Act
would be $28 billion in 1998 (Table &). lhe net additional federal costs of mnndaung coverage would be
$142 billion over the 1996 through 2000 pcnod ’l'hcbe estimates reflect the fact that overall average

: prexmums would dechne under 4 mandate as heaIt!uer individuals enter the i msurmce n.v,k pool and cost-
shlftmg for uncompcnsawd care is reduced. ' '

TABLE 8

THF' Al)l)l’l IONAL COST OF REQUIRING ALL INDIVIDUALS TO HAVE INSURANCE
UNI)!,R THE MANAGED COMPETITION ACT

| Additional Cost of Mandatory Enroﬂment

1997 - $46 - s16] - $10 $26

1998 . $42 $17] sty $28
L T - 1 $12) 830

330 $20 n $33
| R T e R T
a Net chnngc in the fedetal dcﬁclt under the Managed Competition Act wysuming Ihe Health Security Act.
' benefits package is adopted as the uniform hensfits package. See, “An ﬂmalysw of the Mmagul Competition
" Aet” Congrcsuonal Budget Office (CBO), April, 1994. C
b Additional premium subsidies for persons who would be roquxred to enroll. Asyumes subsidies are available
+through 200 percent of povcny Reﬂcc:s preminm rcducnons as lower-cost. unmsu:ed pcrsona hccomc
insured. :

¢ Tax deduction for insurance premiuma for newly insurcd persons
Suun,e Lewin-VHI estimale using the Health Benefits Qsmulanoa Model (HBSM)

VI. CONCLUSION

The Managed Competition Act is designed to make insurance available on a voluntary basis at a
. price thiat is affordéble lo lower income iﬁdividuak ‘We estimate that the Act'Qéuld provido covcrage for
- ., about 39.8 percem of the umnsured populauon Overall, about 91 pcn.ent of the pcpulation would be
iusared. While nine percent of Americans would remain uninsured, about 97 percent of all potentially
covered health spending would be covered by i insurance. That i i, about 97 percent of all health spendmg
that would be covered under universal coverage would be covered by insurance undor the Act. This
 reflects the fact that those who zcmam umnsumd would tend Lo be persons in relatlvely good health who

‘ " ure low users of care.

w1 Lewin-VHLThe
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Thus, our analysis mdtcates that a dnpmpnmonate share of expendltw'es for umnsurcd pcrsoua

- would become covered under the progmm We estimate that the lzmmured currently con\'nme about
1 $45 4 billion in health care services that would ha covered under a comprehensxvc msuruncc paclcagc )
. similar to that proposed under the [lcalth Security Act (Table 7). Under the Managed ¢ ‘nmpcutlon Act,
} u)tal uninsured expenses. would drop o > about 524 8 blllmn

TABLE 7

UNCOVERED EXPENSES FOR PERSONS WHO REMAIN UNINSURED UNDER
‘ . ALTERNATIVE INCOME ELIGIBILITY LEVELS :

Currcm Pohcy

Sub81d1es to mu% of ?averiy’ $29.8 E 37%
Subsidics to 150% of Poverty | csa| 3.4%
Subsidies to 200% of Poverty $248 . 32%
|Subsidies to 250% of Poverty | 3227, . 29%
Subsidies to 300% of Paverty $21.0| 2.6%

a8 | bpendmg for uninxured persons whmh is potennally coverad under the bcncﬁts packagc pwpuwd in the ‘

Health Security Act,

b " Assumes that persons bolow poverty arc cxcmpt from piciduin payments. Pcrsons above poverty pay a
o premium on a sliding scale with income between poverty and a specified percentage of i income as 3 percent of

the poverty. level (i.e., 150 pemenr. 200 percent, 250 percent. and 300 percenr),

¢ Bnrollment in the program is optional. Enrollment was estiniatcd bused upon .an analysis of the shiare of |

- persons cligible for the Medicaid pmgram who enroll by age, sex and health status mcasures, adjusted (o the
amount of premium contibution required for persons above the poverty line (See Appmdrx A) '

T Som'ce Lewm—\f}ﬂ estimate using the Hcalth Benefit Sxmulaucm Mudel (HBSM)

V. THE ADDED FEDERAL COS’I’ OF MANDATED COVERAGE

’ .Thc amlyz{is presemed abo%‘agwrhes 1that individualc are not required to enroll iu the pmgrmn
The Congress:onal Budget Office esnmaccs that the cost of prczmum subsidies net of Ofl'sening savings

and tax rcvenue effects would be $42 buhon under the Manugexi Compenuon Act in 1998. I all

individuals are requued to enroll in the progmm the prem:um subsidy costs in 1998 would increase by

$17 billion as low-income individuals who ‘woulq not otherwise enter the program become insurcd

(Table 8). In addition, other individuals who purchasc coverage under the Act would be allowed to
" deduct the cost of this insurance resulting in & loss of federal tax revenues of $11 billion.

MRNIRS. ' . ‘ . _ Lt o R ngm-Vlﬂ,fﬂC
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4 Sublidies in the Managea Competiuon At

@ Includes persons who havc not earmed sufficient quarters uf wverage ) be covered under Medzcare

bource. Lamn-VH! nsmmate uams the Health Bemeﬁu Szmulatnon Model (HBSM)

Iv. HEALTH SPENDING mn ansom wun ars:mm UNINSURED

In gencml our ana]ysu mdxcntcs that mdlvxduala who would het.ome msured under the prngram

_ would tend to be: mgher users of care. For example, the msurance rnarket reforma arc ‘most likely to zesult
i increased i msurancc covcrage ‘amony persuns in poor health status who have hesn excluded from

coverage dne to medu:al underwriting. Also, 2 discussed above. em ana.lysls of Mcdmud cumument
rates suggests that the mdmduals who are most likely to cnrcll in a program nf wbsxdlzed msutaucq

K coverage would be older mdmdua!s in poor | hoalth stntus ‘who arc hxghcr mers of carc

This is rerlecred in our estimates of enmllment for farmhes with various levels of hea]th spending.

For e\:ample, we estimate that, undcr the Act, about 73 pef»cul vl uninsured persons in l'amﬂms with

health spendmg in excess of in percent of family mcome wdl enroll in the_ progrom (Tab{c 6) By

L compamon cnly 31 percent of those wnh spcudmg eyual less than ﬁve pcrcent of mcome w:ll enmll

i TABLE6

PERCENT OF UNINSURED WHO BECOME COVERED UNDER ALTERNATIVE INCOME
ELIGIBILI’I’Y LEVEL& BY LININSURED EXPENSFS AS A PERCENT OF INCOME

Percent Who Become Insnred Unde:. Altemaﬁve Income Ellgib:hty

Under 5% .

15%-10%

10%-20% -

- 30% and above

20%-30%

k a - :IAVmEe monmly number of nmsumd pennm Ra;ed on' 198‘7 Nmonal“Medxcal Bxﬁendxtur; Data pro;ocwd

- 1o 1998 based upon ‘iusursaue wvcmge trends reponed in the Current Populauon Survey Data fot 1887 -
- through 1992. L

b Assumes that persons below poverty are exempt from pm'nwm paymenu Persons abovo povoxty pny

~ premium on a sliding scale with incuuic between poverty and o specificd percentage of income as 8 pcu.ent nf ’
the poverty level (i.e., 150 percent, 200 percent, 250 percent, and-300 percent).

v Enroliment in the program is optional. Enrollment was estimated hased wpon an. analysis. of the nhare of

- persons eligible for the Mcdicaid program who enroll by age. sex and health starus measures, adjusted for the
. amount of preminm cantribution required for persons above lhc povmy line {S« Appem!i: A).
d . Subsidicyin che Mamaged Competition Act,

- Source: Lewm-VHI estimate usmg the Hcalth Bcneﬁu Smmlﬁnoo Modcl (HBSM)

799

e

e i U R o Lewin-VHL Inc.
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b Asstimes that persons below poveny are exempt from premium paymcms Persons above poverty pay a
' - premium on a sliding scale with income between poverty and a specified percentage of i incomc as a percent of
the poverty level (i.c., 150 perceilt, 200 pervent, 230 percent, and 300 percent). . .
e Rnrollment in the program ig aptional. Enrollment was cstimated based upon an analysis of the shsrc of
.. persons eligible for the Medicaid program who enrnil by ape, sex and health status measures, adjusced for the
amoaunt of premium contribution rexyuired [ur persuns above the poverty line (Yee Appendix A).
~d  Subsidies in the Managed Competition Act.
e Includes persons | who have not earned sutficient quarters of coverage to be couered under Medmm
Source: Lewin VHI estimate using the [Icalth Benefits Smluldcwn Model (HBSM). .

TABLE §

PERCBNT OF TOTAL POPULATION THAT WOULD BE UNINsl IRED UNDER
‘ ALTERNATIVE INCOME ELIGIBILITY LEVELS IN 1998

I Pcrccnt Who Rcmmn Unimured‘”c

: PiQL LivId frwmm. AL A S e
Under18 - | 13.9%| 9.8% 8.5% 1.7% ' 6.9% 6.1%
18-24 o 94%]  230%| 0 21.9%| 20.2% 186%)  17.3%
25-34 Sl 195%) . 153% 13.9% 125% ° 113% - 10.5%
(3544 145% 105%|  9.3% 8.1% ‘ 6.8%
a5 54 T 124% 82%  1.8% 13% 5.9%
5564 0% 72%| . 66% 6.0% 5.0%
UnderAge65 | . .160% 117%| - 10.6% 9.6% R 0%
63 andabove ' 0.5% 03%  02%| 0.2% 0.1%
Bélow'k’oveny S 25.1%) 39%| - 39% -39%l 39% 3.9%
100%-150% . 249% 225%]  126%]  95% . . 82% 77%)|
150%-200% 202% 19.2% 19.2% 122%  109% 9.8%
200%-250% | 17.1%|  153% 153%  15.3% 10.6% 9.6%
250%-300% - | 139%|  12.5% 12.5% 12.5% C125%| 0 64%
300% and above _ 1% 72%  12% @ 12% C72%| . 12%

A@“ U e TR 10 e : 2%
a Average monthly number of uninsured pmons Based on 198‘1 Nauonnl Mcd:cal Bxpendxtnrcs Data pmja.wd
to 1998 based upon insurance coveragc tmnds reponed in the Current Pnpulatmn Survey Dm for 1987
through 1992, :
b Assumes that pemm helow poverty are exempr from premium paymenm Persona nbove poverty pay a
' pewiu on 4 sliding scale with Income berween poverty and a specified percentage of i income as a percent of
" the poverty level (i.e., 150 percent, 200 percent, 250 percent, and 300 percent).
¢ . Enrollment in the program is optional. Farollment was estimated bused upon an analysxs of the share of
persons eligible for the Medicaid program who earol! by age, sex and health status measures, adjusted for the
~ amount of premium contribution required for persons above the poverty line (See Appresdu' A).
: (FOO'TNGTFQ (‘nNT[NUED ON NEXT PAGE) S

94CBO38S . - ' o 8_ o ‘ o '.Lawivn-‘VHl,Iué.
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5 year Subsidy Savings Decomposed

‘Overall 5 year subsidy savings of Kennedy Mark vs. HSA ) ' 21
Better Targeting (individual wage cap vs. firm payroll caps) : 26
~ More Generous Household subisides | | | : - 27
Self-employed, nonworkers, and part-time workers -16
Workers in firms outside the mandate ' -11
Employer subisidy savings from the < 5 worker ekemption' ‘ 13
2% Lower Premiums ‘ o : _ 9

PRELIMINARY STAFF ESTIMATES AFTER CONSULTATION WITH CBO AND THE ADMINISTRATION.

pos,'n"‘ b( .
and fax transmiy.
® al memo 7671 [,
Yol pages »
- g N)
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Fax 3 ’ Phone ¥
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Government Subsidies:

1 Year (1994) ($m) o 83,218
employer . 25,130
household ' 58,088

Government Subsidies: :

5 Years ($m) _ . 373,982
employer - 130912
household 243,069

Government Subsidies: ,

10 Years ($m) ' 1,009,331
employer ' 419,118
household 590,213

Select Revenue Estimates:* , ~
Corporate Assessment « 45,200
Other Revenue . 36,080
Total (5 Years) 81,280

Select Revenue Estimates:* ,
Corporate Assessment . 86,200
Other Revenue - - 64,080
Total (10 Years) 150,280

Net Effect on Deficit * :
(5 Years) (2,398)

Net Effect on Deficit * ~ .
(10 Years) (43,149)

Net Effect on Deficit,
Adjusted by 50% (10 Years)*** (21,574)

%

Notes on the estimates: \ ,
Revenue estimates are for those components that. differ from the HSA. Deficit effects are relative to the
current system. Revenue estimates are preliminary; they are not official estimates.

b Sorting of firms is assumed to be 25% of HSA sorting. This is a preliminary estimate and may
understate outsourcing effects.

b Due to the unofficial nature of these estimates, it is advisable to use a measure of
conservatism in considering these models. We suggest a deficit reduction estimate that is
half of that coming out of the model as a reasonable adjustment.

#xxx 1 Year subsfdy estimates assume a fully phased-in carve—out year.
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Possible Mitchell-Breaux—Boren—Like Compromise

An 80% employer requirement on firms of more than 20 workers. -
If after 3 years, 90% of workers in firms of 20 or less do not
receive employment based coverage, a full employer mandate is triggered.

Firms covering their workers pay the lesser of the employer premium
share or 2.8% to 12% of that worker's wages, whichever is less. Cap is
determined by f1rm size and average wage in the firm.

Firms not covering their workers pay, a payroll assessment of 1% if firms
has 1-10 workers and 2% if 11-20 workers.

Firms of 1000 workers or more are outside of the commumty ratmg pool
and pay a 1% payroll assessment

Families not receiving coverage through their employer have their |
contributions capped at 4-6% of income; appropriate cap is determmed

by family income.

Premiums benefits package are 5% below the CBO scoring of the HSA.



Premise:

‘Policy:

- Benefits:

??Vmonth -~ according-to" the Lewin/VHI study for the

To move the health care system toward broader coverage
and greater efficiency at acceptable private and public'
costs.

Mitchell bill w1th0ut automatic trigger to employer

mandate L

Policy Issue' Insurance Reforms . ":7;51“ o

Non mandate reforms de51gned to minimize problems."

Partial community rating to prevent adverse selection
and‘dropping° age bands instead of - fullfcommunity
rating; no pre-existing condition’ exclusions for” the
currently insured; six month ‘waiting period before. pre—-ﬂ'
existing conditions would be covered for newly insured;
‘same premium for all’ buSinesses w1th fewer than 500
workers and for ind1v1duaIS'“- ~

PEEIRAN

Protects workers from 1051ng coverage when they change
JObS or when a family member becomes Slck or ‘injured.

. : l,\
premiums tofrise by approximately 'S4 per person ‘pér"

o .

d Catholic Health Assoc1ation.w,k"uh S _—'g P
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Policy:

Benefits:

' Policy Issue':SubSidies

:Sub51d1es targeted to unlnsured workers  and vulnerable

populations; partial Medicaid integration to minimize
1mpact on prlvate premlums. Co . o

Subs1d1es for 100% of communlty rated premium (1ndexed)
for people with incomes below 75% of poverty; sliding
scale subsidies up to 200% of poverty (about $29,000

- for a family of four). All current Medicaid rec1p1ents

except SSI recipients (the elderly poor and: dlsabled)
are transferred to the new sub51dy program. Other
eligible categories for subsidies include pregant women
and kids; people who become unemployed; people’ leaving
welfare for work' employers expandlng coverage for .

.zworkers.

’Coverage for. JOb losers prov1des mlddle class securlty
'(example) S

‘Q‘Coverage ‘for vulnerable populatlons-—chlldren pregnant--
- women, low-wage workers and other low 1ncome people-«
,'whom Medlcald falls to reach

i Mov1ng Medlcald benef1c1

kN

- Low' income, sub51d1es prov1de low wage workers w1th

health care coverage. now: ‘available:only. to: people on-

‘welfare (5-6 mllllon of the 11=mllllon people reached
by these sub51d1es are worker S )i e : S

_fExpanded coverage re_uces”uncompe sated care burden on L
<currently 1nsured ‘ - - : S

;'”Sub51dy program ShlftS pe ple ow covered by a public Lo
' Aprogram (Medlcald) to pr1vate 1nsfrance ’ .

1es 1nto a constralned e )
sub51dy program controls growth in: federal spendlng and

“reduces the burden on taxpayers: ‘to.-finance def1c1t
'spendlng ‘or taxes to support hlgher spendlng '

'~Med1ca1d shlft to prlvate 1nsurance ellmlnates cost—"

shift to pr1vate payers from Medlcald 'S low payment "
rates ‘ ST _ R A L

‘Fundlng sources that may be avallable in the context ofr

health care reform such ‘as’ the tobacco tax; cafeterla_F

"-;plan curtailment and premlum assessments ‘may not-be

- purposes

polltlcally acceptable at another tlme or for. other
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Golub, Al 202-682-6270
Gottlieb, Jim (Vets) 202-224-6202
Goldberg. Jason (Cab. Affairs) 202~456-2572/6704
Goldstein, Elaina

Goldstein, Naomi 202-690-7858
Goldstein, Steve (FPhil Inquirer) 202-383-6048
Goldwater, David (Bilbray) 202-225-5965
Goobokar, Ellen (AFSCME) 202-429~1185

Gordon, Greg (Minn Star-Trib) 202-457-8171
Greenberg, George 202-690-7794/6418 fax
Greenstein, Bob 202-408-1080

Grever, Kim

Grogs, Lauren (Pell) 202-224-4673

Grote, Sara 202-456-2922/7560/2317 ¢
Grunwald, Mandy 202-973-9400

Gurrola, John - 202-632-1090/1096 fax
Gust, Steve (Wellstone) 202-224-5641
Gustafson, Tom 202-690-5960/8168 fax
Hancox, Karen 202-456~6620

Harahan, Mary 202~690-6613

Harbage, Peter




Harkin, Tom (Senator)
Harrell, Don {(Teachers Ins)
Hart, John

Hash, Mike (Waxman}

Hasson, Judy (USA Today)
Hatton, Mindy (Metzenbaum)
Havel, Roberta (S03, Exec Dir)
Hayeg, Charlotte ([VP)
Heenan, Christine

Healy, Monica {(Labor)
Heldman, Paul (BBN)
Hennemuth, Kathy (Rowland)
Hermelin, Bill

Hickman, Peter

Hill, Diane (Williams)
Hilly, John {(Mitchell)
Hoffman, Alan

Hogue, Bonnile (Aging)

Honig, Judy

Hopper, Julie

Horvath, Jane (Finance)
Hogto, Lester

Howard, E4 (Alliance for HR)
Huckaby, Michelle (Clement])
Human, Jeff

Hunter, Nen (HHS Dep Gen Couns)
Hutchins, Glenn

Ickes, Harold

Inglee, Bill (Wedensday Group)
Iskowitz, Michael (Labor&HR)
Jennings, Chris

Jennings, Lucile

Jennings, Tom

Jodrey, Darrel {(Wofford)
Johnson, Don

Johnson, Haynes

Jones, Marcia (Breaux)
Jorling, Jim

Joseph-Fox, Yvette (Inouye)
Kane, Brad (Energy&Commerce)
Kattan, Azar (Matsuil)
Kazdin, Robert

Keena, Judy (USR Today)
Kehoe, Dani (NALU)

Kendall, Dave (Mike Andrews)
Kennedy, Elleen

Kepner, Colleen (3tenholm)
Klepner, Jerry (HHS)

Kerrey. Bob (Senator)

King., Andie (CGephardt)

King, Kathy (Finance)
Klepner, Jerry

Konnor, Del (RMCPA)

Kosterlitz, Julie (Natl Journal)

Kronick, Rick

Lambert, David (NACDS)
Lavizzo-Mourey, Risa
Lawler, Greg

Lefkowitz, Bonnie
Legislative Counsel
Levaric, Andrea (HHS)
Levine, Debbie

Levine, Greg (DeLauro)
Levitt., Larry

Lew, Jack

Lewin, Larry

Lewis, John (Richardson)
Liebold, Pete (Danforth)
Lifse, Diane (Glenn)
Linkous, John (Issue Dynamics}
Lipner, Robyn (Mikulski)
Lipsen, Linda (Consumers Union)
Lively. RQP

Lopez, Ed {Finance)

Lovell, Ellen (Leahy)
Lowrey, Bonnile (Foley)
Littlefield, Nick (Kennedy)
Lukomniik, Joanne

Lusskin, Liz (NYS Office)

>%¥»

202-224-7301"
212-916-6244
202-456-2896
202-225-4954
703-276-6430
202-224-5701
202-624-9557
202-456-6277/6231
202-456-2929/2857
202~219-6141/512
202-393-0751
202-225-6531/7719 fax
202-429-7533
202-690-5950/8168 fax
202-225-3211/6-0244 fax
202-224-
202-690-6786 " .
202-224-5364
703-902-5225 -
202-456-7561/7560/2317 £
202-224-4515/8-5568 fax
501-324-9200
202-466-5626
202-225-4311

. 301-443-0835

202-690-7780
202-456~
202-456-2459
202-226-3236
202-224-6572

f.

703-836-7442
202-224-7760

202-690-

202-298-6099 fax
202-224-9741
202~408-7131
202-224~2251
202-226-3160
202~225-7163
202~906-5759/7495 fax
703-276-3608
202~331-6029
202-225-7508/4210 fax

202-225-6605/2234 fax
202-690-7627/7380 fax
202~224-6551
202-225-0100/7296/7414 £
202-224-4515
202-690-7627
703-920-8480
202-857-1415
202~456-2709
703-549-3001
301-227-6662
202-456-6252/225~6060
301-443-7526/6155 fax
202-225-6060
202-690-7450/8425 fax
202-462-4092

'202-225-3661

202-456-2711
202-456-2316
703-218-5619
202~225-6190
202-224-1406/0952 fax
202-224-7985
202-408-1400
202-224-3239/8858 fax
202-482~6262/265-9548 fal

- 202-463-7372

202~224-4515/8-5568 fax

1 202-224-4242

202-225-8550/3738 fax
202-224-5465/6367
212-662-2463

P6/b(6)

202-638-1311




Lux, Mike

Magaziner, Ira
Maguire, Dan

Maher, Wally (Chrysler)
Mande, Jerry

Manowitz, Michele

Maples, Monica (DCCC Pol Dir)

Margherio, Lynn
Markus, Kent (DNC)
Martinez, Ray
Mays, Janice (W&M)

MeBride, Anne (Common Cause)

McFee, Tom

Means, Kathy

Menn, Buddy

Michie, Jim

Miller, Carol

Miller, Meredith

Min, Nancy Ann

Mindy (Boren)

Mittleman, Portia

Moe, Kari (Uellstone)
Monahan. John

Montgomery. Bob
Montgomery Jan

Moore; Walter (Genentech}
Nossinghoff Gerald (Pat)
Murguia, Janet (Slattery)
Muge, . Don (Radiopharm Ind}
Nader, Ralph

Navarre, Vicente

Nelsori, Karen

Nelson, Trish

' Neuberger, Néal (CchubSeeromm)

Neuman, Tricia (U&M)
Nexén,' David (Kennedy)
Nix, sheila (Kerrey)
Norrell, Judy ’

Obey, Craig (COnrad)
O'Brian, Rindy (DPC)

O'Donnell, Laurence {(Finance)

Offner, Raul (Finance)
Oliver, Teal

O'Meara, Jania (Mercer)
O'Neill, Kim (WH)

202-456-2930/2976
202-456-6406
202-219-4592
202-862-5431
202-690-7780 205 4102
206~448-2913
202-485-3432
202~-456-2315
202-863-8138
202-690-6625
202-225-3628/2610 fax
202-736~5749
202-690~7284
202-690-5974
202~-435~6060
301-656-5278

202-219-8233
202-395-5178
202-224-0152
202-401-4545
202-224-8447/5641
202-690-6060
614-297-5889 -
202-512-5484 .
202-296-7272/7290 fax
202-835-3420 .
202-225-6601/1445 fax
202-737-0100
202-387-8030
410-955-3280
202-225-0130/7030 fax
202-898-4746
703-528-0801/0802 £ax
202-225-7785
202-224-7675/3533/5400
202-224-0295
202-429-6543/833-2055 fax
202-224-2519/7776 fax
202-224-3232/228-3432 fax
202-224-7800/8-5568 fax
202-224-4515/9293 fax
202-638-4170
202-331-5269/223-5985 f
395-4730

P6/b(6)

Ortmans, Jonathan (Columbialnst) 202-547-2470/1893 fax
Parker, Kim (HHS) 202-690-6786
Parmalée, Ken (Rural Let Car) 703-684-5545
Patzman, Andrew (Kassebaum) 202-224-6770/8072 dir
Payne, Mary Ella (Rockefeller) 202-224-7993/6472/£7665
Payton, Sallyanne )
. Peck, Jonathan {Inst Alt Put) 703-684-5880

pellict, Bob {OMB) 202~395-4871/6148 Fax
Picillo, Theresa C
Pigeon, Steve 202~457-5300
Pitts, 811l 202-225-1234
Podoff, David 202-225-2335/3338
Pollitz, Karen 202-690-7450/8425fax
Private fax 6351
202-225-2611
202-219-6045 .
202-225-7785/0111 fax‘
202-224-5141
202-334-6566
703-549-3001

Pomaroy, Earl (Congressman)
Portman, Rob

Potetz, Lisa (W&M)

Powden, Mark (Jeffords)
Priest, Dana (Wash Post)
Proctor, Kurt (NACDS)
Prowitt, Nancy 703-841-0626

Puskin, Dena 301-443-0835/2803 fax
Quam, Lois 612-936~3630/0044 fax
Raymond, Victor 202~523~-1802/1818 fax
Rector, John (NARD) 703-683-8200/703-347-2044
Redlenar, Irwin 212-535-9707

Reed, Mike (PMA) 202-835-3480

Regan, Carol (CDF) 202-628-8787

Reinecke, Peter (Harkin) 202-224-7303/8-2923 fax
Reinhardt, Uwe 609-258-4781/4830 )
Reuter, Jamie (W&M) 202-225~7785/0111 fax

Ricchettl, Jeff (BC/BS) 202-626-4806 o~
Ricchettl, Steve 202-456-7054/2604 fax
Richardson, Sally 410-966-3870 Rm 200 E HiRise, 6325 Security Blvd, Balt, MD 21207



Richardsorn, Mary Ann (Labor)
Rios, Elena

Rissler, Pat (Ed & Labor)
Rivlin, RAlice

Robbins, Liz

Robertson, Linda (Treasury)
Rockefeller, John (Senator)
Rodriguez, Louise

Rosen, Bob. (Mitchell)
Rother, John (ARRP)

Rovin, Lisa

Rudolph, B.A.

Rueschemeyer, Simone

Sagawa, Shirley

Samuelson, Ellen (Budget)
Scheppach, Ray (NGR)
Schroeder, Chris

Schroeder, Steve (RWJ Fdn)
Schulke, David (Wyden)
Schultz, Bill (Waxman)
Shaffer, Ellen {(Wellstone)
ponns Shalala = Scheduling
Shearer, Gail (Consumers Union)
shriber, Donald (En&Comm)
silimeo, Debra (DPC)

8ilvg, John

Simon, Marsha

8klar, Brad

Smith, Barbara (McDermott)
Smith Jennifer

Solia. Patti

Solomon, Loel .

Spencer,. Susan (Greenwood)
Stafford Michael (GRQ)
Stanton, Tamera (Rockefellet)
starr, Papl

Stevens, Janice

Stone, Robyn

Stout Hilary (wsJ)

Stram, Kenneth {SBA Leg Affairs)
Sunderhauf Steve

3wedin, Kris (8BA Leg Affairs)
Sykes, Kathy (Obey)
Taylor, Bridget

Terry, Doriald (LaFalce)

Testoni, Maureen (Baucus)

Thomas, Tandi (Hastert)
Thompson. Jake (KS city Star)
Thorpe, Ken {Joyce Marshall)
Thurm, Kevin

Thursz, Danjel (Nat. Coun on Aging)202-479- 6601/1200/0735 £

Tilley, Rim

Tilson, H&gh

Toder, Eric’

Toohey, Megan

Torda, Phyllis (Pamilies USA)
Turk, Barbara (NYC OMB)

Tyson, Laura (Alice Wms, Sched)
Uhlman, Marian

Unger, Mike (NY Newsday)
vggley. Karen

Valdez, Bob

Varma. Vivek (Synar)
varnhagen, ‘Michele (Metzenbaum)
velasquez,‘Joe.

Veloz, Richard ~

Verveer, Melanne

Vladeck, Bruce {Rena)

Volpe, Carl (NGR)

wagner, Lynn {Modern Healthcare)
Waldo, Dan

Walker, Bill

Wartzman, Rick (WS8J)

Waspe, Rob (NACDS)

Weinstein, Naomi

Weiss, Gail (PO&CivServ)

Weiss, Marina

Werner, Michael

Westmoreland, Tim (Waxman)

- 609-258-4533

. 202-393-2020

202-219-6141/512

fax

‘ﬂ“&&c/(«/)
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916-654-2827
202-225-4527/9070 fax
202-  --4742
202-544-6093
202-622-1920/0534 fax
202-224-6472
202-535-7302/7237 fax
202~224-5344/3840/2151
202-434-3704
202-690-5512/8168 fax
202-659-8320
202-456-6406

202-225-4755
202~624-5320/5313 fax
202-514-2069
609-243-5903 ‘
202-225-1058/8941 fax
202-226-7625/5-7092 fax
202~224-8446/8438 fax
202-690-6610 Virginia
202-482-6262/265-9548 fa:
202-225-3147/2525 fax
202-224-3232/22B-3432 £
703-696+2221/2202 fax
202-224~4740/3533 fax
212~536-3320
202~225-3106/9212 fax
202-690-7850
202-456-2468/7560
202-224-6064
202-225~4276/9511 fax
301-718-0202/2976 fax
202-224-9842

202-690-6033
301-656-7401x256/4-06291
202~-862-9233
202-205-67007374 fax

202-205-6700/7374 fax
202-225-3365

202-690-6273/7450/8425fa;
302-225-3231
202-224-9317/8-3687 fax {
202-225-2976/0697 fax

202-690-6870/401~7321 f
202-690-6133

202~-456-2131/7845
202-690-6250/401-7321 fa:
202-622~0120
202-690-7858/7383 fax
202-628-3030

212-788- 5894

202-  -5042
215-854-2473
212-251-6600
202-225<4527/9070 fax
310-206~3094/393-0411x74
202-225~- 2701!2?96 fax
202-224~ 5546/5474 fax
202-456 6257

202~ 456*2302/401 5193
202~ 456—6256

202~ 690 -6726/6262 fax
202- 624-7729 .
202:662-7215 .
410-966-7949 .
614-594-8228

202-862 9284
703-549-3001"
718-519-2722
202-225~4054
202-622~0090/2633 fax
202-393-1650

202-225-4952/3043 fax

P6/b(6)




'Yamamoto. Cora

Whang, Judy
Whedin, chris - .7 .

White House Social office
wilkins. Any (DNC HC)
williams, Chris,(ni‘ hell)
Women's Information Network
Woo, Michael (En&c mm)

WOod ‘Susan (Cong omen Caucﬁs)
fYager, Marilyn

Zelman, Walter . .
Zettler; Susan (strickland)
ziegler,. Ron (Nacps) .
Zubkoff, Jordana (RRCDS)
Zuckerman, Diana’ (Vats)

Ira Magaziner v

John Hilley

* 202~ ~205-6700

| 202-863-7184 :
' 202-224-5344/1946 fax
5

‘ZQZ 225-6740

' 202-638:3535x242

202'690-6797/490-0771 bp

202~ 45

136

02-456-2930/6683

P6/b(6)

804-253t8220 OR 804-253 8259 .
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