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EExxeeccuuttiivvee  SSuummmmaarryy  

Purpose 

The Administration for Children and Families (ACF) hosted five regional meetings 
during the summer of 2005 that brought together state directors from Medicaid, 
State Children’s Health Insurance Program (SCHIP), Child Welfare/Federal 
Foster Care and Adoption Assistance (IV-E) and Child Support Enforcement   
(IV-D) to collaborate on ways to increase medical support for children. By 
encouraging states to explore the ways their programs interact, another goal of 
the meetings was to achieve Medicaid cost savings through child support 
enforcement.  Finally, in response to the Child and Family Services Review 
(CFSR) findings, a third goal was to examine ways to improve health care 
services for children in foster care by increasing the collaboration of child welfare 
agencies with Medicaid and child support enforcement.  In addition to state 
program directors, federal central office and regional office staff from the Office of 
Child Support Enforcement, Children’s Bureau and Centers for Medicare & 
Medicaid Services (CMS) also attended these meetings.   

This report summarizes the proceedings from the five regional meetings.  It also 
includes the specific action plans that the federal and regional staffs and the 
program directors from individual states developed during the course of the 
meetings.  These plans will be the basis for following up the collaborations begun 
at these meetings.  This report should also provide a mechanism for sharing the 
information presented at the meetings with interested parties who did not attend.   

Results 

There were a total of 389 attendees at the five regional meetings (though several 
people attended more than one meeting and are “double counted” in this total).  
At least one program director from 53 of the states and territories attended the 
meetings.  (Minnesota was not able to send staff to participate.)  Those states 
produced an action plan for following up the regional meeting.  Generally, these 
plans included proposals to create multi-agency task forces, improve cross-
program communication and collaboration, investigate data sharing and other 
automated system enhancements, and improve policy coordination. 

Some common issues of substantial concern to attendees emerged from the 
discussions.  First, state Medicaid programs that have a fee-for-service system 
may be unable to accept cash medical support collected by the child support 
agencies for certain services. Participants requested that federal officials explore 
and seek solutions to this problem. 

State child welfare and Medicaid agencies often refer all new applicants and 
cases to the child support enforcement program, including cases in which 
cooperation with child support efforts is neither required nor requested.  The child 
support enforcement program has strict provisions limiting when a state IV-D 
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program can close a case.  Inappropriate referrals impact state performance in 
child support performance measures and can lead to a loss of financial 
incentives and/or the imposition of financial penalties.  During the conferences, 
state child welfare, Medicaid and IV-D program representatives began to 
understand the importance of working together to determine cases that are 
appropriate for referral. 

Based on an Office of the Inspector General (OIG) report and Federal Child and 
Family Services Reviews, child welfare cases were provided with insufficient 
services for mental health, physical health and dental care in both rural and 
urban communities.  Child welfare agencies are eager to work with Medicaid to 
locate and improve access to Medicaid providers for their caseloads. 

Child welfare agencies have not been using the Federal Parent Locator Service 
(FPLS) to its fullest potential for permanency planning.  As a result of these 
meetings, child welfare staffs recognize the valuable location data that the FPLS 
can provide and will work to increase its use. 

Follow-Up 

Participants indicated that they were appreciative of the opportunity to 
collaborate with the other programs at the meetings and encouraged follow up 
meetings to determine progress in federal and state action plans and to share 
individual state successes.  Regional offices will work with individual states to 
help them implement their action plans.  ACF and CMS are committed to 
investigating issues that might require action at the federal level. 

With a congressional mandate that HHS establish a medical support 
performance measure and standard for inclusion in the IV-D program’s financial 
incentive formula, state child support agencies are focusing on ways to improve 
their medical support performance to maximize the incentives they will earn.  
These efforts will result in savings to Medicaid programs and improved state 
performance for incentive purposes.   

OCSE hopes to convene another round of meetings in the spring of 2006.  Child 
welfare and CMS participants are investigating whether there is funding available 
for follow-up meetings.  The regional offices are discussing with their states the 
best ways to continue the collaborations that began at the regional meetings and 
will present their recommendations by the end of 2005 so that planning for next 
spring can begin soon. 
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II..  IINNTTRROODDUUCCTTIIOONN    

Goals of the Meetings 

The Administration for Children and Families (ACF) hosted five regional meetings 
during the summer of 2005 that brought together state directors from Medicaid, 
State Children’s Health Insurance Program (SCHIP), Child Welfare (IV-E) and 
Child Support Enforcement (IV-D) to collaborate on ways to increase medical 
support for children. By encouraging states to explore the ways their programs 
interact, another goal of the meetings was to achieve Medicaid cost savings 
through child support enforcement.  Finally, in response to the CFSR findings, a 
third goal was to examine ways to improve health care services for children in 
foster care by increasing the collaboration of child welfare agencies with 
Medicaid and child support enforcement.  In addition to state program directors, 
these meetings were also attended by federal central office and regional office 
staff from the Office of Child Support Enforcement (OCSE), Children’s Bureau 
and Centers for Medicare & Medicaid Services (CMS).   

Impetus 

There were four major forces driving these meetings.  First, in August 2004, 
federal and state child support enforcement partners agreed to extend and 
enhance their National Child Support Enforcement Strategic Plan for FY 2005-
2009.  In the plan, the child support enforcement community emphasized 
meaningful medical support for children by creating a stand-alone new goal that 
“all children in IV-D cases have medical coverage,” rather than having medical 
support as a subset of other strategic plan goals.  This addition underscored the 
increased importance to the program of obtaining medical support for children. 

The child support enforcement community recognizes that it has a unique role in 
increasing the extent to which children receive health care coverage.  However, 
they also realize that state child support efforts to obtain medical support for 
children cannot succeed without close collaboration among Medicaid, SCHIP, 
and title IV-E agencies.  In the Strategic Plan, securing health care coverage for 
children is articulated both in terms of establishing support orders with a medical 
support component and in actually securing health care coverage.  These 
medical support efforts will aim at not only obtaining coverage, but also at placing 
the financial responsibility for that coverage with families to the greatest extent 
possible.  The plan recognizes the need for the active cooperation of other 
components of Federal, state and local government, including Medicaid, SCHIP, 
and child welfare programs. Increased cooperation among these programs will 
benefit all four programs as well as the families and children they serve. 

The second major driving force leading to the regional meetings was the CFSR, 
which is the mechanism by which ACF guides improvements in the child welfare 
system nationally.  The CFSR is a results-oriented, comprehensive review 
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system designed to assist states in improving outcomes for families and children 
who come into contact with their public child welfare systems.  Every state has 
participated in the initial phases of the CFSR and has engaged in the associated 
program improvement planning (PIP) process which is monitored by ACF.  The 
goal of the reviews is to help states focus on systems change which will improve 
outcomes for families and children.  As a result of concerns related to health, 
dental, and mental health care, many states focused on improving health care 
services for children in foster care in their PIPs.  Because children in federally-
funded foster care (title IV-E) qualify for Medicaid services, states recognize that 
it is imperative that the child welfare agencies work with Medicaid, SCHIP, and 
IV-D programs to secure health care coverage and medical support.  

The third impetus for the collaborative meetings came from inspections 
conducted by the Office of the Inspector General (OIG) of seven states related to 
the use of Medicaid by children in foster care.  These inspections resulted in a 
variety of recommendations which also underscore the need for program 
collaboration. Included in the OIG recommendations are the following: 

 promote the importance of obtaining medical histories for foster children,   

 ensure that foster care providers are given available medical information 
for the foster children in their care, 

 increase the number of Medicaid health care providers willing to provide 
services to foster children, 

 promote timely medical and mental health assessments of children 
entering foster care and adequate preventative health care, 

 develop and maintain current and accurate lists of health care providers 
participating in the Medicaid program by area or community, and 

 give case workers and foster care providers current lists of Medicaid 
providers willing to treat foster children. 

The final impetus for the meetings was the Administration’s desire to increase 
children’s access to public and private health care coverage.  In his FY2006 
budget, the President has proposed several initiatives to do this, including one to 
decrease the number of uninsured children by working with states to enroll 
eligible children in Medicaid and SCHIP, and one that would allow states to seek 
medical child support for children from both the custodial and noncustodial party.  
These initiatives would require the close collaboration of state IV-D, Medicaid, 
SCHIP, and other agencies. 
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Presentation of Information 

This report documents both the substance and the outcomes of the regional 
medical support meetings.  Section II presents background material on the 
planning for the meetings and Section III discusses the format of the meetings as 
well as a summary of the agendas.  The plenary sessions are summarized in 
sections IV, V, and VI.   The next three sections – VII, VIII, and IX – summarize 
the outcomes from the breakout sessions at the meetings.  Section X addresses 
the Next Steps that are anticipated as follow up to this series of meetings. 

The appendices contain more detailed information about the meetings, including 
conference locations, dates, roster of participants, and agendas.  There is also 
information about the materials in the meeting notebook given to each 
participant, including summaries of the best practice presentations.  Finally, the 
last section of the appendix details the individual state plans. 
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IIII..  BBaacckkggrroouunndd  oonn  PPllaannnniinngg  ffoorr  MMeeeettiinnggss  

Attaining medical coverage for children has been a concern for the child support 
enforcement program for many years.  As noted above, increasing medical 
coverage is now one of five program goals in the new Strategic Plan.  However, 
the child support community is also well aware that health insurance costs are 
rising and that fewer and fewer private sector employers are offering health 
coverage to their workers, especially coverage that is affordable.  Therefore, the 
child support enforcement program staff was eager to increase its efforts to 
collaborate with other government programs to develop new approaches that 
might help meet this new and important goal. 

Medical Child Support Working Group Report 

The Medical Child Support Working Group Report, “21 Million Children’s Health: 
Our Shared Responsibility,” which was issued in June 2000 by the Secretaries of 
Health and Human Services and Labor, contained 76 recommendations for 
improving health care for children.  Among these, it suggested that “IV-D should 
work with Medicaid and SCHIP, as well as with private insurers, to assure that 
the child is enrolled in appropriate health care coverage.”  Chapter Six, Moving 
Toward Seamless Coverage: Improving Coordination and Communication 
Among Private and Public Health Care Coverage, was devoted to this theme.   
OCSE’s Strategic Plan also recommends that the agency “use specific 
collaboration protocols with other agencies that serve our clients, emphasizing 
timely, accurate data exchange.”  It is against this backdrop that the Federal 
Office of Child Support Enforcement established contact with the Centers for 
Medicare & Medicaid Services and the Children’s Bureau in an effort to plan 
regional meetings to collaborate on this initiative. 

Joint Letter 

A joint letter from Dennis Smith (Director of the Center for Medicaid and State 
Operations) and Dr. Wade Horn (Assistant Secretary for Children and Families) 
was developed to invite and encourage state directors of child support 
enforcement, Medicaid, SCHIP, and child welfare to participate in these regional 
meetings.  There would be a total of five meetings during June, July and August 
2005.  The states and territories in the ten HHS regions of the country were 
divided among these meetings.  Complete information on meeting locations, 
dates, and participant rosters is included in Appendix A.   

Staff in each region took responsibility for developing the meeting agendas, and 
because there was good communication and teamwork among the regions’ 
meeting planning teams, the same basic information was covered at each 
meeting and a similar agenda resulted for all meetings.  Essentially, staff wanted 
to present background material on each of the programs represented; give 
attendees suggestions about how collaboration among the programs could help 
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each program improve results and decrease costs; provide examples of best 
practices in collaborations that already exist; and allow time for the states to 
develop action plans that they could take with them for follow up after the 
meetings. 
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IIIIII..  FFoorrmmaatt  ooff  tthhee  MMeeeettiinnggss//AAggeennddaa  

Each of the five meetings followed a similar format, with slight variations because 
of regional circumstance or preference.  Planning for the meeting agendas was 
spearheaded by regional staff in consultation with their state directors.  The staff 
that planned the Kansas City meeting, which was the first of the scheduled 
meetings, developed an agenda that was agreed upon by central office staff from 
OCSE, CMS and the Children’s Bureau.  This agenda was shared with other 
regions as they worked to develop their meeting agendas.  After the success of 
the first meeting, the regions were encouraged to use as much of the Kansas 
City meeting format as possible.  For copies of the individual agendas, see 
Appendix B. 

Welcome 

At each meeting, regional administrators and representatives from the four 
federal programs – child support, child welfare, Medicaid, and SCHIP – 
welcomed meeting participants.  They underscored the need that each program 
sees to obtain health coverage for children and to maximize the fiscal benefits of 
cross program collaboration. They set the tone of collaboration that was to be a 
hallmark of each of the regional meetings.  While speakers recognized that there 
are barriers to cooperation and coordination of efforts, they talked about the 
importance of creating a dialogue among the different program staff as a first 
step in the efforts to work together. 

Plenaries 

The first plenary panel focused on “Program Intersections.” Representatives of 
the federal programs provided meeting participants with some essential 
background information about each of their programs as well as a summary of 
the major issues currently facing each of them, emphasizing why collaboration 
among the programs is especially important now.   

The second plenary panel also focused on “Program Intersections” and 
attempted to dispel some of the myths that may be perceived as barriers to 
cooperation among the programs.  Panelists shared their views of what is 
possible through enhanced, strategically-driven collaborations.  For example, 
participants were given information on data requirements as they relate to 
sharing sensitive customer data across programs. Panelists also emphasized the 
fiscal benefits of collaboration in such simple activities as sharing information in 
order to speed children’s safe exit from foster care. Panelists also discussed new 
projects to enhance medical support and access to health coverage at the 
national and state levels. 

The third plenary session invited state experts to share “Best Practices” that are 
being used in their states to enhance results through cross-program 
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collaboration.  These sessions were designed to introduce participants to cross-
program approaches to illustrate cooperative strategies with demonstrated 
results.  In general, states from the regions where the meetings were held were 
the presenters, though this was not always the case.  Two of the featured states 
– Massachusetts and Texas – presented at more than one meeting.  Details 
about these Best Practices are included in Appendix D. 

Breakout Sessions 

The first breakout session grouped several states’ participants with federal 
central office and regional office representatives.  The purpose of this session 
was to identify program goals and strategies that have common ground across 
programs.  Participants were also asked to discuss what links their programs 
together and to think about the benefits that could be gained from creating or 
enhancing these strategic links.  By combining several states in the breakout 
groups, participants had an opportunity to exchange ideas in a small group 
setting and to ask each other about how they handled common issues.  After 
these sessions, a “reporter” presented each group’s findings to the entire 
conference. 

The second breakout session gave participants the opportunity to meet with 
others from their own individual states for the purpose of developing a state plan 
for follow up.  They were asked to think about future collaborations and to 
develop goals, strategies and indicators, and to identify necessary resources and 
next steps that they could all agree to take upon returning to their respective 
offices.  At the same time that the states were meeting individually, federal and 
regional staff held their own meeting to develop their plan of action to follow up 
the conferences, as well.  Finally, each group reported the results of these 
breakout sessions to the larger audience.  The results of the sessions are 
included later in this report.  The federal plan is presented in Section IX.  The 
state plans for follow up are summarized in Section VIII and included in detail in 
Appendix E. 

 

 

 

 

 



Medical Support Collaboration Meetings Summary June – August 2005 
 
 

15 

IIVV..  PPrrooggrraamm  IInntteerrsseeccttiioonnss::    WWhhyy  CCoollllaabboorraattee  NNooww??  

In this opening plenary session, a group of panelists from child support, Medicaid 
and SCHIP, and child welfare provided information about each of their programs 
and how the programs are required to work together.  They also discussed the 
major driving forces behind the renewed emphasis on enhanced collaboration 
among the programs. 

Child Support Enforcement 

The child support enforcement program has added a stand-alone medical 
support goal to its five-year national strategic plan.  In the future, financial 
incentives may be tied to the states’ ability to ensure that children have medical 
support orders as well as access to health care coverage.  Without a thorough 
understanding of public health programs in the states, like Medicaid and SCHIP, 
and the understanding of how the public programs work with the private sector, it 
will be difficult for states to enhance health care availability or to develop creative 
ways to meet their ambitious goal.  

The child support enforcement program is concerned about cost effectiveness 
and its role in recovering and avoiding costs in other programs, including 
Medicaid, SCHIP and IV-E child welfare. They recognize that effective 
collaborations and efficient processes, especially in data interface, will benefit 
children and families by promoting family self-sufficiency. This can create 
increased cost savings and avoid future costs to public programs.   

Child Welfare 

Child welfare representatives noted that children in federally-funded (IV-E) foster 
care are entitled to child support services in addition to Medicaid.  Additionally, 
locating an absent parent can lead to giving that parent (or relatives of the 
parent) custody of a child, thus achieving “permanency,” which is one of their 
program goals.  Assisting children in moving out of the foster care system can 
result in cost savings to states.  Furthermore, each child welfare speaker 
emphasized the fact that the federal program has recently conducted Child and 
Family Services Reviews for all of the state programs.  In response, states are 
developing plans to address the issues that surfaced in these CFSRs.  Among 
the important findings in these reviews was the need for children in foster care to 
have better access to health and mental assessments, preventive care and 
follow-up care.  This is a prime concern for child welfare and an important 
impetus for their desire to increase collaboration with Medicaid. 

Medicaid and SCHIP 

Medicaid staff emphasized the size and increasing burden of the Medicaid 
program’s budget at the federal and state levels, the flexibility that states have in 
designing their Medicaid programs, and the need for state Medicaid, SCHIP, 
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child support enforcement, and child welfare agencies to work together to 
increase the participation of parents and other liable third parties in the cost of 
the program. 

Medicaid is a program that pays for medical assistance for certain individuals and 
families with low incomes and resources.  The program became law in 1965 and 
is jointly funded by the Federal and state governments (including the District of 
Columbia and the territories).  It is the largest source of funding for medical and 
health-related services for people with limited income. 

The portion of the Medicaid program that is paid by the Federal government, 
known as the Federal Medical Assistance Percentage (FMAP), is determined 
annually for each state by a formula that compares the state’s average per capita 
income level with the national average.  By law, the FMAP cannot be lower than 
50 percent or greater than 83 percent.  Currently it ranges from 50-76 percent.  
The Federal government also shares in the state’s expenditures for 
administration of the Medicaid program at generally 50 percent.  Because of the 
entitlement nature of Medicaid, the amount of total federal outlays for Medicaid 
has no statutory limit. 

As the safety net for much of the nation’s low-income uninsured population, the 
Medicaid program has taken on an increasing responsibility for providing health 
coverage for this segment of the nation’s population.  For the five-year period 
from 1998 to 2003, total enrollment in the program increased by 30 percent.  
According to CMS figures, enrollment is expected to increase from 54 million 
enrollees in 2003 to 65 million in 2015, a 21 percent increase.   

Consistent with the rapid rise in enrollment, overall Medicaid expenditures 
increased by 62 percent from $153 billion to $248 billion for the five-year period.  
Beginning in 2004, the rate of increase in Medicaid spending is projected to 
exceed the rate of increase in overall health care spending.   

The SCHIP program was established by the Balanced Budget Act of 1997 as a 
federal/state partnership, similar to Medicaid, with the goal of expanding health 
insurance to children whose families earn too much money to be eligible for 
Medicaid, but not enough to purchase private insurance.  In order to be eligible 
for SCHIP, a child must not be covered under a group health plan or under health 
insurance coverage. SCHIP offers states three options when designing their 
programs.  They can expand Medicaid eligibility to children who previously did 
not qualify for the program; design a separate children’s health insurance 
program entirely separate from Medicaid; or combine both the Medicaid and 
separate program options.  As of September 30, 1999, each of the states and 
territories had an approved SCHIP plan in place.  The portion of the SCHIP 
program that is paid by the Federal government is known as the enhanced 
FMAP.  The enhanced FMAP currently ranges from 65 to 83 percent. 
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While Medicaid is an entitlement program (i.e., if you are eligible and you apply, 
the state must provide coverage), SCHIP is not an entitlement program.  Each 
state is given a certain allotment of federal money each year.  Therefore, states 
can impose caps and waiting lists in the program.   

If a child who is covered under Medicaid can be enrolled in private health 
insurance, that child is not necessarily disqualified from Medicaid coverage.  
Rather, Medicaid becomes the payer of last resort.  Therefore, by collaborating 
with child support to determine when private coverage is available for a child, 
Medicaid agencies can achieve cost savings.  However, under SCHIP rules, if a 
child is covered by private insurance, that child is no longer eligible for SCHIP 
coverage.  Because of the SCHIP cap, switching one child to private coverage 
means that a new child can be covered by SCHIP.  Also, SCHIP can work with 
state child support and welfare agencies to collect cash medical support 
payments from obligors in order to pay the deductibles or co-payments required 
by the SCHIP program.  Thus, the Federal government, states and children 
would benefit from collaboration between the Medicaid, SCHIP, and child support 
enforcement programs that would lead to increased identification of medical 
support and private health insurance coverage for children in the child support 
enforcement system.   
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VV..  PPrrooggrraamm  IInntteerrsseeccttiioonnss::    BBrreeaakkiinngg  DDoowwnn  MMyytthhss  aanndd  BBaarrrriieerrss  
ttoo  VViieeww  tthhee  PPoossssiibbiilliittiieess  

After the introductory plenary session, a second plenary invited panelists to 
discuss in greater detail the ways in which the four major programs could work 
together to increase medical support for children.  Specifically, the moderator 
asked these panelists to comment on some commonly perceived barriers to 
program collaboration in order to dispel any myths that might exist and to 
encourage enhanced cooperation among the programs.  

Research Findings 

At four of the sessions, Jennifer Burnszynski, a social science analyst from the 
Office of the Assistant Secretary for Planning and Evaluation discussed recent 
research findings illustrating the need for close collaboration among the 
programs.  Ms. Burnszynski presented child and family health insurance trends 
that show decreases in private coverage, increases in public coverage 
(especially in SCHIP), and increases in the cost of insurance premiums.  About 
one third of all children rely on Medicaid and SCHIP.  She discussed the overlap 
in populations served by Medicaid, child support and SCHIP and reviewed 
research findings about health care coverage specifically among the child 
support population as well as the availability of employer-sponsored health 
insurance for noncustodial and custodial parents.  Finally, she mentioned the 
studies done by the HHS Office of the Inspector General (OIG) on cost 
avoidance and the potential for cost savings from child support enforcement 
activities that enroll children in private health insurance. 

Medical Support Requirements 

Lily Matheson, Director of OCSE’s Policy Division (and others from her division at 
some meetings) discussed the mandate for child support enforcement programs 
to seek private health insurance and the importance to the child support 
enforcement program of working together to improve results in obtaining health 
care services for children.  They mentioned the medical support indicators in the 
new Strategic Plan and the possibility of a medical support incentive measure in 
the future.   

Importance of Cross-Program Coordination 

Richard Fenton, Deputy Director of the Family and Children’s Health Programs 
Group in the Center for Medicaid and State Operations at CMS, reiterated the 
importance of coordinating with child support enforcement as a way to reduce 
Medicaid costs by identifying private health insurance that may be available to 
Medicaid-eligible children.  Patsy Buida, a Foster Care specialist at the Children’s 
Bureau (and other Children’s Bureau representatives) discussed the goals and 
measures that are part of the Child and Family Services Reviews conducted in 
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each state and the resulting Program Improvement Plans (PIPs) that are now in 
place in the states.  Many of the state plans for follow up emphasize improving 
access to medical services for foster care children.  Another important cross-
program connection is the need to locate absent parents to include them in the 
case planning process, highlighting the need for child welfare access to parent 
locate information.   

Access to Data 

Donna Bonar, Associate Commissioner, OCSE Office of Automation and 
Program Operations, and others from her division discussed the types of 
information available from the expanded FPLS as well as other data matches 
that are being conducted at the federal level. She talked about the main sources 
of federal data, the entities that have legislative authority necessary to access 
this data, and provisions governing data safeguards. OCSE policy staff reviewed 
the rules about who may access what child support information and for what 
purposes.  Child welfare may access FPLS data and the state parent locator 
data.  Medicaid may access IV-D system data. 

Child welfare program specialists emphasized the need to work with child 
support enforcement to locate noncustodial parties using FPLS and state parent 
locator data resources.  Locating the noncustodial party can assist in reducing 
the length of time a child is in foster care placement and help achieve 
permanency goals.   

Panelists talked about the Health Insurance Portability and Accountability Act of 
1996 (HIPAA) requirements and how those rules might affect access to data.  Mr. 
Fenton asserted that Medicaid has always treated the confidentiality of data as 
an important aspect of the program and the Medicaid rules are as or more 
stringent than the HIPAA requirements. However, it is also permissible under 
Medicaid rules for health plan administrators to share individually identifiable 
information about Medicaid applicants or recipients with child support 
enforcement as long as the sharing is in the furtherance of the Medicaid 
program. 

Data Match with Department of Defense 

OCSE is planning to expand a pilot data match with the Department of Defense 
(DOD) to all states.  The pilot matched child support cases in New York and Ohio 
to records of enrollees in the Defense Manpower Data Center (DMDC) Defense 
Enrollment Eligibility System (DEERS) where information about medical 
coverage is stored for military members and their families.  The pilot not only 
uncovered cases where children were already enrolled in medical coverage but 
the state child support office was unaware of this coverage, but also provided 
information about cases in which the child was eligible but not yet enrolled.  
Interestingly, the pilot also showed that a surprisingly large number of children 
were covered by neither the custodial nor noncustodial party, but by another 
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“sponsor” – usually a stepparent.  This match gave the state child support 
agencies vital information that they could then follow up.   

Referral of Cases 

One of the program intersections in which problems arise is when cases are 
referred to child support enforcement.  Panelists focused on the “appropriate” 
referral of cases from Medicaid and IV-E child welfare programs, and discussed 
circumstances in which it may be better not to refer a case to child support 
enforcement.  (For example, many of the child welfare cases are short-term.  A 
child might be returned to his or her home within 48 hours.)  If child support has 
cases that are open but that are not able to be followed up on effectively, the 
state could lose incentive payments. 

Cash Medical Support 

Panelists explored what occurs when child support agencies collect cash medical 
support.  The panelists discussed that under certain circumstances, Medicaid 
may accept cash payments from the child support agency.  However, in some 
cases, for example when Medicaid services are delivered through a fee-for-
service system as opposed to managed care, the Medicaid agency may not 
accept cash payments other than those which were specifically collected for the 
delivered services.  SCHIP can accept cash contributions from the NCP to cover 
SCHIP costs.   Ms. Burnszynski presented research findings on various methods 
that states have used to defray the costs of SCHIP and Medicaid with co-pays, 
premium payments and cash medical support.   Waivers may allow state 
Medicaid agencies to find ways to accept cash medical support. 

On the Horizon 

Panelists discussed where their programs are headed in the future and what is 
on the horizon.  In Medicaid, there is currently a commission exploring ways to 
achieve $10 billion in program savings. The program is under scrutiny from a 
variety of sources and the issues are a major focus at the state and federal 
levels.  In child support, new proposals may require states to look at both the 
custodial and noncustodial parents when setting medical support orders. 

OCSE conducted a feasibility study on matching data records at the federal level 
with private insurers.  While there is evidence that such a match would be cost 
effective and is of great interest to the states, there is no current legislative 
authority to conduct such a match. 

Child welfare staff noted that there will be a second round of CFSRs in the near 
future.  There will continue to be a strong focus on finding ways to provide health 
care services to children in foster care.  One of the items reviewed during the 
CFSR includes the involvement of both parents in the case plan.  This is an area 
where states need to improve.   
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The research staff noted that states are exploring ways to provide child-only 
health insurance plans.  Georgia has a grant to investigate the feasibility of such 
a plan.  Medical health care spending accounts are also on the horizon. 
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VVII..  BBeesstt  PPrraaccttiicceess  

At each of the regional meetings, there was time on the agenda allotted for 
presentations on current “best practices” that focused on innovative ways in 
which cross-program collaborations were already taking place in certain 
jurisdictions in order to address children’s medical support issues.    

Example States:  Massachusetts and Texas 

A total of 12 different states presented best practices at the five meetings. 
Massachusetts and Texas presented their projects at more than one of the 
conferences. Alabama, Arkansas, California, Georgia, Missouri, New York, Ohio, 
Oklahoma, Oregon and South Dakota also gave examples of many different 
kinds of collaborations in different stages of implementation.  In Massachusetts, 
for example, the child support agency and the state’s Medicaid agency have 
been working in partnership since 1995 on various information exchange 
projects.  This collaboration, which now goes well beyond data sharing, has 
resulted in a cumulative cost savings to the Commonwealth for FY05 of close to 
$50 million. The data sharing efforts lead to finding private health insurance for 
Medicaid recipients. Cumulative cost savings are accrued when private health 
insurance pays for services that Medicaid would otherwise cover for eligible 
individuals.  

In 1998 the Texas Office of the Attorney General (OAG) obtained the services of 
a vendor to enforce medical support obligations administratively.  The vendor 
seeks out and identifies sources of private insurance and effects enrollment, 
predominantly through employers.  The vendor conducts matches with insurance 
carriers, sends insurance surveys to employers, sends enrollment letters to 
employers, monitors for responses to the National Medical Support Notice 
(NMSN), provides insurance enrollment information to the OAG and custodial 
parents, and sends NMSNs to employers as needed.  The vendor also uses 
quarterly and monthly wage data from the Texas SWA agency to search for 
employment information about NCPs and initiates medical support enforcement 
action when appropriate.  The vendor provides a report of children who are on 
SCHIP and private health insurance at the same time.  The vendor also provides 
missing and corrected SSNs that are updated on child support cases.  The Texas 
IV-D agency (OAG) has had an interagency agreement with the Texas Medicaid 
Agency for almost 20 years.  Medicaid gives incentive payments to the OAG for 
medical support enforcement actions on Medicaid-active children who are also 
on IV-D. 

Other collaboration efforts range from data matching to shared systems.  
Summaries of the presentations, and available PowerPoint slides, are included in 
Appendix D of this report.   
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VVIIII..  CCoommmmoonn  GGooaallss  aanndd  PPrrooggrraamm  LLiinnkkss  

At most of the conferences, the first breakout session was intended to have 
participants focus their discussion on the common goals of the four programs.  
Each small group consisted of representatives from several states as well as a 
few federal central office and regional office staff members.  The groups were 
asked to address three key questions: 

1. What are the program goals and strategies that have common ground 
across the programs? 

2. What are the specific links that join the programs together? 

3. What specific value or cost/benefit may be gained from creating or 
enhancing these strategic links? 

In general, the discussions provided an excellent forum for states to learn from 
each other about how they handle many of the same problems.  These 
discussions laid the foundation for many of the ideas that were then translated 
into states’ action plans at the second breakout sessions.  The following is a 
summary of the points made in this first session.   

1) What are the Program Goals and Strategies That Have Common 
Ground Across the Programs? 

When asked to discuss their programs and to look for the common goals and 
strategies among them, the participants’ comments generally fell into five main 
categories.  First, there was the recognition that these programs all provide 
services to children and families and they have a mutual interest in making health 
care services available to the populations they serve.  Second, the fact that they 
are each government programs lent some commonality to their goals and 
strategies.  In addition, the programs each face budget constraints and 
automation issues.  Finally, they all focus on encouraging responsible and 
engaged parenting.  Below are more specific common goals and strategies, 
grouped into these general categories described above. 

Concern for Providing Health Care Coverage 

Participants agreed that in each of their programs they are concerned with 
providing children with medical support and/or health coverage that is 
comprehensive, affordable, accessible, and provides a continuity of care.  
Program directors see a critical need to have sufficient numbers of service 
providers offering medical, dental, and mental health services to their clients or 
customers.  They recognize that the programs often serve the same populations 
of children and families and they all seek to strengthen and provide stability to 
the families they serve and to improve the health outcomes for these families. 
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Government Programs 

Participants also discussed the common concerns resulting from their each being 
government-subsidized assistance programs.  They recognize the need to 
improve collaboration across programs at all levels (federal, state, and local) in 
order to overcome intra- and inter-departmental barriers. They see a need to 
keep the judicial and legislative branches in their states informed about medical 
support issues and initiatives that they are contemplating. In addition, while they 
all strive to provide high quality service, they also seek to reduce the dependency 
of their clients on their programs.   

Budget Constraints 

Each program is faced with critical budget concerns as well.  Each program 
strives to decrease costs so that it can serve more people.  Programs want to 
operate efficiently and spend tax dollars wisely.  They aim to achieve savings 
through cost containment, cost avoidance and cost recovery and they recognize 
that by increasing collaboration they might be able to decrease costs and avoid 
duplicating services.   

Parental Involvement 

All four programs agree that parents should be accountable and responsible for 
their children.  They understand that parents – both custodial and noncustodial – 
need to be engaged in the process of achieving family self-sufficiency.  Often, 
identifying or locating a noncustodial parent (or NCP’s relatives) is a first step in 
this process.  Part of this parental responsibility should be providing medical 
coverage. 

Automated Systems 

Finally, automated systems are common concerns of the four programs.  Each 
program seeks access to cross-program data that is accurate and timely to 
enhance decision-making.  Each sees a common need to use automation to 
facilitate interagency collaborations and data exchanges. 

2)  What are the Specific Links That Join the Programs Together?   

In discussing the specific links that join their programs, the participants’ 
comments again fell generally into the same five broad categories.  For example, 
they acknowledged that they serve many of the same populations, creating an 
intersecting, if not completely overlapping, client base.  Case management 
decisions by one program can affect clients of another program.  Federal foster 
care, for example, depends on Medicaid health care providers to provide health 
care services to children in foster care. 
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Government Program Collaboration 

As government programs, the links vary from state to state depending, to some 
degree, on whether or not they are “housed” bureaucratically under the same 
umbrella agency.  Issues such as program eligibility determinations, assignment 
of rights, cooperation and referrals might be handled more efficiently if the 
programs worked cooperatively.  Participants recognize that each of their 
programs might be the entry point for service to these families. Particularly with 
regard to referrals, participants recognized the critical importance of referring 
only those cases that were deemed to be “appropriate,” though there is some 
question about how best to define that term. Government programs have to 
contend with federal funding and federal oversight.  They have specific missions 
that are defined and governed by statutes and regulations. State staff have to 
cope with legislative and gubernatorial expectations for their programs as well as 
with politics in general.  Finally, participants found that they are linked in their 
need to work with criminal justice agencies and court orders as well as with other 
programs such as TANF, Head Start, and their state education departments. 

Attention to Costs 

Regarding budget issues, during the discussions participants learned how 
collecting child support can lead to cost avoidance for the other programs.  For 
example, obtaining private health insurance coverage for children should lead to 
reduced Medicaid and SCHIP costs. Participants might also assist each other in 
fraud prevention, cost efficiency (by limiting duplication of efforts) and in 
maximizing child support financial incentives and reducing program penalties. 
Also, locating an absent parent may provide a child in foster care with the relative 
resources needed to exit the foster care system.  Shortening the length of time 
children are in foster care can have a positive impact on the state budget 
because of the reduction of the associated monthly costs. 

Engaged Parenting 

The desire to encourage responsible and engaged parenting is also a link among 
the programs.  As a corollary, the increase in divorce rates and in the percentage 
of non-marital births affects all programs as well.  Developing the custodial 
parent’s cooperation and the assignment of rights is a common link.  Child 
welfare staffs understand the value that child support can provide by locating 
children’s relatives for possible placement and permanency planning.   

Data Sharing 

The programs recognized that their automated systems can also be links.  They 
are all data- and outcome-driven programs. There currently are valuable data 
matches and there is the potential for more information sharing to improve 
decision-making and to reduce costs.  Each program could benefit from having 
automated access to private insurance coverage information as well as vital 
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statistics information.  Programs recognize the need for providing better 
information to case workers and, at the same time, there is an understanding that 
there can be major privacy issues involved in information sharing.  All partners 
must agree to levels of confidentiality and security for the data and there must be 
clarity about how the data will be used.  All programs also recognize the value of 
the data in the FPLS and may want to seek expanded access to this data. As 
well, they felt that they could all benefit from data matches with insurance 
companies, though they would like federal assistance with this.  They recognize 
the need for more standardization of data elements in order to increase these 
automated links. 

3)  What Specific Values Would be Created or Enhanced by Collaborating?   

Finally, after spending time in these break-out sessions focusing on shared 
program goals as well as common links, participants had an increased 
understanding of how each of their programs could benefit from increasing 
collaboration efforts. 

Better Outcomes for Children 

Collaborating to obtain increased health coverage for children, for example, 
would lead to better health outcomes for children.  Child support and Medicaid, 
working together, could help keep children out of foster care by relieving 
economic stressors faced by many of these families. Pro-active measures can be 
taken to keep children safe through information sharing among the programs.  
Providing quality program referrals would improve the likelihood that cases could 
be worked successfully. 

Collaborative Problem Solving 

As representatives of government programs, participants from the four different 
agencies felt that they could and should work together to solve problems.  For 
example, by collaborating on outreach and community awareness, they could 
jointly emphasize their roles of improving children’s lives and supporting family 
self-sufficiency.  In addition, by communicating across programs they can help 
each other understand and be aware of any changes in their programs, whether 
these are changes in legislation or in their automated systems.  Each such 
change can impact every program and there are advantages to dealing with the 
impacts of changes sooner rather than later.  Participants need their caseworkers 
to understand these links and to communicate across programs. They discussed 
the importance of referring only “appropriate” cases to child support, correctly 
identifying “locate only” cases, and the problems that can be caused by ignoring 
these issues. They also recognize the need to acknowledge the limits of each 
program, i.e., each program alone cannot meet all the service expectations of its 
clients.   
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Increased Efficiency and Funding 

By the end of the discussion, many participants developed a better appreciation 
of how working together might bring increased incentive funding via the child 
support enforcement program.  Collaboration also has the potential to increase 
efficiency, enhance savings, reduce Medicaid fraud, and improve the use of 
limited resources, especially by data sharing across programs. Locating absent 
parents for children involved in child welfare can reduce the length of time a case 
is open, resulting in effective cost avoidance.  Discovering available and 
affordable private health insurance will lead to increased savings. Participants 
also see the potential in multi-agency grant applications as a route to increase 
funding.  

Better Support for Children 

Participants recognize that improving child support collections and increasing 
parental responsibility or parental involvement might prevent children from 
entering foster care.  There could be fewer children at risk if there were better 
financial and emotional support from noncustodial parties (NCPs).  Locating 
noncustodial parties could help the child welfare agency achieve permanency for 
a child more quickly by allowing staff to place that child with the NCP, placing the 
child with a relative of the NCP, or terminating the NCP’s parental rights and 
allowing staff to place the child elsewhere.  Obtaining better information about 
Medicaid health providers could also help child welfare ensure that foster 
children have access to the healthcare they need. 

Data Sharing 

Finally, collaboration efforts could lead to enhanced automation and data 
matching or data sharing which, in turn, could decrease duplication of effort, lead 
to better referrals and increased data reliability, save time, identify parental 
resources and improve continuity of care. 

Collaboration and coordination of efforts by the programs would also benefit 
employers and private insurance companies by minimizing the number of 
contacts from state agencies and decreasing duplication of effort.  For example, 
some states are trying to combine Medicaid and child support enforcement 
matches against private insurance company files. 

 

Other Potential Collaborators 

In these small break-out sessions, states also discussed what other interested 
parties or stakeholders need to be part of the discussion and planning for these 
collaborative efforts in the future.  Among the groups that they identified were the 
following: court personnel, tribes, state legislatures, state budget officers, state 
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insurance commissioners, labor department personnel, state chief information 
officers, employer association representatives, major employers (government & 
private), Temporary Assistance for Needy Families (TANF) staff, and state health 
department staff. 
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VVIIIIII..  SSttaattee  PPllaannss  ffoorr  FFoollllooww--UUpp  

In breakout sessions with others from their own home state, representatives of 
the programs developed plans to continue their efforts after they returned home 
from the conferences.  The approach to creating these plans varied slightly from 
conference to conference, but generally states were asked to think about their 
common goals and then to develop strategies to achieve those goals.  
Sometimes they also identified resources they would need or barriers they had to 
overcome to achieve these goals. 

Common Themes  

In spite of their differences, many of the states cited common themes.  A number 
of states suggested creating workgroups or collaborative task forces to help them 
achieve their goals and to begin the cross-program conversation.  Many 
mentioned the necessity to train staff about the different programs.  Another 
common theme among states was the need for increased information by the 
various programs and many mentioned the importance of enhancing existing 
automated systems to accomplish this increased communication.  Several states 
also planned to review their policies and procedures in order to remove any 
existing barriers to cooperation among the programs.  Finally, several states 
cited the need for outreach among the programs, particularly because they often 
serve the same populations.  A complete list of the state plans is included in 
Appendix E. 
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IIXX..  FFeeddeerraall  PPllaann  

At four of the five conferences, the agenda allotted time for attendees from the 
federal central office and regional offices to meet together as a group in order to 
develop a plan to follow up on action items identified at the conferences.  These 
federal meetings took place during the time that each state’s program directors 
were meeting in breakout sessions of their own.  The following is the 
consolidated federal/regional plan, consisting of all items that were identified as 
requiring follow-up at each of the conferences.  (Note that many of the items 
have been combined because they were identified by more than one of the 
federal discussion groups.) 

RReeggiioonnaall  OOffffiiccee  FFoollllooww--UUpp  

 Regional offices should be the catalyst to help states follow up on their state-
specific action plans.  For example, the regional offices can help facilitate 
state and/or regional meetings.  They can help identify, and possibly help to 
remove, any program or administrative barriers to further collaboration.  They 
should monitor and track the goals and strategies developed by the states. 

 Develop a list of those barriers that need to be presented to federal staff in 
Washington.   

 Help to ensure that systems staffs from the various programs (that were not 
at these meetings) are brought into the collaboration process at the state level 
to facilitate their understanding of how the programs intersect and to ensure 
that systems are developed that can work together. 

 Obtain copies of RFPs that states have developed with vendors who do data 
matching.  Share these with other states so that states can see the various 
types and ranges of activities that are in the contracts.  (For example, in 
Texas the contractor doesn’t just match data but is also responsible for 
sending out the medical support notices.  Other states give vendors a more 
restricted role.) 

 Assist states with OCSE Special Improvement Project (SIP) grants and 
Section 1115 Demonstration grant proposals and explore whether OCSE 
Technology Transfer funds may be used in this effort. 

 Coordinate with state Title XIX and IV-D agencies to refine the definition of an 
“appropriate referral.”  The same thing should happen for IV-D and IV-E 
agencies. 

 Region IV (Atlanta) should help Georgia with its low income health insurance 
project.  That region should also share the Georgia Section 1115 
Demonstration grant process and results with other states. 
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 Regional Offices for VIII (Denver), IX (San Francisco), and X (Seattle) agreed 
to meet with their respective states in October 2005 for follow-up to this 
meeting. 

 Regions can look to the National Resource Centers for technical assistance. 

OOCCSSEE//MMeeddiiccaaiidd//SSCCHHIIPP//CChhiilldd  WWeellffaarree  CCeennttrraall  OOffffiicceess  FFoollllooww--UUpp  

 All programs should work together to explore ways for everyone to share 
information.  (For example, sometimes hospitals get information regarding 
Third Party Liability that might be useful to child support.) 

 The federal offices should try to engage the governors’ staffs and budget 
officers.  There should be outreach to the National Governors’ Association, 
the National Association of State Budget Officers and, possibly, the National 
Conference of State Legislatures (NCSL).  This is necessary so that these 
audiences will understand the efficiencies and cost savings to be gained by 
fostering cooperation among the programs.  OCSE should consider including 
state budget, court and legislative representatives in future meetings. 

 Continue to meet with each other and try to coordinate at the federal level.  
For example, Medicaid staff should be invited to ACF User’s Group meetings. 
(These annual meetings are sponsored by states and the states’ systems 
staffs, who develop the agendas. State systems development staffs attend 
the meetings, which recently have tended to be added on at the end of the 
annual American Public Human Services Association – Information Systems 
Meetings.  They include concurrent sessions on IV-A, IV-D, IV-E and General 
Technology.) 

 Medicaid and Child Welfare should work together to help states increase 
ways to help health providers.  Identifying more available health insurance 
coverage will help with the access-to-provider supply issue. 

 Clarify policies relating to mandatory and “appropriate” referrals and then 
educate states and workers and issue further guidance, if necessary. 

 Investigate the possibility of developing a website for sharing information 
among the four programs.  This website could include information about best 
practices as well as issue briefs.  Staff from any of the programs could visit 
this website to gain information about the collaboration efforts.  The site could 
maintain on-line Questions & Answers that address the issues and concerns 
of states and other stakeholders.  

 Get on the agendas of each others’ state and national conferences to 
continue the education process that is beginning and to focus on reducing 
interagency barriers. 
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 Consider including representatives from IV-A (TANF) at future meetings. 

 Consider using the OCSE Tri-Regional Arrears Management Workgroup as a 
framework for ongoing medical support collaborative activities. 

 Consider federal mandates when leverage (e.g., with legislators) appears 
necessary. 

 Automation requirements/recommendations:  Inventory how many states are 
attempting to interface their systems.  Federal regional offices could commit 
to work with IV-D and IV-E in the states to make sure they have a process for 
locating parents for permanency planning.  (Note: South Carolina Child 
Welfare has a manual process to request locates from IV-D.  There is a need 
to study what can be done manually versus requiring automation in interim 
periods or on a smaller scale.)  Create a joint workgroup to develop 
standardized data elements.  

 At the federal level, explore using parent buy-in options for SCHIP as a 
solution to medical support because it might provide the most consistent 
medical coverage.   

 OCSE and others at the federal level need to look at policy goals and 
performance indicators associated with helping kids get private health 
insurance. In all the discussions about developing medical support indicators, 
we have determined that every effort for getting medical support will count 
towards incentives. 

CCMMSS  FFoollllooww--UUpp  

 Can re-interpretation of the “efficient and effective” part of the Medicaid 
statute allow for more access to data that Medicaid matching programs have? 
Research how federal funding works to support this. (The issue is the access 
to data Medicaid may have from private health insurance data matching on 
non-Medicaid children that may be IV-D children.)  

 CMS should analyze its statutes to address the issues raised at these 
meetings, such as Medicaid confidentiality. 

 Research and evaluate the need for federal legislative action regarding 
Medicaid acceptance of cash medical support in fee-for-service when a child 
has not utilized Medicaid services. 
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CChhiillddrreenn’’ss  BBuurreeaauu  FFoollllooww--UUpp  

 Research and evaluate the need for federal legislative action regarding Child 
Welfare access to the Federal Parent Locator Service to locate non-parental 
relatives of children needing placement services. 

OOCCSSEE  FFoollllooww--UUpp  

 Investigate the possibility of pursuing with DOD a change in their policy under 
which a custodial party must go into a military office/unit to get an ID so she 
can enroll children in insurance.  Research federal law that requires a federal 
agency to enroll the child if the NCP doesn’t. 

 As states explore “appropriate referrals,” we may want to look at rule changes 
regarding opening and closing cases.  

 Explore whether there are any ways OCSE staff can participate in the 
Medicaid Reform discussions to educate them regarding potential child 
support enforcement cost savings to Medicaid. 

 The “reasonable cost” definition needs to be changed. Currently, health 
insurance is considered reasonable in cost if it is employment-related or other 
group health insurance, regardless of the service delivery mechanism.  
However, as the cost of health insurance increases, employees are having 
difficulty meeting these costs.  (OCSE should issue the proposed rule on 
medical support as soon as possible.)  

 Work to increase access to the FPLS by child welfare agencies.  There 
should be help at the federal level to ascertain which IV-E agencies are 
accessing the FPLS and how this can be improved.  

 Publish a report of these meetings to share with stakeholders.  This should 
include a compilation of all suggestions from all five regional meetings. There 
should be a Table of Recommendations with required follow-up steps.  
Additionally, there should be follow-up with a report on accomplishments 
flowing from these meetings. 

 Research and evaluate the need for federal legislative action regarding a 
national federal match against health insurance provider data bases. 

FFeeddeerraall  CCeennttrraall  OOffffiiccee  aanndd  RReeggiioonnaall  OOffffiiccee  JJooiinntt  FFoollllooww--UUpp  

 Plan next year’s conferences/meetings for next Spring (consider states 
legislative sessions when planning dates). 
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 When working together, it is important that we understand that SCHIP is very 
different from Medicaid, with different rules and models. 

 Get commitments from staff on what they will complete by next year’s 
meetings. 

 Regions should continue to try to identify “best practices” and disseminate 
materials about these programs. Then, these can be publicized (either on 
ACF and CMS web sites or on a special web site) and included on the 
agendas of the Spring follow-up meetings.  
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XX..  NNeexxtt  SStteeppss  

At the conclusion of each conference, state participants left with specific plans of 
action they had developed to address the issues they identified at the state level.  
Some of the states’ plans were quite detailed and included, for example, specific 
time frames for establishing advisory committees made up of the directors, fiscal 
officers, and information technology staff.  Regional offices are working with each 
state to implement these action plans.   

Federal central office staff members have continued to meet to plan for the 
creation of this report; for implementing some aspects of the federal action plan; 
and for a second round of conferences to be held in the Spring.  ACF and CMS 
staff participated in some follow-up meetings and also committed to investigating 
issues that might require action at the Federal level.   

At a meeting in October that followed the OCSE 15th Annual Training 
Conference, central and regional office staff met to discuss plans for continued 
collaboration and made substantive suggestions for the next round of 
conferences.  Regional staff also received draft copies of the state plans to 
review with their states and of the federal plan to ensure that the 
recommendations were captured accurately for this final report.  There were 
additional follow-up phone calls with regional and central office staff and the 
following decisions were made regarding the next round of meetings: 

1. A second round of meetings will be held at ACF Regional Offices in May 
2006. 

2. There will be two meetings instead of five:  May 2-3 and May 23-24. 
3. This year’s meetings will include the nine Tribes with fully operational IV-D 

programs. 
4. There will be an effort to match “trainer” states with “student” states in 

order to continue to share some collaboration best practices that have 
developed.  States felt that learning about “best practices” was one of the 
most important benefits from the first round of meetings. 

5. The meetings will focus on several specific issue areas that emerged from 
the first set of meetings. 

Another joint Dear Colleague letter from Dennis Smith, Director, Center for 
Medicaid and State Operations, and Wade Horn, Assistant Secretary for Children 
and Families, is in the process of being developed and will be sent to State Child 
Support Enforcement Program Directors, Medicaid Directors, Child Health 
Insurance Program Directors, Child Welfare Directors, Tribal Child Support 
Enforcement Program Directors, ACF Regional Administrators, CMS Regional 
Administrators, and Regional Program Managers to urge their participation at the 
next round of meetings. 
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This report will be shared with States and meeting participants and will be placed 
on the OCSE website so that it will be available to any interested parties. 
This page left blank intentionally. 
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XXII..  AAppppeennddiicceess  

 
Appendices A through E appear on the following pages: 
 

A: Conference Locations, Dates and Participants – p. 43   
 
B: Conference Agendas – p. 59   
 
C: Information in the Conference Notebooks – p. 81  
 
D: Best Practices Summaries and PowerPoint Presentations – p. 83 
 
E: State Plans for Follow-Up – p. 147 
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AAppppeennddiixx  AA::    CCoonnffeerreennccee  LLooccaattiioonnss,,  DDaatteess,,  aanndd  PPaarrttiicciippaannttss  

Five regional meetings were held over the course of the summer of 2005.  The 
first meeting for states from Regions V and VII was held in Kansas City, Missouri 
on June 28 and 29 at the Country Club Plaza Marriott Hotel.  Participants came 
from Illinois, Indiana, Iowa, Kansas, Michigan, Missouri, Nebraska, Ohio, and 
Wisconsin.  (Minnesota was not able to send staff to participate.)  In addition, 
there were regional and federal representatives from CMS, ACF, the Children’s 
Bureau, and OCSE at each meeting.  The complete attendee rosters from this 
and all other meetings follow. 

The second meeting for states from Regions VIII, IX and X was held in Reno, 
Nevada on July 19 and 20 at the Circus Circus Hotel.  Participants in this 
meeting came from Alaska, Arizona, California, Colorado, Guam, Hawaii, Idaho, 
Montana, Nevada, North Dakota, Oregon, South Dakota, Utah, Washington, and 
Wyoming. 

The third meeting was held simultaneously in Little Rock, Arkansas on July 19 at 
the Peabody Hotel.  There were representatives from each program at each 
meeting and much of the same information was covered.  The meeting in Little 
Rock was for representatives from Region VI states: Arkansas, Louisiana, New 
Mexico, Oklahoma and Texas. 

The fourth meeting was for Region IV states and it was held at the Charleston 
Place Hotel in Charleston, South Carolina on August 10 and 11.  Participants at 
this meeting came from Alabama, Florida, Georgia, Kentucky, Mississippi, North 
Carolina, South Carolina and Tennessee.  Contractors from Policy Studies 
Incorporated also attended this meeting in order to make a presentation on 
Georgia’s efforts to develop low-cost health insurance options. 

The fifth and final meeting was held at the Park Plaza Hotel in Boston, 
Massachusetts on August 17 and 18.  States from Regions I, II, and III were 
invited to this conference and representatives attended from Connecticut, the 
District of Columbia, Maine, Maryland, Massachusetts, New Hampshire, New 
Jersey, New York, Pennsylvania, Puerto Rico, Rhode Island, Vermont, the Virgin 
Islands, Virginia, and West Virginia. 

Final rosters from each conference are included on the pages that follow. 
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Roster:  Kansas City 

Representation First Name Last Name Title Organization Office Phone Fax Number Email

Illinois Barbara McDermott

Department of Public Aid 
Division of Child Support 
Enforcement (217) 782-2359 (217) 782-1820 aidd52ql@idpa.state.il.us

Illinois Erwin McEwen

Deputy Director, Division of 
Monitoring and Quality 
Assurance

Department of Children and 
Family Services  (312) 793-8527 (312) 793-3781 EMcEwen@idcfs.state.il.us

Illinois Vicki Mote Bureau Chief
Department of Public Aid 
KidCare (217) 524-7156 (217) 557-4274 vicki_mote@mail.idpa.state.il.us

Illinois Joan Nelson-Phillips
Cook County Quality Assurance 
Manager

Department of Children and 
Family Services Office of 
Quality Assurance (312) 814-5527 (312) 814-7134 JNelson-Phillips@idcfs.state.il.us

Indiana Ann Alley
Director, Children's Health 
Insurance Program

Children's Health Insurance 
Program  (317) 232-4390 ann.alley@fssa.in.gov

Indiana James Payne Child Welfare Director   james.payne@fssa.in.gov
Indiana Daphne Risch Assistant Director Child Support Bureau  (317) 232-4922 daphne.risch@fssa.in.gov

Iowa Verne Armstrong Bureau Chief

Department of Human 
Services Bureau of 
Protective Services (515) 281-6802 larmstr@dhs.state.ia.us

Iowa Mike Baldwin
Representative, Medicaid 
Program

Department of Human 
Services  mbaldwi@dhs.state.ia.us

Iowa Carol Eaton Chief, Bureau of Collections

Department of Human 
Services Child Support 
Revenue (515) 281-5647 (515) 281-8854 Ceaton@dhs.state.ia.us

Iowa Anita Smith SCHIP Director
Iowa Department of Human 
Services  asmith@dhs.state.ia.us

Iowa Doris Taylor Policy Specialist

Department of Human 
Services Bureau of 
Collections (515) 242-6098 (515) 281-8854 dtaylor1@dhs.state.ia.us

Iowa Scott VanDerHeyden   (515) 281-7314 svander@dhs.state.ia.us
Kansas Scott Brunner Director of Kansas Medicaid   SCXB@srskansas.org

Kansas Cathy Hubbard
Program Administrator-
Protection Unit

Children and Family 
Services  (785) 368-8190 (785) 368-8159 cxah@srskansas.org

Kansas Monica Remillard Child Support Enforcement  (785) 291-3954 MLXB@srskansas.org

Massachusetts Karen Melkonian
Division of Revenue Child 
Support Enforcement (617) 626-4204 melkonian@dor.state.ma.us

Michigan Jane Alexander
Manager, Court Originated 
Liability

Department of Community 
Health Medical Services 
Administration Revenue & 
Reimbursement Division (517) 335-8370 AlexanderJ@michigan.gov

Michigan Mary Mehren Manager

Department of Human 
Services Children's 
Protective Services and 
Foster Care (517) 373-3572 mehrenm@michigan.gov

Michigan Stephanie Miller
Department of Human 
Services  (313) 456-1320 millers9@michigan.gov

Michigan Marilyn Stephen Director

Family Independence 
Agency Office of Child 
Support (517) 241-7460 (517) 373-4980 stephenm3@michigan.gov

Missouri Sandra Levels Director

Department of Social 
Services Division of Medical 
Services Program 
Management (573) 751-6926 (573) 526-4651 jennifer.e.ziehmer@dss.mo.gov

Missouri Janel Luck Deputy Division Director
Family Support Division  
Child Support Enforcement Janel.R.Luck@dss.mo.gov

Missouri Laura O'Mara Unit Manager

Department of Social 
Services Family Support 
Division Child Support 
Policy (573) 751-0378 laura.j.omara@dss.mo.gov

Missouri Frederic Simmens Director, Children's Division Children's Division  (573) 526-6009 (573) 526-3971 frederic.m.simmens@dds.mo.gov

Nebraska Todd Reckling
Administrator Office of 
Protection and Safety Health and Human Services  (402) 471-8404 (402) 471-9034 todd.reckling@hhss.ne.gov

Nebraska Deb Scherer SCHIP Director

Nebraska Health and 
Human Services Finance 
and Support Medicaid 
Division deb.scherer@hhss.ne.gov

Nebraska Mary Steiner Medicaid Director

Nebraska Health and 
Human Services Finance 
and Support Medicaid 
Division mary.steiner@hhss.ne.gov

Nebraska Daryl Wusk CSE Administrator

Department of Health & 
Human Services Office of 
Economic and Family 
Support (402) 479-5023 (402) 479-5543 daryl.wusk@hhss.ne.gov

Ohio Joseph Pilat Deputy Director

Ohio Department of Job and 
Family Services Office of 
Child Support (614) 995-7702 (614) 752-9760 pilatj@odjfs.state.oh.us

Texas Kathy Shafer
Deputy Director for Federal 
Operations

Office of the Attorney 
General Child Support 
Division (512) 460-6134 (512) 460-6040 kathy.shafer@cs.oag.state.tx.us

Wisconsin Karla Dew

Bureau of Health Care 
Systems & Operations 
Coordination of Benefits 
Section (608) 266-4391 (608) 261-7793 DEWKJ@dhfs.state.wi.us

Wisconsin Phyllis Fuller
Program & Planning Analyst 
Advocate Bureau of Child Support  (608) 264-6065 (608) 267-2824 phyllis.fuller@dwd.state.wi.us

Wisconsin David Timmerman
Title IV-E Planning and Program 
Analyst

Division of Children and 
Family Services Office of 
Program Evaluation and 
Planning (608) 261-8895 (608) 266-6836 timmedj@dhfs.state.wi.us

Increased Medical Support….Meeting:  Region V & VII
ATTENDEE ROSTER

Kansas City, MO
June 28-29, 2005
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Roster:  Kansas City, continued 

CMS Frank Campbell HCBS Coordinator

Region VII Dept. of Health & 
Human Services Division of 
Medicaid and Children's 
Health (816) 426-6455 frank.campbell@cms.hhs.gov

CMS Barbara Cotterman Health Insurance Specialist   Barbara.Cotterman@cms.hhs.gov

CMS Richard Fenton Depurty Director
Family and Children's Health 
Programs Group  (410) 786-5320 richard.fenton@cms.hhs.gov

CMS Jackie Glaze
Acting Program Services 
Branch Chief

Region VII Dept. of Health & 
Human Services Division of 
Medicaid and Children's 
Health (816) 426-6458 jackie.glaze@cms.hhs.gov

CMS Mandy Hanks
Iowa National Account 
Representative

Region VII Dept. of Health & 
Human Services Division of 
Medicaid and Children's 
Health (816) 426-6425 mandy.hanks@cms.hhs.gov

CMS Chris Howe Technical Director   christopher.howe@cms.hhs.gov

CMS Sharon Last
Quality Specialist, SCHIP 
Coordinator

Region VII Dept. of Health & 
Human Services Division of 
Medicaid and Children's 
Health (816) 426-6457 sharon.last@cms.hhs.gov

CMS Tom Lenz Regional Administrator Region VII  (816) 426-5233 (816) 426-3548 thomas.lenz@cms.hhs.gov
CMS Gwen Sampson   

CMS James Scott
Acting Associate Regional 
Administrator

Region VII Dept. of Health & 
Human Services Division of 
Medicaid and Children's 
Health (81) 626-5925 (816) 235-7042 james.scott1@cms.hhs.gov

CMS Pam Thomas Health Insurance Specialist

Division of Medicaid and 
Children's Health Centers 
for Medicare & Medicaid 
Services (312) 353-1756 (312) 353-3866 pam.thomas@cms.hhs.gov

U.S. Department 
of Health and 
Human Services Jennifer Burnszynski Social Science Analyst

Office of the Assistant 
Secretary for Planning and 
Evaluation  (202) 690-8651 (202) 690-6562 jennifer.burnsynzski@hhs.gov

ACF David Aerts State Program Specialist Region VII Representative  (816) 426-2268 (816) 426-2888 david.aerts@acf.hhs.gov
ACF Gary Allen Region VII Representative   (816) 426-2236 (816) 426-2888 gary.allen@acf.hhs.gov

ACF Geneva Bishop
Chicago ACF Regional 
Office  (312) 353-8416 gbishop@acf.hhs.gov

ACF Sue Bradfield
Children and Families 
Program Specialist

Administration for Children & 
Families  (916) 426-2261 Sue.bradfield@acf.hhs.gov

ACF Patsy Buida Children's Bureau  (512) 338-1580 Pbuida@acf.hhs.gov

ACF Ann Burds
Children and Families 
Program Specialist

Administration for Children & 
Families  (816) 426-2260 Ann.Burds@acf.hhs.gov

ACF Amber Carver Program Assistant Region VII  (816) 426-2899 amber.carver@acf.hhs.gov

ACF Phoebe Fortune Program Assistant
Office of State & Tribal 
Operations  (816) 426-2256 (816) 426-2888 phoebe.fortune@acf.hhs.gov

ACF Edward Franklin CSE Program Specialist Region VII  (816) 426-2272 (816) 426-2888 edward.franklin@acf.hhs.gov
ACF Neil Lawhead   (816) 426-5402 (816) 423-2888 neal.lawhead@acf.hhs.gov
ACF Linda Lawrence   llawrence@acf.hhs.gov

ACF Christine Lucero
Children and Families 
Program Specialist

Administration for Children & 
Families  (816) 426-2257 Christine.Lucero@acf.hhs.gov

ACF Mary McKee
Children and Families Program 
Specialist

Administration for Children & 
Families  (816) 426-2263 Mary.Mckee@acf.hhs.gov

ACF Susan Orr Associate Commissioner

Admistration for Children, 
Youth and Families 
Children's Bureau (202) 205-8618 gharper@acf.hhs.gov

ACF Nancy Thoma Groetken Program Specialist ACF Region VII (816) 426-2270 (816) 426-2888 Nancy.ThomaGroetken@acf.hhs.gov

ACF Michael Vicars Program Specialist
Chicago ACF Regional 
Office  (312) 886-5339 (312) 886-5373 mvicars@acf.hhs.gov

ACF Rosalyn Wilson
Children and Families Program 
Specialist

Administration for Children & 
Families  (816) 426-2262 Rosalyn.Wilson@acf.hhs.gov

ACF Carolyn Wilson-Hurey
Teams Administrator/Child 
Welfare Program Manager

Chicago ACF Regional 
Office  (312) 353-9672 (312) 886-5373 cwilson-hurey@acf.hhs.gov

OCSE Tiffany Barfield
Special Assistant to the 
Commissioner

Federal Office of Child 
Support Enforcement  tbarfield@acf.hhs.gov

OCSE Donna Bonar Associate Commissioner
Office of Automation and 
Program Operations  (202) 401-9271 (202) 401-5558 dbonar@acf.hhs.gov

OCSE Linda Deimeke Director Division of Federal Systems  (202) 401-5439 (202) 401-5558 Ldeimeke@acf.hhs.gov

OCSE Katie Donley Emerging Leaders Fellow

Office of Child Support 
Enforcement Division of 
Policy (202) 401-1381 (202) 401-4054 kdonley@acf.hhs.gov

OCSE Wendy Lynn Gray Analyst
Office of Automation and 
Program Operations  (202) 364-7331 wendylynngray@aol.com

OCSE Andrew Hagan Program (Policy) Specialist OCSE HHS ACF (202) 401-5375 (202) 401-4054 ahagan@acf.hhs.gov

OCSE Sha-ron Johnson
Information Technology 
Specialist

OCSE Division of State and 
Tribal Systems (202) 401-5628 (202) 401-4582 sjohnson@acf.hhs.gov

OCSE Ronald Logan
Information Technology 
Specialist

OCSE Division of State and 
Tribal Systems (202) 401-6502 (202) 401-4582 rlogan@acf.hhs.gov

OCSE Lily Matheson Director Division of Policy  (202) 401-6979 (202) 404-5559 ematheson@acf.hhs.gov

OCSE Helen Smith
Assistant Associate 
Commissioner 

OCSE Office of Automation 
and Program Operations (202) 690-6639 (202) 401-5558 hsmith@acf.hhs.gov

SITC Sheila Drake
Task Lead and Meeting/Event 
Planner

State Information 
Technology Consortium  (703) 742-7127 (703) 742-7168 drake@systemsandsoftware.org
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Roster:  Reno 
Region VIII/IX/X Medical Support Meeting
Attendee Roster
Reno, Nevada
July 19-20, 2005

Representation First Name Last Name Title Organization Address City State Zip 
Code

Office 
Phone Ext. Email

Alaska Joanne Gibbens Social Services 
Program Administrator

Office of Children's 
Services  P.O. Box 110630   Juneau AK 99811 907-465-3023 Joanne_Gibbens@health.state.ak.us

Alaska Ronda Hausser Interstate Manager Child Support 
Services Division  550 W 7th Ave   Anchorage AK 99501 907-269-6837 ronda_hausser@revenue.state.ak.us

Arizona Jakki Hillis Program Administrator

Arizona Dept. of 
Economic Security 

Division of Children, 
Youth and Families 

3225 N. Central Ave 
#909    P.O. Box 
29202  site code 

942C

Phoenix AZ 85038-
9202 602-351-2245 7006 Jhillis@azdes.gov

Arizona Beth Medici Program Manager

Division of Child 
Support Enforcement 

Systems and 
Automation 

Administration 

2222 W. Encanto 
Blvd   Phoenix AZ 85009 (602) 322-8640 Mbarnett@azdes.gov

Arizona Brenda Pearson Executive Assistant AHCCCS  801 E. Jefferson St 
MD 2500  Phoenix AZ 85034 602-417-4732 Brenda.Pearson@azahcccs.gov

Arizona Jennifer Vehonsky Intergovernmental 
Relations Specialist AHCCCS  801 E. Jefferson St 

MD 4200  Phoenix AZ 85034 602-417-4732 Jennifer.Vehonsky@azahcccs.gov

California Patricia Aguiar
Branch Chief, Foster 
Care and Adoptions 

Program Policy

California Dept. of 
Social Services Child 

and Youth 
Permanency Branch 

744 P Street MS 14-
73  Sacramento CA 95814 916-657-1937 Pat.aguiar@dss.ca.gov

California Phillip Browning      LaTanya_McGlothen@childsupport.co.la.ca.us

California Janette Lopez SCHIP Eligibility and 
Enrollment

Managed Risk 
Medical Insurance 

Board  
   jlopez@mrmib.ca.gov

California Eric Morikawa
CA Dept. of Health 

Services Third Party 
Liability Branch 

P.O. Box 997425 MIS 
4719  Sacramento CA 95899-

7425 916-650-6482 Emorikaw@dhs.ca.gov

California Alan Muck

CA Dept. of Health 
Services Third Party 
Liability Branch Other 
Health Coverage Unit

   CA 916-650-6483 Amuck@dhs.ca.gov

California Sandra Poole Deputy Director DCSS     (916) 464-5060 sandra.poole@dcss.ca.gov

California Joan Smith Deputy Director Dept. of Children and 
Family Services  425 Shatto Place   Los Angeles CA 90020 213-351-5847 smithjs@dcfs.co.la.ca.us

California Greta Wallace Director Department of Child 
Support Services     (916) 464-5300 greta.wallace@dcss.ca.gov

California Bill Walsh Program Manager
Medi-Cal Eligibility CA 
Department of Heath 

Services 
   CA 916-552-9453 bwalsh@dhs.ca.gov

California Bryce Yokomizo Director Dept. of Public Social 
Services  425 Shatto Place   Los Angeles CA 90020

Colorado Pauline Burton Director
Department of Human 
Services Division of 

Child Support 
1575 Sherman Street Denver CO 80203 (303) 866-5050 Pauline.burton@state.co.us

Colorado Jenise May
Financial 

Manager/Acting MIEU 
Manager

Office of Child & 
Family Services  1575 Sherman Street Denver CO 80203 303866-2773 jenise.may@state.co.us

Colorado Dan Welch General Professional 
IV      dan.welch@state.co.us

Guam Barbara Cepeda
Deputy Attorney 
General / IV-D 

Director

Office of the Attorney 
General Child Support 
Enforcement Division 

130 East Marine 
Drive, Suites 101B & 

103B Ada's 
Professional and 

Commercial Center  

Hagatna Guam 96910 (671) 475-3360 111 bpcepeda@guamcse.net

Guam Pauline Chaco Investigator III
Office of the Attorney 
General Child Support 
Enforcement Division 

Ada's Commercial & 
Professional Center 

130 East Marine 
Corps Drive  Suite 

101-B

Hagatna GU 96910 6714753360 112 pauline.chaco@guamcse.net

Guam Alyssa Uncangco Management Analyst 
III

Dept. of Public Health 
& Social Services 
Division of Public 
Welfare Bureau of 

Healthcare Financing

   671-735-7237 aauncangco@dphss.govguam.net

Hawaii Jan Ikei CSE Specialist   601 Kamokila Blvd 
Suite 207  Kapolei HI 808-692-7161 Jan.A.Ikei@hawaii.gov

Hawaii Steven Kawada
Med-QUEST Division 

Assistant 
Administrator

Department of Human 
Services Med-QUEST 

Division Hawaii 
   HI 808-692-8052 skawada@medicaid.dhs.state.hi.us

Hawaii Amy Tsark
Administrator- Child 

Welfare Services 
Branch

Department of Human 
Services  

810 Richards Street 
Suite 400  Honolulu HI 96813 808-586-5667 atsark@dhs.hawaii.gov

Hawaii Pearl Tsuji Eligibility Program 
Specialist

State of Hawaii- 
Department of Human 

Services  
   HI (808) 692-8080 ptsuji@medicaid.dhs.state.hi.us

Idaho Peggy Cook
Idaho Dept. of Health 
and Welfare Division 

of Medicaid 
   cookp@idhw.state.id.us

Idaho Ken Deibert      deibertk@idhw.state.id.us

Idaho Terri Meyer IV-D Director

Department of Health 
and Welfare Chief, 

Bureau of Child 
Support Services 

450 West State 
Street, 2nd Floor   Boise ID 83720-

0036 (208) 334-6673 meyert@idhw.state.id.us

NOTE:  Sorted alphabetically by REPRESENTATION with STATES/TERRITORIES listed first then OTHER organizations then FEDERAL/REGIONAL OFFICES
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Roster:  Reno, continued 
Idaho Robin Pewtress Medicaid CHIP 

Director

Idaho Dept. of Health 
and Welfare Division 

of Medicaid Bureau of 
Medicaid Policy

P.O. Box 83720   Boise ID 83720-
0036 pewtressr@idhw.state.id.us

Idaho Larry Tisdale
Idaho Dept. of Health 
and Welfare Division 

of Medicaid 
P.O. Box 83720   Boise ID 83720-

0036 208-287-1141 tisdale1@idhw.state.id.us

Idaho Kandace Yearsley IV-Director
Child Support 

Services Department 
of Health & Welafare 

450 W. State Street 
2nd Floor  Boise ID 83720 (208) 334-0620 yearslek@idhw.state.id.us

Montana Shirley Brown Division Administrator Child and Family 
Services Division  1400 Broadway   Helena MT 59601

Montana Jackie Forba Acting Bureau Chief Health Care 
Resources Bureau     (406) 444-5288 jforba@mt.gov

Montana Lonnie Olson Director
Department of Public 
Health and Human 
Services CSE Div. 

3075 N. Montana 
Ave. Suite 112  Helena MT 59620 (406) 444-3338 lolson@state.mt.us

Montana Kathe Quittenton Medicaid Program 
Officer

MT Department of 
Public Health and 
Human Services  

   MT 406-444-9022 kquittenton@mt.gov

Nevada Connie Anderson      canderson@dhcfp.state.nv.us

Nevada Theresa Anderson Division of Child and 
Family Services  

711 East Fifth Street 
M.S.:  Sand Springs  Carson City NV 89701 (775) 684-4434 tmanders@dcfc.state.nv.us

Nevada Sue Berfield Assistant Director
Clark County District 

Attorney Family 
Support Division 

   carterb@co.clark.nv.us

Nevada Kathi Brunson Unit Administrator
Clark County District 

Attorney Family 
Support Division 

   carterb@co.clark.nv.us

Nevada Louise Bush Chief, Child Support 
Enforcement Program State Welfare Division 1470 E. College 

Parkway   Carson City NV 89706 7756840705 lbush@welfare.state.nv.us

Nevada Charles Duarte Administrator
Division of Health 

Care Financing and 
Policy  

   Carson City NV cduarte@dhcfp.state.nv.us

Nevada Nancy Ford Welfare Administrator      nkford@welfare.state.nv.us

Nevada Susan Hallahan Chief Deputy District 
Attorney

Washoe County Child 
Support Enforcement 

Division 
   SHallaha@da.washoecounty.us

Nevada Jeanne Marsh
Washoe County 
Social Services 

Children's Services 
P.O. Box 11130   Reno NV 89510 (775) 337-4430 jmarsh@washoe.county.us

Nevada Lance Turner Administrator
Washoe County 

District Attorney's 
Child Support Division 

   775789-7152 lturner@da.washoecounty.us

Nevada C.A. Watts Director
Clark County District 

Attorney Family 
Support Division 

   carterb@co.clark.nv.us

North Dakota Marget Anderson      

North Dakota Paul Ronningen Director of Children & 
Family Services

Department of Human 
Services  600 East Blvd.   Bismarck ND 58505 7013281725 soronp@state.nd.us

North Dakota Mike Schwindt Director CSE Agency  
PO Box 7190 1929 
North Washington 

Street  
Bismarck ND 58507 (701) 328-7501 soschm@state.nd.us

North Dakota David Skalsky ND Dept. of Human 
Services  

600 E Boulevard Ave 
Dept 325  Bismarck ND 58503 701-328-2324 soskad@state.nd.us

Oregon Cindi Chinnock Director
Department of Justice 

Division of Child 
Support 

494 State Street, SE 
Suite 300  Salem OR 97301 (503) 986-6083 cindi.chinnock@state.or.us

Oregon Bob David   494 State Street 
Suite 300  Salem OR 97301 503-986-6085 bob.david@state.or.us

Oregon Nancy Horn Outreach Coordinator Office of Medical 
Assistance Programs  

500 Summer St NE 
3rd Floor E-35  Salem OR 97301-

1014 503-945-6736 nancy.g.horn@state.or.us

Oregon Nancy Keeling

Administrator, Oregon 
Office of Safety and 

Permanency for 
Children

Oregon Dept. of 
Human Services 

Children, Adults and 
Families 

500 Summer Street, 
NE E67   Salem OR 97301-

1064 503-945-6627 nancy.keeling@state.or.us

South Dakota Jolene Brakke
SD Dept. of Social 
Services Office of 
Medical Services 

700 Governors Drive  Pierre SD 57501 605-773-3601 Jolene.Brakke@state.sd.us

South Dakota Doug Dix      doug.dix@state.sd.us

South Dakota Terry Walter Administrator State Office of Child 
Support Enforcement  700 Governor's Drive Pierre SD 57501-

2291 (605) 773-7295 terry.walter@state.sd.us

Utah Michael Hales Assistant Director Division of Health 
Care Financing  P.O. Box 144102   Salt Lake City UT 84114-

4102 801-538-6965 mthales@utah.gov

Utah Gayleen Henderson CHIP Program 
Manager

Division of Health 
Care Financing 

Bureau of Access 
P.O. Box 144102   Salt Lake City UT 84114-

4102 801-538-6135 ghenderson@utah.gov

Utah James Kidder Director

Bureau of Child 
Support Services 

Office of Recovery 
Services 

515 East, 100 South 
P.O. Box 45033  Salt Lake City UT 84145-

0033 (801) 536-8911 jameskidder@utah.gov

Washington Heidi Brown Deputy Assistant 
Secretary

Medical Assistance 
Administration     WOODCJL@dshs.wa.gov
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Roster:  Reno, continued 
Washington Adolfo Capestany Acting Director Division of Child 

Support  712 Pear Street SE   Olympia WA 98507-
9162 ACapestany@dshs.wa.gov

Washington Jann Hoppler Office Chief, Federal 
Funding

Dept. of Social & 
Health services 

Children's 
Administration 

   Rham300@dshs.wa.gov

Wyoming Diana Cook Medicaid Consultant      sgreen@state.wy.us

Wyoming Brenda Lyttle IV-D Director
Department of Family 

Services Child 
Support Enforcement 

2300 Capitol Avenue 
Hathaway Building, 

Third Floor  
Cheyenne WY 82002-

0490 (307) 777-6068 blyttl@state.wy.us

Wyoming Debbie Paiz Recovery Manager      sgreen@state.wy.us

Wyoming Jeanne Scheneman SCHIP Insurance 
Manager      sgreen@state.wy.us

CMS Beverly Binkier Health Insurance 
Specialist   75 Hawthorne Street 

5th Floor  San Francisco CA 94105 (415) 744-3580 beverly.binkier@cms.hhs.gov

CMS Janice Caldwell Funding Specialist CMS  705 North Plaza 
Room 130  Carson City NV 89701 775841-2356 jcaldwell@cms.hhs.gov

CMS Richard Fenton Deputy Director
Family and Children's 

Health Programs 
Group  

   (410) 786-5320 richard.fenton@cms.hhs.gov

CMS John Folkemer      john.folkemer@cms.hhs.gov

CMS Barbara Richards DHHS/CMS/OA/WC/
REG10/DMCH     Seattle WA (206) 615-2267 barbara.richards@cms.hhs.gov

The Center for the 
Support of Families Wendy Lynn Gray Senior Associate   4715 Fulton Street 

NW   Washington DC 20007 (240) 676-7180 wgray@csfmail.org

U.S. Department of 
Health and Human 

Services
Jennifer Burnszynski Social Science Analyst

Office of the Assistant 
Secretary for Planning 

and Evaluation  

200 Independence 
Avenue SW Room 

404E  
Washington DC 20201 (202) 690-8651 jennifer.burnsynzski@hhs.gov

U.S. Department of 
Health and Human 

Services
Ira Pollack Regional Manager DHHS Office for Civil 

Rights 
50 United Nations 

Plaza   San Francisco CA 94102 415-437-8328 ira.pollack@hhs.gov

ACF Daniel Baker Program Specialist DHHS ACF Region IX 50 United Nations 
Plaza Room 450  San Francisco CA 94102 415-437-8450 dabaker@acf.hhs.gov

ACF Toni Baker  ACF 
370 L'Enfant 

Promenade, SW #0-
483  

Washington DC 20447 202-401-4731 tbaker@acf.hhs.gov

ACF Dennis Barton Regional Administrator ACF Region VIII    dbarton@acf.hhs.gov

ACF Diane Degenhart CSE Program 
Specialist

DHHS ACF Region 
VIII 

1961 Stout Street 9th 
Floor  Denver CO 80294 303-844-1139 diane.degenhart@acf.hhs.gov

ACF Sharon Fujii Regional Administrator DHHS ACF Region IX 50 United Nations 
Plaza Room 450  San Francisco CA 94102 415-437-8400 sfujii@acf.hhs.gov

ACF Linda Gillett Child Support Team 
Leader ACF, Region X     Seattle WA 98121 206-615-2564 lgillett@acf.hhs.gov

ACF John Henderson Children & Families 
Program Specialist DHHS/ACF Region X  2201 Sixth Avenue, 

Suite 300, MS 70   Seattle WA 98121 (206) 615-2482 jhenderson@acf.hhs.gov

ACF William Hornsby Child Welfare 
Program Specialist

ACF Children's 
Bureau    202-205-8632 whornsby@acf.hhs.gov

ACF Marilyn Kennerson Child Welfare Lead HHS/ACF/Region 8  1961 Stout Street 
Office 940  Denver CO 80294-

3538 (303) 844-1163 mkennerson@acf.hhs.gov

ACF John Kersey Associate Regional 
Administrator DHHS ACF Region IX 50 United Nations 

Plaza Room 450  San Francisco CA 94102 415-437-8415 jkersey@acf.hhs.gov

ACF Diane Livesay ARA Denver Regional 
Office     303-844-7057 diane.livesay@cms.hhs.gov

ACF Linda Minamoto Associate Regional 
Administrator

Centers for Medicare 
and Medicaid 

Services, Region IX 
Division of Medicaid 

and Children's Health 

   415 744-3568 Linda.Minamoto@cms.hhs.gov

ACF Kimberly Patton CW Program 
Specialist

DHHS ACF Region 
VIII 

1961 Stout Street 9th 
Floor  Denver CO 80294 303-844-1483 kpatton@acf.hhs.gov

ACF Rosanne Robinson Program Specialist DHHS ACF Region 
VIII 

1961 Stout Street 9th 
Floor  Denver CO 80294 303-844-1205 rosanne.robinson@acf.hhs.gov

ACF Betty Strecker CMS Health Insurance 
Specialist

Denver Regional 
Office     303-844-7028 betty.strecker@cms.hhs.gov

ACF Nancy Thoma Groetken Program Specialist ACF Region VII ACF 601 East 12th 
Street  Room 276 Kansas City MO 64106 (816) 426-2270 Nancy.ThomaGroetken@acf.hhs.gov

OCSE Tiffany Barfield Special Assistant to 
the Commissioner

Federal Office of Child 
Support Enforcement  

370 L'Enfant 
Promenade   Washington DC 20447 tbarfield@acf.hhs.gov

OCSE Lily Matheson Director Division of Policy  
370 L'Enfant 

Promenade, SW 4th 
Floor  

Washington DC 20447 (202) 401-6979 ematheson@acf.hhs.gov

OCSE Tom Miller Policy Program 
Specialist Division of Policy  370 L'Enfant 

Promenade, SW   Washington DC 20447 2024015730 tgmiller@acf.hhs.gov

OCSE Joyce Pitts Director

DHHS/ACF/OCSE 
Division of Planning, 

Research & 
Evaluation 

370 L'Enfant 
Promenade, SW 4th 

Floor  
Washington DC 20447 (202) 401-5374 jpitts@acf.hhs.gov
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Roster:  Little Rock 
Region VI Medical Support Meeting
Attendee Roster
Little Rock, Arkansas
July 19, 2005

NOTE:  Sorted alphabetically by REPRESENTATION with STATES/TERRITORIES listed first, then OTHER organizations, then FEDERAL/REGIONAL OFFICES

Representation First Name Last Name Title Organization Address City State Zip Code Office Phone Fax Number E-mail

Arkansas Cecile Blucker Assistant Director

Department of Health and 
Human Services Division of 

Children and Family 
Services Office of Financial 

& Administrative Support

P.O. Box 1437 
Slot S 560 700 

Main Street 
Little Rock AR 72203 (501) 682-8432 cecile.blucker@arkansas.gov

Arkansas Dan McDonald Administrator

Department of Health and 
Human Services Office of 

Child Support Enforcement 
Division of Revenue

400 East Capitol 
72202 P.O. Box 

8133 
Little Rock AR 72203 (501) 682-6169 (501) 682-6002 dan.mcdonald@ocse.state.ar.us

Arkansas Pat Page Assistant Director

Department of Health and 
Human Services Division of 

Children and Family 
Services Office of 

Legislative Analysis, 
Research & Planning

P.O. Box 1437 
Slot S 560 700 

Main Street 
Little Rock AR 72203 (501) 682-8544 pat.page@arkansas.gov

Arkansas Carolyn Patrick
Department of Health and 

Human Services Division of 
Medical Services 

Donaghey Plaza 
South Suite 

1100 
Little Rock AR 72203-1437 (501) 682-8359 carolyn.patrick@medicaid.state.ar.us

Arkansas Dorothy Vance
Department of Health and 

Human Services Division of 
Medical Services 

Donaghey Plaza 
South Suite 

1100 
Little Rock AR 72203-1437 (501) 683-2916 dorothy.vance@medicaid.state.ar.us

Louisiana Robbie Endris Executive Director
Department of Social 

Services Support 
Enforcement Services 

PO Box 94065-
4065  Baton Rouge LA 70804 (225) 342-4780 (225) 342-7397 rendris@dss.state.la.us

Louisiana Ruth Kennedy
Medicaid Deputy 
Director/ LaChip 

Director

Department of Health & 
Hospitals  

1201 Capital 
Access Road 

P.O. Box 91030 
Baton Rouge LA 70821-9030 (225) 342-9240 (225) 342-9508 rkennedy@dhh.la.gov

Louisiana John McInturf Director of Child 
Welfare Programs

Department of Social 
Services Office of 

Community Services 
PO Box 3318  Baton Rouge LA 70821 (225) 342-4005 (225) 342-9087 jmcinturf@dss.state.la.us

Louisiana William Perkins Program Manager 2 
(TPL)

Department of Health & 
Hospitals  

1201 Capital 
Access Road 

P.O. Box 91030 
Baton Rouge LA 70821-9030 (225) 342-8935 bperkins@dhh.la.gov

New Mexico Linnette Carlson Administrative 
Deputy Director

Human Services Children, 
Youth and Families 

Department Protective 
Services Division

P.O. Drawer 
5160  Santa Fe NM 87502-5160 (505) 827-8474 (505) 827-8480 linnetted.carlson@state.nm.us

New Mexico Anderson Lattimore

Human Services Children, 
Youth and Families 

Department Protective 
Services Division

P.O. Drawer 
5160  Santa Fe NM 87502-5160 (505) 827-8400 AJLattimore@cyfd.state.nm.us

New Mexico Marilyn Martinez Financial Manager

Human Services Children, 
Youth & Families 

Department Protective 
Services Division

P.O. Drawer 
5160  Santa Fe NM 87502-5160 (505) 827-8004 marilyn.martinez@state.nm.us

New Mexico Rebecca Schwarz Adm/Ops Mgr - 
Medicaid Eligibility

Human Services 
Department Medical 
Assistance Division 

P.O. Box 2348  Santa Fe NM 87504-2348 (505) 476-6818 (505) 476-6825 rebecca.schwarz@state.nm.us

New Mexico Jeff Thompson

Human Services 
Department Children, 
Youth and Families 

Department Protective 
Services Division

P.O. Drawer 
5160  Santa Fe NM 87502-5160 (505) 827-8400 JLThompson@cyfd.state.nm.us

New Mexico Cathi Valdes Deputy Director
Human Services 

Department Child Support 
Enforcement Division 

PO Box 25110  Santa Fe NM 87504 (505) 476-7048 (505) 476-7045 cathi.valdes@state.nm.us

Oklahoma Charles Brodt Director of Federal-
State Health Policy Health Care Authority    brodtc@ohca.state.ok.us

Oklahoma Gary Dart Director CSE Division  P.O. Box 53552  Oklahoma City OK 73153 (405) 522-2874 (405) 522-2753 gary.dart@okdhs.org

Oklahoma Skip Franklin

Programs 
Administrator, 

Continuous Quality 
Improvement

Department of Human 
Services Children and 

Family Services Division 
PO Box 25352  Oklahoma City OK 73125 (405) 521-4388 (405) 521-4373 HC.Franklin@okdhs.org

Oklahoma Lynn Mitchell Medicaid Director Health Care Authority    mitchelll@ohca.state.ok.us

Oklahoma Amy White
Permanency 

Planning Program 
Manager

Department of Human 
Services Children and 

Family Services Division 
PO Box 25352  Oklahoma City OK 73125 (918) 588-1742 (918) 588-1757 amy.white@okdhs.org

Texas Janis Brown

Division 
Administrator for 

Federal and State 
Support

Dept. of Family & Protective 
Services Child Protective 

Services 

PO Box 149030 
701 W. 51st 

Street 
Austin TX 78714-9030 (512) 438-3412 (512) 438-3782 janis.brown@dfps.state.tx.us

Texas Tamela Griffin Assistant Director
Department of Family and 
Protective Services Budget 

and Federal Funds 

701 W. 51st Mail 
Code E-669 Austin TX 78751 (512) 438-5671 (512) 438-4853 tamela.griffin@dfps.state.tx.us

Texas Casey Hoffman Deputy Attorney 
General

Attorney General of Texas 
Families and Children P.O. Box 12548  Austin TX 78711-2548 (512) 936-1878 (512) 463-2063 casey.hoffman@oag.state.tx.us

Texas Alicia Key Director
Office of the Attorney 
General Child Support 

Division 

PO Box 12017 
Mail Code 33 Austin TX 78711 (512) 460-6122 alicia.key@cs.oag.state.tx.us

Texas Ron Lindsey     (512) 858-4532

Texas Kathy Shafer
Deputy Director for 

Federal 
Coordination

Office of the Attorney 
General Child Support 

Division 

Post Office Box 
12017  Austin TX 78711-2017 (512) 460-6134 (512) 460-6040 kathy.shafer@cs.oag.state.tx.us

Texas Rachel Vasquez Program Specialist 
II

Health and Human 
Services Commission 

Office of Inspector General 
Third Party Resources Unit

P.O. Box 85200 
11101 Metric 
Blvd, Bldg I 

Austin TX 78708-5200 (512) 491-2806 (512) 833-6484 Rachel.Vasquez@hhsc.state.tx.us

CMS Shirley Glaspie Chief CMS Medicaid & SCHIP 
Program Branch Region VI

1301 Young 
Street Suite 714 
Mail Stop 833 

DMSO

Dallas TX 75202 (214) 767-6407 shirley.glaspie@cms.hhs.gov

CMS Gary Martin Health Insurance 
Specialist CMS Region VI MSPB

1301 Young 
Street Suite 714 

Mail Stip 833 
DMSO

Dallas TX 75202 (214) 767-3537 gmartin1@cms.hhs.gov
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Roster:  Little Rock, continued 
CMS Marty Svolos CMS Division of Eligibility, 

Enrollment and Outreach 

7500 Security 
Boulevard South 
Building Room 

S2-08-28

Baltimore MD 21244-1850 (410) 786-4582 msvolos@cms.hhs.gov

ACF Ray Bishop Director Office of State and Tribal 
Programs  Region VI

1301 Young 
Street Room 

945 
Dallas TX 75202 (214) 767-8849 (214) 767-8890 rbishop@acf.hhs.gov

ACF Patsy Buida Foster Care 
Specialist ACYF Children's Bureau 

330 C Street 
S.W. Switzer 

2412 
Washington DC 20447 (512) 338-1580 (202) 205-8221 Pbuida@acf.hhs.gov

ACF Sona Cook OCSE Specialist Region VI  1301 Young 
Street 9th Floor Dallas TX 75202 (214) 767-2973 (214) 767-8890 scook@acf.hhs.gov

ACF Ron Gardner OCSE Specialist Region VI  1301 Young 
Street 9th Floor Dallas TX 75202 (214) 767-8465 (214) 767-8890 rgardner@acf.hhs.gov

ACF Armand Graves OCSE Specialist Region VI  
1301 Young 
Street Room 

945 
Dallas TX 75202 (214) 767-4541 (214) 767-8890 agraves@acf.hhs.gov

ACF June Lloyd CW Program 
Manager Region VI  1301 Young 

Street 9th Floor Dallas TX 75202 (214) 767-8466 (214) 767-8890 jlloyd@acf.hhs.gov

ACF Lisa McGee Deputy Council for 
County Operations

Division of Children and 
Family Services Office of 

the Commissioner Office of 
Financial Management

5600 Fishers 
Lane HFA-120 Rockville MD 20857 (301) 827-3917 (301) 827-4634 lisa.mcgee@fda.hhs.gov

ACF John Moody OCSE Specialist Region VI  
1301 Young 
Street Room 

945 
Dallas TX 75202 (214) 767-5577 (214) 767-8890 jmoody@acf.hhs.gov

ACF Reta Oliver-Muller OCSE Specialist Region VI  1301 Young 
Street 9th Floor Dallas TX 75202 (214) 767-8030 (214) 767-8890 roliver-muller@acf.hhs.gov

ACF Tomasia Pinter OCSE Specialist Region VI  
1301 Young 
Street Room 

945 
Dallas TX 75202 (214) 767-2972 (214) 767-8890 tpinter@acf.hhs.gov

ACF Yvette Riddick Policy & Automation 
Liaison

Office of Child Support 
Enforcement Division of 

Policy 

370 L'Enfant 
Promenade, 

S.W.  
Washington DC 20447 (202) 401-4885 yriddick@acf.hhs.gov

ACF Clark Seabaugh CSE Program 
Specialist Region VI  1301 Young 

Street 9th Floor Dallas TX 75202 (214) 767-6241 (214) 767-8890 cseabaugh@acf.hhs.gov

ACF Debbie Shiell     dshiell@acf.hhs.gov

ACF James Travis OCSE Program 
Manager OCSE Region VI 1301 Young 

Street 9th Floor Dallas TX 75202 (214) 767-6239 (214) 767-8890 jtravis@acf.hhs.gov

OCSE Karen Anthony IT Specialist
OCSE Office of Automation 

and Program Operations 
Division of State Systems

370 L'Enfant 
Promenade, SW Washington DC 20447 (202) 690-6275 (202) 401-4582 kanthony@acf.hhs.gov

OCSE Katie Donley Policy Specialist OCSE Division of Policy 
370 L'Enfant 

Promenade, 4th 
Floor East  

Washington DC 20447 (202) 401-1381 (202) 401-4054 kdonley@acf.hhs.gov

OCSE Andrew Hagan Program (Policy) 
Specialist

OCSE Division of Planning, 
Research and Evaluation 

370 L'Enfant 
Promenade, SW 

4th Floor 
Washington DC 20447 (202) 401-5375 (202) 401-4054 ahagan@acf.hhs.gov

OCSE James Hicks IT Specialist OCSE Division of State and 
Tribal Systems 

370 L'Enfant 
Promenade, SW Washington DC 20447 (202) 205-3603 (202) 401-4582 jehicks@acf.hhs.gov

OCSE Leon McCowan ACF Regional 
Administrator OCSE Region VI 

1301 Young 
Street Room 

914 
Dallas TX 75202 (214) 767-9648 (214) 767-3743 lmccowan@acf.hhs.gov

OCSE David Siegel Deputy 
Commissioner OCSE  

370 L'Enfant 
Promenade, 

S.W.  
Washington DC 20447 (202) 260-0339 dsiegel@acf.hhs.gov

SITC Paula Cottrell Member Technical 
Team

State Information 
Technology Consortium  

2214 Rock Hill 
Road SSCI 

Building 
Herndon VA 20170 (703) 742-7183 (703) 742-7350 cottrell@systemsandsoftware.org
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Roster:  Charleston 
Region IV Medical Support Meeting
Attendee Roster
Charleston, SC
August 10-11, 2005

Representation First Name Last Name Title Organization Address City State Zip 
Code Office Phone Ext. Fax Email

Alabama Margaret Bonham Director
Department of Human 

Resources Family 
Services 

50 Ripley Street Gordon 
Persons Building  Montgomery AL 36130 (334) 242-9502 (334) 242-0939 mbonham@dhr.state.al.us

Alabama Greta Felton CMS     Gfelton@medicaid.state.al.us

Alabama Janice Grubbs Policy Analyst

Alabama Dept of 
Human Resources 

Child Support 
Enforcement Division 

S. Gordon Persons 
Building 50 Ripley 

Street  PO Box 304000
Montgomery AL 36130-

4000 (334) 756-2209 (334) 756-2369 jgrubbs@dhr.state.al.us

Alabama Diana McCampbell Director Child Support 
Enforcement Division  50 Ripley Street   Montgomery AL 36130-

4000 (334) 353-4379 (334) 242-0606 dmccampbell@dhr.state.al.us

Alabama Gayle Sandlin Director S-CHIP     Gsandlin@adph.state.al.us1

Alabama Turenza Smith
Enrollment Unit 

Director ADPH-CHIP  
201 Monroe Street 
Suite 250  PO Box 

303017
Montgomery AL 36130-

3017 (334) 206-5568 (334) 206-5461 turenzasmith@adph.state.al.us

Florida Karen Armstrong      armstrok@dor.state.fl.us

Florida Sherri Michel-Singer
Administrator 

Permanency & Well-
Being

Child Welfare & 
Community Based 

Care Department of 
Children & Families 

1317 Winewood Blvd 
Building 6, Room 158  Tallahassee FL 32399-

0700 (850) 448-8762 (850) 487-0688 sherri_michel-singer@dcf.state.fl.us

Florida Santiago Sanchez Program Analyst

Agency for Health 
Care Administration 
Medicaid Services - 

MediKids 

2727 Mahan Drive M/S 
#20  Tallahassee FL 32308-

5403 (850) 414-8326 (850) 921-9989 sanchezs@fdhc.state.fl.us

Florida Sharyn Thomas      thomass@dor.state.fl.us

Georgia Ronnie Bates      rbates@dhr.state.ga.us

Georgia Theresa Johnson Department of 
Community Health     (404) 657-7263 (404) 656-4913 tjohnson@dch.state.ga.us

Georgia Cindy Moss Director, State 
Operations

Department of Human 
Resources OCSE 

2 Peachtree Street 20-
101  Atlanta GA 30303 (404) 657-1130 (404) 657-1462 crmoss1@dhr.state.ga.us

Georgia Dawn Noll Division of Family & 
Children Services  

2 Peachtree Street # 18-
215  Atlanta GA 30303 (404) 657-3480 (404) 657-3486 dmnoll@dhr.state.ga.us

Georgia Robert Riddle Director State OCSE  Suite 20.460   Atlanta GA 30303 (404) 657-0634 (404) 657-3326 reriddle@dhr.state.ga.us

Kentucky Lisa Lee Assistant Director

Dept for Medicaid 
Services Division of 

Children's Health 
Insurance (KCHIP) 

275 East Main Street 
6W-D  Frankfort KY 40621-

0001 (502) 564-6890 3107 (502) 564-0509 Lisa.Lee@ky.gov

Kentucky Michelle Sanborn Director

Department for 
Community Based 

Services Division of 
Protection & 
Permanency 

275 East Main Street 
3E-A  Frankfort KY 40621 (502) 564-6852 (502) 564-4653 Michelle.Sanborn@ky.gov

Kentucky Gail Wells Internal Policy 
Analyst

Division of Child 
Support  P.O. Box 2150   Frankfort KY 40602-

2150 (502) 564-2285 4404 gail.wells@ky.gov

Mississippi Maria Morris CHIP Administrator Division of Medicaid     (601) 359-4294 (601) 359-9557 chmdm@medicaid.state.ms.us

Mississippi Patricia Shannon Program 
Administrator

Department of Human 
Services Division of 
Family & Children's 

Services 

   (601) 359-4495 pshannon@mdhs.state.ms.us

Mississippi Shirlean Smith Director

Division of Medicaid 
Policy and Planning 
Third Party Recovery 

Bureau 

239 North Lamar Street 
Suite 801  Robert E. 

Lee Bldg.
Jackson MS 39201-

1399 (601) 359-6110 (601) 359-6632 prsss@medicaid.state.ms.us

North Carolina Beth Amos Assistant Chief for 
Local Operations

Child Support 
Enforcement Division  8800 Waynick Drive   Raleigh NC 27617 (919) 255-3896 (919) 212-3840 beth.amos@ncmail.net

North Carolina David Atkinson Assistant Chief Family Support & Child 
Welfare Services  

323 N. Salisbury Street 
MSC 2439  Raleigh NC 27699 (919) 733-4570 (919) 715-5457 David.Atkinson@ncmail.net

North Carolina Barry Miller Chief Child Support 
Enforcement Division  P.O. Box 20800   Raleigh NC 27619 (919) 255-3800 (919) 212-3840 barry.miller@ncmail.net

North Carolina Benjamin Rose Chowan County DSS  P.O. Box 296   Edenton NC 27932 (252) 482-7441 269 ben.rose@ncmail.net

North Carolina Cindy Wilson
IEVS Project 
Coordinator

Division of Medical 
Assistance Medicaid 

2506 MSC, Hoey 
Building 801 Ruggles 

Drive  
Raleigh NC 27606 (919) 855-4009 (919) 715-0801 Cindy.Wilson@ncmail.net

North Carolina Jon York MEU Supervisor Division of Medical 
Assistance SCHIP 801 Ruggles Drive   Raleigh NC (919) 855-4012 (919) 715-0801 jon.york@ncmail.net

South Carolina Larry McKeown Director
Department of Social 

Services Child Support 
Enforcement Division 

3150 Harden Street 
P.O. Box 1469  Columbia SC 29202-

1469 (803) 898-9337 lmckeown@dss.state.sc.us

South Carolina Carolyn Roach Director Division of Medicaid 
Policy and Planning  

PO Box 8206 1801 
Main Street/J837  Columbia SC 29202 (803) 898-3967 (803) 255-8350 RoachCA@dhhs.state.sc.us

South Carolina Mary Williams Director
Dept of Social 

Services Division of 
Human Services 

1535 Confederate 
Avenue Room 507  Columbia SC 29201 (803) 898-7318 (803) 898-7641 mwilliams1@dss.state.sc.us

Tennessee Charles Bryson Director
Child Support Field 

Operations and 
Management  

Citzens Plaza Building 
Building 400, 12th Floor 

Deaderick Street
Nashville TN 37248 (615) 313-5126 (615) 532-2791 charles.bryson@state.tn.us

Tennessee Bill Duffey IV-D Director
Department of Human 
Services Child Support 

Services 

Citizens Plaza Building 
400 Deadrick Street, 

12th Floor  
Nashville TN 37248-

7400 (615) 313-4880 (615) 532-2791 bill.duffey@state.tn.us

Tennessee Mohamed El Kaissy Department of 
Children's Services  

436 6th Ave. N Cordel 
Hull Bldg  7th Floor Nashville TN (615) 532-8340 (615) 741-6177 Mohamed.El-Kaissy@state.tn.us

Tennessee Katie Longsmith      katie.longsmith@state.tn.us

CMS Sally Brown Health Insurance 
Specialist Atlanta Regional Office 61 Forsyth Street SW 

Suite 4T20  Atlanta GA 30303 (404) 562-7352 (404) 562-7481 sally.brown@cms.hhs.gov

CMS Kathleen Farrell      kathleen.Farrell@cms.hhs.gov

CMS Richard Fenton Deputy Director
Family and Children's 

Health Programs 
Group  

   (410) 786-5320 richard.fenton@cms.hhs.gov

CMS Mary Kaye Justis Branch Chief Atlanta Regional Office    (404) 562-7417 mary.justis@cms.hhs.gov

CMS Catherine Kasriel Health Insurance 
Specialist

Division of Medicaid 
and Children's Health 
Medicaid and SCHIP 

Policy Branch 

61 Forsyth Street SW 
Suite 4T20  Atlanta GA 30303 (404) 562-7411 (404) 562-7481 Catherine.Kasriel@cms.hhs.gov

CMS Rita Nimmons Health Insurance 
Specialist Atlanta Regional Office 61 Forsyth Street SW 

Suite 4T20  Atlanta GA 30303 (404) 562-7481 Rita.Nimmons@cms.hhs.gov

Policy Studies 
Incorporated Jane Venohr Researcher   1899 Wynkoop Street 

Suite 300  Denver CO 80202 (404) 562-2831 (303) 295-0244 jvenohr@policy-studies.com

NOTE:  Sorted alphabetically by REPRESENTATION with STATES/TERRITORIES listed first then OTHER organizations then FEDERAL/REGIONAL OFFICES
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Roster:  Charleston, continued 
Policy Studies 
Incorporated Sue Williamson Project Director      (303) 226-5451 (303) 295-0244 swilliamson@policy-studies.com

The Center for the 
Support of Families Wendy Lynn Gray Senior Associate   4715 Fulton Street NW  Washington DC 20007 (240) 676-7180 (202) 364-6953 wgray@csfmail.org

U.S. Department of 
Health and Human 

Services
Jennifer Burnszynski

Social Science 
Analyst

Office of the Assistant 
Secretary for Planning 

and Evaluation  

200 Independence 
Avenue SW Room 

404E  
Washington DC 20201 (202) 690-8651 (202) 690-6562 jennifer.burnsynzski@hhs.gov

ACF Mary Gay
Program Specialist 

(Region IV 
Representative)

ACF     (404) 562-2953 mgay@acf.hhs.gov

ACF Al Grasso Supervisor OCSE Audit Office - 
Atlanta     (404) 562-2970 agrasso@acf.hhs.gov

ACF David Kasriel Children and Families 
Program Specialist   

Sam Nunn Atlanta 
Federal Center 61 
Forsyth Street, SW  

Suite 4M60

Atlanta GA 30303-
8909 (502) 564-6890 (502) 564-0509 dkasriel@acf.hhs.gov

ACF Jane Morgan Director, Capacity 
Building Division

DHHS Children's 
Bureau 330 C Street SW   Washington DC 20447 (202) 205-8807 (202) 205-8221 Jmorgan@acf.hhs.gov

ACF Carol Osborne Director of State 
Programs Region IV  61 Forsyth Street Suite 

4M60  Atlanta GA 30303 (404) 562-2831 (404) 562-2984 coborne@acf.hhs.gov

ACF Carola Pike Program Specialist

Department of Health 
and Human Services 

Administration for 
Children and Families 

Region IV Office

60 Forsyth St, SW Suite 
4M60  Atlanta GA 30303 (404) 562-2907 cpike@acf.hhs.gov

ACF Robert Richie      brichie@acf.hhs.gov

ACF Octavia Russell      arussell@acf.hhs.gov

ACF Janet Shore Program Specialist   61 Forsyth Street  Suite 
4M60 Atlanta GA 30303 (404) 562-2961 (404) 562-2984 jashore@acf.hhs.gov

ACF Nancy Thoma Groetken Program Specialist ACF Region VII ACF 601 East 12th 
Street  Room 276 Kansas City MO 64106 (816) 426-2270 (816) 426-2888 Nancy.ThomaGroetken@acf.hhs.gov

ACF Ruth Walker-Simpson CW Region IV     rwalker@acf.hhs.gov

ACF Hazel Walton Program Specialist Atlanta Regional Office 61 Forsyth Street  Suite 
4M60 Atlanta GA 30303 (404) 562-2962 (404) 562-2985 hwalton@acf.hhs.gov

OCSE Karen Anthony IT Specialist

OCSE Office of 
Automation and 

Program Operations 
Division of State 

Systems

370 L'Enfant 
Promenade, SW   Washington DC 20447 (202) 690-6275 (202) 401-4582 kanthony@acf.hhs.gov

OCSE Tiffany Barfield
Special Assistant to 
the Commissioner

Federal Office of Child 
Support Enforcement  

370 L'Enfant 
Promenade   Washington DC 20447 tbarfield@acf.hhs.gov

OCSE John Cheng OCSE  370 L'Enfant 
Promenade SW   Washington DC 20447 jcheng@acf.hhs.gov

OCSE Linda Keely Analyst
Office of Automation 

and Program 
Operations  

370 L'Enfant 
Promenade, SW   Washington DC 20447 (202) 401-5072 (202) 401-5558 lkeely@acf.hhs.gov

OCSE Lily Matheson Director Division of Policy  
370 L'Enfant 

Promenade, SW 4th 
Floor  

Washington DC 20447 (202) 401-6979 (202) 404-5559 ematheson@acf.hhs.gov

OCSE Tom Miller Policy Program 
Specialist Division of Policy  370 L'Enfant 

Promenade, SW   Washington DC 20447 (202) 401-5730 tgmiller@acf.hhs.gov

SITC Sheila Drake
Task Lead and 
Meeting/Event 

Planner

State Information 
Technology 
Consortium  

2214 Rock Hill Road 
SSCI Building  Herndon VA 20170 (703) 742-7127 (703) 742-7168 drake@systemsandsoftware.org
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Roster:  Boston 
Attendee Roster
Boston, MA
August 17-18, 2005

Representation First Name Last Name Title Organization Address City State Zip Code Office Phone Ext. Fax Number Email
Connecticut Eric Anderson Public Assistance 

Consultant
Department of Social 

Services  25 Sigourney Street  Hartford CT 06106 (860) 424-5465 (860) 424-4958 eric.anderson@po.state.ct.us

Connecticut Kathleen Bannon Director
Revenue Enhancement 
Division Department of 
Children and Families 

505 Hudson Street  Hartford CT 06106 (860) 550-6386 (860) 723-7240 kathleen.bannon@po.state.ct.us

Connecticut Diane Fray Director
Department of Social 

Services Bureau of Child 
Support Enforcement 

25 Sigourney Street  Hartford CT 06106-5033 (860) 424-5253 (860) 951-2996 dmf888@att.net

Connecticut Ida Harris Public Assistance 
Consultant

Department of Social 
Services  25 Sigourney Street  Hartford CT 06106 (860) 424-5182 (860) 424-5351 ida.harris@po.state.ct.us

Delaware Carlyse Giddins Director Division of Family 
Services    (302) 633-2657 cgiddins@state.de.us

Delaware Charles Hayward Director
Division of CSE Delaware 

Health and Social 
Services 

P.O. Box 904 84A 
Christiana Road New Castle DE 19720 (302) 326-6200 (302) 326-6246 charles.hayward@state.de.us

Delaware David Michalik Senior Social 
Administrator

Division of Medicaid & 
Medical Assistance    (302) 255-9577 dave.michalik@state.de.us

District Of Columbia Uma Ahluwalia     uma.ahluwalia@dc.gov

District Of Columbia Pamela Campbell Program Analyst Medical Assistance 
Administration  

825 North Capitol Street, 
N.E. Suite 5135 Washington DC (202) 442-9206 (202) 442-4790 pamela.campbell@dc.gov

District Of Columbia Robert Maruca Senior Deputy Director
Medical Assistance 

Administration 
Department of Health 

825 North Capitol Street, 
N.E. Suite 5135 Washington DC (202) 442-5988 robert.maruca@dc.gov

District Of Columbia Benidia Rice Director
Corporation 

Counsel/Child Support 
Enforcement  

441 4th Street  Washington DC 20002 (202) 724-2131 (202) 724-3710 benidia.rice@dc.gov

Maine Stephen Hussey Director

Department of Human 
Services Division of 

Support Enforcement & 
Recovery 

11 State House Station 
268 Whitten Road Augusta ME 888941 (207) 287-2886 (207) 287-2886 stephen.l.hussey@maine.gov

Maine Rose Masure Division Director

Programs and Policy 
Bureau of Family 

Independence 
Department of Health and 
Human Services SHS 11

268 Whitten Road  Augusta ME 04333 (207) 287-3104 (207) 287-5096 rose.masure@maine.gov

Maine William Perfetto Benefits Coordinator DHHS Office of 
MaineCare Services  442 Civic Center Drive  Augusta ME 04333 (207) 287-3936 (207) 287-1788 bill.perfetto@maine.gov

Maine Matthew Ruel MACWIS Program 
Manager

Department of Human 
Services  221 State Street  Augusta ME 04333 (207) 287-3690 (207) 287-5282 matthew.r.ruel@maine.gov

Maryland Brian Shea Director

Department of Human 
Resources Child Support 

Enforcement 
Administration 

311 West Saratoga 
Street 3rd Floor Baltimore MD 21201 (410) 767-7065 410-333-6264 bshea@csea.dhr.state.md.us

Maryland Wayne Stevenson Executive Director Social Services 
Administration  

311 E. Saratoga Street 
Room 578 Baltimore MD 21201 (410) 767-7216 (410) 333-0127 wstevens@dhr.state.md.us 

Maryland Barbara Washington Program Administrator III

Eligibility 
Policy/BSA/OOEP 

Department of Health & 
Mental Hygiene 

201 West Preston Street Baltimore MD 21201 (410) 767-1480 (410) 333-5046 washingtonb@dhmh.state.md.us

Massachusetts Ellen Finnegan Financial Manager Department of Social 
Services    ellen.finnegan@state.ma.us

Massachusetts Nancy Kealey Assistant Director

Premium Assistance 
Programs UMass Medical 

School Revenue 
Operations, BC&R

600 Washington Street  Boston MA 02111 (617) 210-5020 (617) 210-5268 nancy.kealey@state.ma.us

Massachusetts Joanne McNally Management Analyst
Department of Revenue 

Child Support 
Enforcement 

P.O. Box 9561  Boston MA 02114-9561 (617) 626-4135 (617) 626-4089 mcnallyj@dor.state.ma.us

Massachusetts Karen Melkonian Division of Revenue Child 
Support Enforcement   (617) 626-4204 melkonian@dor.state.ma.us

Massachusetts Michele Monahan Director of Information & 
Analysis

Department of Revenue 
Child Support 

Enforcement Division 
100 Cambridge Street  Boston MA 02114 (617) 626-4042 monahanm@dor.state.ma.us

Massachusetts Melissa Niedzwiecki     (617) 626-4247 cummingsmf@dor.state.ma.us

Massachusetts Marilyn Ray Smith Deputy Commissioner/ 
Director

Department of Revenue 
CSE Division PO Box 9561  Boston MA 02114-9561 (617) 626-4170 (617) 626-4059 smithm@dor.state.ma.us

Massachusetts Harry Spence Commissioner Department of Social 
Services  24 Farnsworth Street  Boston MA 02210 (617) 748-2325 (617) 439-4482 Harry.spence@state.ma.us

Massachusetts Ken Thompson Health Systems Strategy 
Advisor

Executive Office of 
Health and Human 

Services  

600 Washington Street 
5th Floor Boston MA 02111 (607) 210-5884 (617) 210-5003 kenneth.thompson@state.ma.us

Massachusetts Beth Waldman Medicaid Director EOHHS Office of 
Medicaid One Ashburton Place  Boston MA 02108 (617) 573-1770 (617) 573-1894 beth.waldman@state.ma.us

New Hampshire Nancy Rollins Director

Division of Children, 
Youth and Families 
Health and Human 

Services 

129 Pleasant Street 4th 
Floor Concord NH 03301 (603) 271-4455 (603) 271-4729 nrollins@dhhs.state.nh.us

New Hampshire Christine Shannon Administrator

Dept. of Health & Human 
Services Office of 

Medicaid Business & 
Policy Bureau of Health 

Ccare Research

  cshannon@dhhs.state.nh.us

New Hampshire Mary Weatherill IV-D Director Department of Health and 
Human Services  129 Pleasant Street  Concord NH 03301 (603) 271-4221 (603) 271-7336 mweatherill@dhhs.state.nh.us

New Jersey Edward Cotton Assistant Commissioner Division of Youth and 
Family Services  50 East State Street  Trenton NJ 08625 (609) 292-6920 (609) 984-0507 edward.e.cotton@dhs.state.nj.us

New Jersey Alisha Griffin Assistant Director
Department of Human 
Services Division of 

Family Development CSE
PO Box 716  Trenton NJ 08625-0716 (609) 584-5093 (609) 588-2064 alisha.griffin@dhs.state.nj.us

New Jersey Ann Kohler Director DMAHS  7 Quakerbridge Plaza 
P.O. Box 712 Trenton NJ 08625 (609) 588-2600 (609) 588-3583 ann.c.kohler@dhs.state.nj.us

NOTE:  Sorted alphabetically by REPRESENTATION with STATES/TERRITORIES listed first then OTHER organizations then FEDERAL/REGIONAL OFFICES
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Roster:  Boston, continued 
New Jersey Heidi Smith Executive Director Family Care  7 Quakerbridge Plaza 

P.O. Box 712 Trenton NJ 08625 (609) 588-3526 (609) 588-4643 heidi.smith@dhs.state.nj.us

New York Judith Arnold Deputy Commissioner
Division of Planning 
Policy & Resource 

Development 

Empire State Plaza 
1466 Corning Tower 

Room 1482
Albany NY 12237 (518) 474-0180 (518) 474-3295 jaa01@health.state.ny.us

New York John Bellizzi
Acting Deputy 

Commissioner and 
Director

Child Support 
Enforcement    ny.ivd.director@otda.state.ny.us

New York Dianne Ewashko Assistant Director

Strategic Planning & 
Policy Development 

Office of Children and 
Family Services 

52 Washington Street 
Room 313 South Rensselaer NY 12144 (518) 402-3108 (518) 473-2410 dianne.ewashko@ocfs.state.ny.

us

New York Kathryn Kuhmerker Deputy Commissioner
Department of Health 

Office of Medicaid 
Management 

Empire State Plaza 
1466 Corning Tower Albany NY 12237 (518) 474-3013 (518) 486-6852 klk03@health.state.ny.us

New York Betty Rice
Department of Health 

Office of Medicaid 
Management 

Empire State Plaza 
1466 Corning Tower Albany NY 12237 brr02@health.state.ny.us

New York Lee Sapienza Chief
Bureau of Policy and 

Planning Division of Child 
Support Enforcement 

13-c 40 North Pearl 
Street Albany NY 12243-0001 (518) 473-0188 (518) 486-3127 Lee.sapienza@dfa.state.ny.us

Pennsylvania Keith Ivory Business Process and 
Support Manager

Department of Public 
Welfare Division of Third 

Party Liability 

Harrisburg State 
Hospital Willow Oak 
Building Room 316

Harrisburg PA 17105 (717) 705-8376 (717) 772-6598 kivory@state.pa.us

Pennsylvania William Shaffer Chief

Policy and Planning 
Division Office of CHIP 

and adultBasic 
Pennsylvania Insurance 

Department

333 Market Street Lobby 
Level (707) 705-4196 (717) 705-1643 wilshaffer@state.pa.us

Pennsylvania Tom Sheaffer Director

Division of Program 
Development & 

Evaluation Bureau of 
Child Support 
Enforcement 

P.O. Box 8018  Harrisburg PA 17105 (717) 783-7792 (717) 787-0111 thsheaffer@state.pa.us

Pennsylvania Charles Tyrrell Bureau Director

County Children and 
Youth Programs Office of 

Children, Youth and 
Families Department of 

Public Welfare

P.O. Box 2675  Harrisburg PA 17120 (717) 787-6292 ctyrrell@state.pa.us

Puerto Rico Jamilla Canario Auxiliary Director
Prosecutor Area Child 
Support Enforcement 

Administration 
P.O. Box 70376  San Juan PR 00936 (787) 767-1810 (787) 282-8324 jcanario@asume.gobierno.pr

Rhode Island Patricia Martinez Director Department of Children, 
Youth & Families  101 Friendship Street  Providence RI 02903 (401) 528-3540 (401) 528-3580 patricia.martinez@dcyf.ri.gov

Rhode Island Sharon Santilli IV-D Director
Department of 

Administration Division of 
Taxation Child Support

77 Dorrance Street  Providence RI 02906 (401) 222-4368 (401) 222-3835 ssantill@tax.state.ri.us

Rhode Island Karen Young Sr. Medical Care 
Specialist

Department of Human 
Services  

600 New London 
Avenue Bldg. 38 Cranston RI 02920 (401) 462-6319 (401) 462-3350 kyoung@dhs.ri.us

Vermont Debbie Austin
Coordination of Benefit 

Specialist Office of 
Vermont Health Access 

312 Hurricane Lane 
Suite 201 Williston VT 05495 (802) 879-5943 (802) 879-5959 debbiea@path.state.vt.us

Vermont Jeff Cohen Director
Agency of Human 

Services Office of Child 
Support 

103 South Main Street  Waterbury VT 05671-1901 (802) 241-2319 (802) 244-1483 jeffc@ocs.state.vt.us

Vermont Jackie Levine Economic Benefits 
Director

Department for Children 
and Families Economic 

Services Division 
103 S. Main Street  Waterbury VT 05671 (802) 241-2992 (802) 241-2830 jackiel@path.state.vt.us

Vermont Cynthia Walcott Deputy Commissioner
Family Services 

Department for Children 
and Families 

103 South Main Street 
Osgood 3 Waterbury VT 05671 (802) 241-2126 (802) 241-2407 cindy.walcott@dcf.state.vt.us

Virgin Islands Carol Brown Certification Specialist
Bureau of Health 

Insurance & Medical 
Assistance  

3730 Estate Altona 
Frostco Center Suite 

302 
St. Thomas VI 00802 (340) 774-4918 jane.laws@usvi-doh.org

Virgin Islands Elizabeth Mueller District Manager
Office of Intervention 

Services Department of 
Human Services 

P.O. Box 2219 
Frederiksted St. Croix VI 00841 (340) 772-2671 (340) 773-1882 e_mueller@earthlink.net

Virgin Islands Dahlia Richardson Administrative Officer
Bureau of Health 

Insurance & Medical 
Assistance  

3730 Estate Altona 
Frostco Center Suite 

302 
St. Thomas VI 00802 (340) 774-4918 jane.laws@usvi-doh.org

Virginia Lynette Isbell Assistant Director
Division of Family 

Services Department of 
Social Services 

7 North 8th Street  Richmond VA 23219 (804) 726-7082 (804) 726-7895 lynette.isbell@dss.virginia.gov 

Virginia Linda Nablo SCHIP Director

Division of Maternal & 
Child Health Virginia 

Department of Medical 
Assistance Services 

600 E. Broad Street  Richmond VA 23219 (804) 225-4212 (804) 786-5799 linda.nablo@dmas.virginia.gov

Virginia Patricia Sykes Eligibility Section Director

Policy and Research 
Division Department of 

Medical Assistance 
Services 

600 E. Broad Street 
Suite 1300 Richmond VA 23219 (804) 786-7958 (804) 786-1680 Patricia.Sykes@dmas.virginia.go

v

Virginia Connie White Systems & Program 
Development Manager

Department of Social 
Services Division of CSE 7 N. Eighth Street  Richmond VA 23219 (804) 726-7851 (804) 726-7476 connie.white@dss.virginia.gov

West Virginia Sharon Carte Executive Director Children's Health 
Insurance Program  

1018 Kanawha 
Boulevard East Suite 

209 
Charleston WV 25301 (304) 558-2732 X104 (304) 558-2741 scarte@wvchip.org

West Virginia Susan Perry Commissioner

Department of Health & 
Human Resources 

Bureau of Child Support 
Enforcement 

350 Capital Street Room 
147 Charleston WV 25301-3703 (304) 558-3780 (304) 558-4092 susanperry@wvdhhr.org

West Virginia Margaret Waybright Commissioner Bureau for Children and 
Families  

350 Capitol Street Room 
730 Charleston WV 25301 (304) 558-3425 (304) 558-4194 mwaybright@wvdhhr.org
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Roster:  Boston, continued 
CMS Rosemary Feild SCHIP Coordinator Region III  

The Public Ledger Bldg. 
150 S. Independence 
Mall West Suite 216

Philadelphia PA 19106 (215) 861-4278 (215) 861-4280 rosemary.feild@cms.hhs.gov

CMS Richard Fenton Deputy Director Family and Children's 
Health Programs Group    (410) 786-5320 richard.fenton@cms.hhs.gov

CMS Nicole McKnight Health Insurance 
Specialist New York Regional Office 26 Federal Plaza Room 

37-110 New York NY 10278 (212) 616-2429 (212) 264-6814 nmcknight@cms.hhs.gov

CMS Michael Melendez Branch Manager New York Regional Office 26 Federal Plaza Room 
37-110 New York NY 10278 (212) 616-2430 (212) 264-6814 mmelendez@cms.hhs.gov

CMS Angel Miller Health Insurance Program 
Specialist

Medicaid Program 
Branch  

John F. Kennedy 
Federal Building Room 

2275 
Boston MA 02203 (617) 565-1324 (617) 565-1083 amiller2@cms.hhs.gov

CMS Richard Pecorella Region I    
CMS Irv Rich Region I    

CMS Charlotte Yeh Regional Administrator Centers for Medicare & 
Medicaid Services  

John F Kennedy Federal 
Building  Boston MA 02203 (617) 565-1188 cyeh@cms.hhs.gov

New England 
Association of Child 

Welfare 
Commissioners & 

Directors

Julie Springwater   53 Parker Hill Avenue  Boston MA 02120 (617) 278-4276 (617) 232-7104 jspringwater@jbcc.harvard.edu

The Center for the 
Support of Families Wendy Lynn Gray Senior Associate   4715 Fulton Street NW  Washington DC 20007 (240) 676-7180 (202) 364-6953 wgray@csfmail.org

U.S. Department of 
Health and Human 

Services
Jennifer Burnszynski Social Science Analyst

Office of the Assistant 
Secretary for Planning 

and Evaluation  

200 Independence 
Avenue SW Room 404E Washington DC 20201 (202) 690-8651 (202) 690-6562 jennifer.burnsynzski@hhs.gov

ACF Barbara Andrews Lead Program Liaison U.S. DHHS ACF, Region 
II 

26 Federal Plaza Room 
4114 New York NY 10278 (212) 264-2890 -101 (212) 264-4881 bandrews@acf.hhs.gov

ACF Tom Belcher     (617) 565-1032 tbelcher@acf.hhs.gov

ACF Juanita De Vine Regional Program 
Manager Region III  

The Public Ledger Bldg. 
150 S. Independence 
Mall West Suite 864

Philadelphia PA 19106 (215) 861-4054 (215) 961-4090 jdevine@acf.hhs.gov

ACF Jennifer Francis Economic Analyst   370 L'Enfant 
Promenade, S.W.  Washington DC 20447 (202) 401-1134 (202) 401-5558 jfrancis@acf.hhs.gov

ACF Hugh Galligan Regional Administrator   
John F. Kennedy 

Federal Building Room 
2000 

Boston MA 02203 (617) 565-1020 (617) 565-2493 hgalligan@acf.hhs.gov

ACF Stan Gardner Assistant Regional 
Administrator U.S. DHHS/ACF Region I 

John F. Kennedy 
Federal Building Room 

2025 
Boston MA 02203 (617) 565-2440 (617) 565-1578 sgardner@acf.hhs.gov

ACF Michael Ginns Program Specialist   
John F. Kennedy 

Federal Building Room 
2000 

Boston MA 02203 (617) 565-2456 (617) 565-1578 mginns@acf.hhs.gov

ACF Mary Ann Higgins Regional Administrator Region II Office of State 
and Youth Programs 26 Federal Plaza  New York NY 10278 (212) 264-2890 -103 mhiggins@acf.hhs.gov

ACF Valerie Kelly Region III    Philadelphia PA (215) 861-4066 vkelly@acf.hhs.gov
ACF Chuck Kenher Program Specialist     (617) 565-2477 ckenher@acf.hhs.gov

ACF Joanne Krudys Program Manager - 
Regional Representative   26 Federal Plaza  New York NY 10278 (212) 264-2890 -127 (212) 264-0013 jkrudys@acf.hhs.gov

ACF David Lett Regional Administrator Region III  150 S. Independence 
Mall West Suite 864 Philadelphia PA 19106 (215) 861-4000 (215) 961-4070 dlett@acf.hhs.gov

ACF Jing Lin Financial Operations 
Specialist

Region II Office of State 
and Youth Programs 26 Federal Plaza  New York NY 10278 (212) 264-2890 -138 jlin@acf.hhs.gov

ACF Amy Lockhart Program Specialist Region I  
John F. Kennedy 

Federal Building Room 
2000 

Boston MA 02203 (617) 565-1135 (617) 565-1578 alockhart@acf.hhs.gov

ACF William Meltzer Family Services Financial 
Operations Specialist Region II    (212) 264-2890 -143 (212) 264-0013 wmeltzer@acf.hhs.gov

ACF Julie Munro Program Specialist U.S. DHHS/ACF Region I 
John F. Kennedy 

Federal Building, Room 
2000  

Boston MA 02203 (617) 565-3671 (617) 565-1578 jmunro@acf.hhs.gov

ACF John Perez Region I    (617) 565-2468 jperez@acf.hhs.gov

ACF Kesha Rodriguez CSE Program Specialist Region II Office of State 
and Youth Programs 26 Federal Plaza  New York NY 10278 (212) 264-2890 -135 krodriguez@acf.hhs.gov

ACF Junius Scott Program Manager Youth and Family 
Services Division  

New York Regional 
Office - Region II 26 
Federal Plaza Room 

4114 

New York NY 10278 (212) 264-2890 -145 (212) 264-0013 jscott@acf.hhs.gov

ACF Joy Tinker     jtinker@acf.hhs.gov

ACF Jo-Ann Vizziello Program Specialist Region I  John F. Kennedy 
Federal Building  Boston MA 02203 (617) 565-1117 (617) 565-1578 Jvizziello@acf.hhs.gov

OCSE Tiffany Barfield Special Assistant to the 
Commissioner

Federal Office of Child 
Support Enforcement  

370 L'Enfant 
Promenade  Washington DC 20447 tbarfield@acf.hhs.gov

OCSE Margot Bean Commissioner   370 L'Enfant 
Promenade, SW  Washington DC 20447 mbean@acf.hhs.gov

OCSE Eileen Brooks Deputy Director Division of State, Tribal 
and Local Assistance  

370 L'Enfant 
Promenade, SW 4th 

Floor East 
Washington DC 20447 (202) 401-5369 (202) 401-4315 ebrooks@acf.hhs.gov

OCSE Lily Matheson Director Division of Policy  
370 L'Enfant 

Promenade, SW 4th 
Floor 

Washington DC 20447 (202) 401-6979 (202) 404-5559 ematheson@acf.hhs.gov

OCSE Tom Miller Policy Program Specialist Division of Policy  370 L'Enfant 
Promenade, SW  Washington DC 20447 (202) 401-5730 tgmiller@acf.hhs.gov

OCSE Dail Moore Chief, Special Initiatives
National Technical 

Assistance and Training 
Center  

370 L'Enfant 
Promenade, SW  Washington DC 20447 (202) 401-3438 (202) 401-5461 dmoore@acf.hhs.gov

OCSE Yvette Riddick Policy and Automation 
Liaison Division of Policy  

370 L'Enfant 
Promenade, SW 4th 

Floor 
Washington DC 20447 (202) 401-4885 (202) 401-4054 yriddick@acf.hhs.gov

OCSE Helen Smith Assistant Associate 
Commissioner 

Office of Automation and 
Program Operations  

370 L'Enfant 
Promenade SW 2nd 

Floor 
Washington DC 20447 (202) 690-6639 (202) 401-5558 hsmith@acf.hhs.gov

CMS Rosemary Feild SCHIP Coordinator Region III  
The Public Ledger Bldg. 

150 S. Independence 
Mall West Suite 217

Philadelphia PA 16902 (215) 861-4278 (534) 860-7959 rosemary.feild@cms.hhs.gov
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AAppppeennddiixx  BB::    CCoonnffeerreennccee  AAggeennddaass  
 
Conference agendas listed below are inserted on the following pages: 
 

Kansas City/Regions V & VII - June 28, 2005 – p. 61 

Reno/Regions VIII, IX & X - July 19, 2005 – p.65 

Little Rock/Region VI - July 19, 2005 – p. 69 

Charleston/Region IV - August 10, 2005 – p. 71 

Boston/Regions I, II & III - August 17, 2005 – p. 77 
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AAppppeennddiixx  CC::    IInnffoorrmmaattiioonn  iinn  tthhee  CCoonnffeerreennccee  NNootteebbooookkss  

Participants at each of the conferences received notebooks that included a 
wealth of valuable information.  The notebooks were three-ring binders that 
included printed copies of the pre-conference reading materials that were sent to 
many participants in advance of the meetings, as well as agendas, presentation 
slides, and other information. 

The “Dear Colleague” joint letter from Dennis Smith, the Director of the Center for 
Medicaid and State Operations, and Wade Horn, the Assistant Secretary for 
Children and Families appeared at the beginning of each notebook.  A Table of 
Contents for the binders followed.  While not every conference followed the exact 
sequence detailed below, most of this information was included in the binders for 
each session. 

Section I of the notebooks contained a detailed meeting Agenda as well as an 
Evaluation Form.  The pre-reading material, which included background 
information about the child support enforcement program, a brief summary of 
Medicaid, a CMS Fact Sheet on Medical, SCHIP and Medical Child Support 
Enforcement, and information about child welfare, was in Section II.  In Section III 
were a variety of handouts from the different presenters at the conferences, so 
this section varied from one meeting to another.   

Section IV consisted of several important policy documents.  The following 
documents were included in this section: 

• OCSE Information Memorandum IM-99-01, Use of the Federal Parent 
Locator Service for Child Welfare Services, January 1999 

• OCSE Dear Colleague Letter DCL 00-122, RE: HCFA Letter to State 
Medicaid Directors, December 2000  

• National Child Support Enforcement Strategic Plan FY 2005-2009 

• Medicaid and Medical Child Support, Questions and Answers 

• SCHIP and Medical Child Support, Questions and Answers 

• Compilation of Medicaid Federal Regulations 45 CFR 433.138-433.153 
and 45 CFR 435.610 and links to corresponding State Medicaid Manual 
Section 3900 

• ACF Fact Sheet: Protecting the Well-Being of Children  

In Section V, the notebooks contained a number of articles under the heading 
“Research, Reports and Best Practices.”  These articles ranged from several 
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Office of Inspector General reports on “Children’s Use of Health Care Services 
While In Foster Care” in a number of states, to a listing of medical support-
related 1115 projects, to some medical support best practices in several states, 
to a report on cross-program coordination that was done by the HHS Office of the 
Assistant Secretary for Planning and Evaluation.  Also included in this section 
was the Executive Summary of the Medical Child Support Working Group’s 
report, “21 Million Children’s Health: Our Shared Responsibility.”   

Section VI, entitled “Data,” presents relevant data from a number of different 
reports including information from OCSE on states that have done medical 
insurance data matches, SCHIP enrollment data from CMS, the preliminary data 
report from OCSE for FY2004, information from the US Census Bureau on health 
insurance coverage in 2003, child welfare data from the Children’s Defense 
Fund, and child welfare data from the Children’s Bureau. 

Finally, Sections VII and VIII in the binders included biographies of the speakers 
as well as either the attendance roster or a tab for the final roster that was sent to 
participants after the event. 
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AAppppeennddiixx  DD::    BBeesstt  PPrraaccttiicceess  SSuummmmaarriieess  aanndd  PPoowweerrPPooiinntt  
PPrreesseennttaattiioonnss  
 
Handouts follow as below on succeeding pages: 

Best Practices:  The IV-E/IV-D Interface in Arkansas 

California’s Meds Match Project 

Massachusetts Child Support/Medicaid Collaboration 

New York’s Medical Support Experience 

New York Child Support Management System 

Texas Medical Support 
 
At each regional meeting, there were presentations on current “best practices” 
that focused on innovative ways in which cross-program collaborations were 
already taking place in certain jurisdictions in order to address important 
children’s medical support issues.   Where available, there are slides and/or 
handouts from these presentations.  Other programs that were presented are 
summarized below.    
 
Alabama: 
Gretel Felton, Policy Director of Certification and Support, Alabama Medicaid 
Agency 
Margaret Bonham, Director, Alabama Child Welfare 
 
Gretel Felton discussed the work that Alabama is doing under a grant from the 
Robert Wood Johnson Foundation to increase collaboration among programs 
serving children and families.  The aim of the grant is to use this collaboration to 
simplify and reduce duplication while increasing efficient use of resources.  
Because the programs each use a separate automated system, they began by 
doing a systems evaluation, which led to the development of common data 
elements for eligibility for the different programs.  They then developed a 
common database for Medicaid, SCHIP, and Child Care.  The individual 
programs can decide whether or not they want to pull data from this common 
database into their individual systems. 
 
There is also an online web application into which a potential client can enter all 
the necessary information to determine for which program he or she is eligible. 
There are memoranda of understanding with the food stamps and foster care 
programs to share data.  Programs are also able to check the SCHIP data. 
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Alabama’s Medicaid program also conducts matches with the Department of 
Defense and Blue Cross/Blue Shield to learn about health insurance coverage 
and it can access new hire data from child support as well. 
 
Margaret Bonham discussed the substantial collaboration that resulted from the 
fact that Alabama’s child welfare program was under a consent decree.  The 
judge in a particular country who serves on the department’s Quality Assurance 
Committee noted that child support and child welfare were not sharing 
information or communicating well.  The courts developed a checklist to assist 
social workers in understanding how they can work with the juvenile or family 
court judges in their counties in achieving safety and permanency for dependent 
children more quickly.  Part of this checklist directs the social worker to contact 
the child support worker to ascertain whether the child support agency has 
identified and/or located the alleged or putative father. 
 
Arkansas: 
Lisa McGee, Office of Chief Counsel, Arkansas Department of Human Services 
 
Arkansas has a program aimed at increasing child support collections from 
parents when their children are in the custody of the child welfare agency.  When 
the child support program was part of the Department of Human Services (DHS), 
the Office of the Chief Counsel (OCC) did legal work to collect child support for 
DHS.  However, in 1993 the child support program was transferred to another 
department.  After that happened, child support was getting orders from the OCC 
but no referrals.  Child support began having trouble locating foster children or 
parents to serve on legal cases to establish child support and the program wasn’t 
getting the information it needed from case workers.  Meanwhile, child welfare 
felt that it was taking too long for child support to establish orders and the OCC 
could no longer establish orders under state law. 
 
The two agencies realized that they needed to understand and appreciate their 
separate missions and that staff needed to be educated and trained as well.  
They needed to use technology to improve the referral process and they needed 
to communicate more promptly if issues arose.  They amended their State 
statute to allow the OCC to establish child support in child welfare cases (though 
OCC does not enforce or collect on these orders).  The old paper referral form 
has been replaced by a computerized referral form that is completed by a child 
welfare worker and e-mailed from the IV-E eligibility unit to child support. 
  
The State also worked with the Juvenile Court where judges had been reluctant 
to set child support orders because they didn’t think that the families could afford 
to pay.  They engaged a Court Improvement Project coordinator at the 
Administrative Office of the Courts.  Now there is a better understanding of which 
families can afford to pay child support and that if more child support flows into 
the child welfare agency, there will be more services available to families. 
 



Medical Support Collaboration Meetings Summary June – August 2005 
 

85 

Georgia: 
Cindy Moss, Director of Operations, Georgia Child Support 
 
The Office of Child Protection in Georgia worked with the State’s Office of Child 
Support Enforcement on a Revenue Maximization project.  Child Protection’s 
goals were to determine medical eligibility for foster care children and to improve 
foster care referrals to child support.  The agency felt that its processes were 
inefficient and that opportunities were being lost. (Staff have been working 
without the benefit of an automated child welfare system.)  They created a work 
group whose goals were to establish paternity, eliminate redundancy and 
unnecessary steps, reduce the time it takes for OCSE to receive a referral from 
Family and Children Services and improve documentation. 
 
The group looked at three counties for one month and found that 90% of the child 
welfare cases were already known to the child support system. One step was to 
combine the two forms – the 223 and the 227 – for use both at the 72-hour 
hearing (which is the point of investigation for child neglect) and for follow-up 
information.  Instead of e-mailing these forms first to Medicaid eligibility and then 
later to child support, Child Protection plans to change so that both are emailed 
at the same time.  (This change is currently being tested.)  The anticipated result 
will be a reduction of forms and getting more accurate information to child 
support more quickly. 
 
Georgia has a web-based system for child support.  Clients receive either direct 
payments or debit cards.  Child support pursues both parents when the child is in 
foster care in order to reimburse child welfare for services.  Currently, the child 
welfare department can access child support’s portal for constituent services in 
order to access payment history, orders, and demographic information. 
 
Missouri: 
Frederic Simmens, Director, Child Services Division, Department of Social 
Services 
 
In Missouri, child welfare workers face challenges when they are trying to locate 
relatives of the children in foster care.  Any time a child enters the custody of the 
welfare system, caseworkers determine whether that child is eligible for IV-E 
services and, if so, they make a referral to child support and then try to locate the 
parents.  Even if the child is not IV-E eligible, a caseworker still makes a referral 
to IV-D in order to use the search services that are available.  The Missouri Child 
Welfare department has begun contracting with the Department of Revenue to 
search for parents as well as relatives of the children in their caseloads.  Child 
Welfare is seeking to establish authority to search tax databases at the state 
level. 
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Ohio: 
Joe J. Pilot, Deputy Director, Office of Child Support 
 
Ohio is a state-supervised, county administered child support system. In Ohio, 
the child welfare, Medicaid and child support programs are all in the same 
umbrella agency.    In July 2002, the State contracted with a private vendor to 
provide electronic matches of the child support caseload with multiple health 
insurance carriers.  When a case was matched, the State took the data and 
updated its child support system.  Over a two-year period, the vendor processed 
82,545 matches at a cost of $1.6 million for the automated upload.  The State did 
not renew the contract because it felt that the benefits did not justify the cost of 
the project, which was approximately $21 per case. 
 
Currently, Ohio relies on several manual processes to share information among 
the TANF, child welfare, child support and Medicaid programs and state staff feel 
that they are missing a lot of information.  Child welfare has an automated 
interface with IV-D for eligibility, but not for data sharing.  When child support 
completed a recent match with IV-E files, gaps were found between the two 
programs’ caseloads.  Ohio has provided cross-training to IV-D, IV-E and IV-A 
workers so that they understand each other’s work and they may continue this in 
the future.  While the Medicaid program recognizes that there are potential 
savings by working with IV-D, it has other more pressing priorities at the moment. 
 
Oklahoma: 
Dr. Lynn Mitchell, Medicaid Director, Oklahoma Health Care Authority 
Charles Brodt, Oklahoma Director for Federal-State Health Policy, Oklahoma 
Health Care Authority 
 
In Oklahoma, there is a concerted effort to integrate the Departments of Human 
Services, Health, Mental Health and the Medicaid agency.  This collaboration 
began about three years ago when there were new directors for each of these 
programs.  Dr. Mitchell has monthly meetings with the Department of Health and 
with the Department of Human Services, where child support and child welfare 
are housed. One lesson she has learned from this process, she stressed, is the 
importance of identifying the right people to be involved.  (Seven key people went 
on a retreat and the major issues they would work on were identified.)  She said 
these seven staff also had to agree to leave their “old baggage” at the door and 
to work together to solve problems.  Finally, they committed to each other to 
keep talking in order to overcome any road blocks.  They have been meeting 
now for 1½ years. 
 
Medicaid used to be part of the Department of Human Services, but now it is a 
freestanding department.  Still, there is good cooperation and coordination 
between Medicaid and child support regarding sharing information about who 
has private insurance.  Medicaid is working with child support to do data 
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matching.  There is a State law in Oklahoma that requires insurance agencies to 
do a data match with Medicaid.  They can then pass this information back to child 
support.  Meanwhile, child support has new hire data that will help the Medicaid 
agency.  This cooperation has increased both cost recovery and cost avoidance.  
The Medicaid agency is also working on sharing its information with the child 
welfare agency regarding medical services to foster care children. 
  
Oregon: 
Cindi Chinnock, Director, Division of Child Support, Oregon Department of 
Justice 
  
The Division of Child Support and the Department of Child Welfare signed a 
memo of understanding and established working groups to enhance 
collaboration between their programs.  As a result of this MOU, the first project 
These agencies decided to undertake was to research and review the policies 
and procedures of both programs to ensure that their missions were being 
accomplished.  
  
Next, the two programs moved to the operational level to look at location of 
parents, enforcement, compromise and compliance with orders, and discovery of 
income.  They centralized their processes into two teams of child support case 
managers and workers who are the point of contact for workers throughout the 
State.  Those child support workers obtained a specialized understanding of child 
welfare issues.  They put together checklists for child welfare workers so the 
workers would understand who to contact, when, and for what purposes.  This 
improved the overall cooperation between the agencies.   
  
When child welfare has a case, a worker will check the available sources to see if 
he or she can locate the noncustodial party.  If not, the worker will send an FPLS 
request to child support.  When submitting an affidavit to court, child welfare will 
obtain confirmation from child support as to whether a response has been 
received.   
  
Every case that is referred from child welfare to child support triggers a set of 
actions related to the financial and medical support of the children.  Child support 
needs to know that the referral is a case that is worth the investment.  There are 
issues yet to be resolved and the leadership of the programs agree about the 
overall direction they need to take.  Child welfare case managers and child 
support workers are juggling different interested partners and pursuing another 
interested party (the father) may be overwhelming.   
   
Both programs realize that they do have a common mission and medical support 
has become a clearer priority.  However, they also realized that they needed to 
look at the positive and negative outcomes of this cooperation for both programs. 
Collection of child support from a parent who is also trying to meet the 
requirements of a plan for the return of children to his or her home complicates 
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many of the issues.  This is an example of the value of having the programs work 
together and using the remedies allowed in Oregon law to address the issue. 
  
South Dakota: 
Terry Walter, Director, Division of Child Support, South Dakota Department of 
Social Services 
 
The South Dakota Divisions of Child Support (DCS), Medical Services (DMS), 
and Economic Assistance (DEA), and the Office of Recoveries, Fraud and 
Investigations (ORFI) are under the Department of Social Services umbrella 
agency.  The DCS operates the child support enforcement program; the DEA 
determines eligibility for medical services (including Medicaid and SCHIP), 
TANF, Food Stamps, and Energy Assistance; the DMS administers the Medical 
program; and the ORFI administers TPL recoveries. 
 
The DEA and DCS computer systems are integrated and have a “shared” 
insurance information panel that can be updated by designated staff in each of 
these programs, plus designated staff in DMS and ORFI.  Insurance coverage 
information is entered into the “shared” panel in the DEA or DCS computer when 
obtained from a recipient or when verified by a worker. 
 
A vendor demonstration of an insurance matching process against national 
insurance company databases was provided to the Department of Social 
Services.  In addition, the vendor provided an analysis of the potential benefits of 
such a process.  South Dakota determined that there were potential cost 
avoidance, cost recovery and improved service benefits that could be realized by 
the multiple DSS programs by contracting with a private vendor to conduct data 
matching. To date, South Dakota estimates that the program has avoided costs 
totaling $4.3 million. 
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Best Practices:  The IV-E/IV-D Interface in Arkansas 
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California’s Meds Match Project 
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Massachusetts Child Support/Medicaid Collaboration 
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New York Child Support Management System 
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Texas Medical Support 
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AAppppeennddiixx  EE::    SSttaattee  PPllaannss  ffoorr  FFoollllooww--UUpp  

At each of the conferences, there were breakout sessions at which the 
representatives of each state met together.  Described as an opportunity to 
develop ideas into plans to take back to the states, each state was asked to 
identify goals and possible strategies, with indicators or measures; list required 
action steps; and discuss resource needs.   Each group chose a discussion 
leader, recorder and reporter.  After the sessions, the reporter presented the 
state plan to the entire conference.  Each state’s plan is summarized below. 

ALABAMA 

Potential Benefits of Medicaid, SCHIP, Child Welfare, and Child Support 
Collaboration 

 Children will be insured and as a result healthier 
 Children miss fewer days of school and parents miss less work 
 Prevention aspect 
 Savings in public expenditures 

Issues or Barriers to Program Collaboration 

 Different language 
 Varying systems, no interface 
 Varying funding 
 Varying eligibility criteria 
 Difference in program philosophy 
 Mental health issues 
 Infrequency of communication 
 Education staff (changing mindset) including employee training 
 Difficult insurance market in Alabama 

Strategies to Overcome Barriers 

 Education and training, all levels 
 Common goals 
 Need to improve inter-agency as well as intra-agency 
 Inter-agency meeting, brief on regular basis 

Goals 

 Develop a plan to 
 Share the vision 
 Ensure all children have access to health coverage 

 Develop workgroup to determine where programs intersect 
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Next Steps 

 Come up with a strategy 
 Training 
 Information sharing 
 Forum for information sharing 

 Look at electronic information 
 We may need a meeting among ourselves including system staff 
 PDSA – plan, do, study, act – include front line workers 

ALASKA 

Goal #1 

Locate to establish paternity and support orders with medical provisions through 
an interface measured by: 

 Increase in number of identified fathers. 
 Increase in number of family placements. 
 The number of requests to locate made by child welfare. 
 Percentage of fathers found. 

Action Steps 

 Director Approval. 
 Determine what enhancements to the system are needed & what 

resources are necessary to implement. 
 Train personnel. 
 Policy and procedures changes. 
 Review statutes and administrative code. 

Resource Issues 

 Should we use our own systems staff or contract out? 
 Number of staff needed to test the system. 
 Set up and delivery of training. 

Goal #2 

 Enhance employers’ database to include an indicator of employer-
provided insurance (to include carrier name) and provide for periodic 
review. 

 Measured by decrease in number of employer complaints. 

Action Steps 

 Same as for Goal #1 above. 
 Also look at possible coordination with the Department of Labor. 
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Resources 

 Use of system staff time. 

ARIZONA  

Goal #1 

Enhance and improve data interfacing. 
 Determine what a “quality” case referral is – criteria. 
 Eliminate conflicting (internal) policies to improve/align work between 

agencies. 
 Support sister agency’s objectives 
 Enhance/improve interfacing data between agencies 

Goal #2 

Establish workgroups to strategize on meeting stated goals. 

 Evaluate policies, statutes, and rules. 
 Obtain support from management. 
 Explore how sister agencies can work together to: 

 Keep kids out of foster care 
 Facilitate child medical and cash support 

Goal #3 

Estimate staffing requirements within workgroup(s). 

 Identify funding for enhanced interface development. 
 Involve agencies’ financial and other staff for collection of data & 

cost/benefit analysis. 
 Take proposals to management. 

ARKANSAS 

Goals 

 Create a Collaboration Task Force from all four agencies to look at 
computer systems – need IV-A, IV-E, IV-D, Medicaid and Medicaid 
eligibility and chief counsel at the table.  Need information technology 
people at the table, too.  Child support agreed to take lead on putting 
together this task force. 

 Explore sharing information from employment security with child welfare 
regarding parental income and employment.  Child welfare wants to know 
if parent is employed so we don’t pay daycare. 
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 Engage Department of Health and Human Services if IV-D, IV-E can 
access their data on birth certificates, death certificates, etc. 

Impediments – Systems Communication 

 Computer systems don’t communicate IV-E to IV-D. 
 Right now, IV-E has to key data manually into IV-A system to 

communicate via computer with IV-D system. 
 IV-D communicates medical coverage to IV-A, but not back to IV-E. 
 Question is whether to bill private medical insurance company first before 

we provide bills to Medicaid or should the third party liability unit retro bill 
private insurance.  Given the high caseload of child welfare workers, it will 
cause considerable stress if a worker has to know a foster child has 
private insurance and who is the PCP, etc. 

 Need unique identifier for all systems (IV-E, IV-A, IV-D) so agencies can 
be assured they are talking about the same child. 

CALIFORNIA 

Goal #1 

 Improve/increase cross-program communication 

Strategies 

 Establish regular meetings between state SCHIP, Medicaid, Child Support 
and Child Welfare managers. 

Action Steps 

 State representatives here today from those agencies meet and detail 
meeting purpose/objectives. 

 Talk to directors to get buy-in. 
 Determine who should be in the group. 
 Set meetings – establish dedicated facilitator. 
 Develop and discuss common legislative priorities and activities 
 Meet jointly with common advocacy groups. 

Resource Needs 

 Time  
 Commitment 
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Goal #2 

 Educate each other and our clients and communities about all the different 
medical/health care programs and expand distribution sites for 
applications. 

Strategies/Action Steps 

 Determine printing needs and costs/resources. 
 Ensure this is on website. 
 Train local county staff on application process and plan benefits. 
 Target training for SCHIP program to child welfare for FM/VFM families. 
 Continue meds match with child support population. 
 Increase understanding of medical support measures and indicators with 

key stakeholders (judges/court). 

Resource Issues 

 Printing costs and resources 
 IT resources 

Goal #3 

 Continue research and data collection on our common clients/populations. 

Strategies/Action Steps 

 Ensure use of parent locator system by child welfare. 
 Explore date match between CWS/CMS and health and child support 

system. 
 Explore ability to determine the number of child welfare cases where there 

is absent/unknown parent through CWS/CMS. 
 Continue existing matches to inform status/progress. 

Resource Issues 

 IT 
 Quality data 

COLORADO 

Goals 

 Improve the self-sufficiency of families 
 Improve the well-being of children 
 All children have paternity established 
 All children have medical and financial support 
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Strategies 

 Improve Collaboration 
 Access for child welfare to CSE locate databases 
 Paternity establishment 
 Get memorandum of understanding with Medicaid 
 Increase the number of children with health care coverage 

Action Steps 

 Develop procedures for child welfare to access FPLS 
 Improve the interface between Trails and ACSES. 
 Develop a checklist/screen on Trails for referral to ACSES.  Include 

medical if known. 
 Training. 
 Formula for cost avoidance regarding Medicaid. 
 Improve interface with SCHIP.  Child welfare will develop screen with 

referral info to link with child support. 

CONNECTICUT 

Goals & Strategies 

 Improve communication between HUSKY (A&B) and child support to 
increase health care coverage for children, either through private 
coverage or cash to cover HUSKY premiums through continuation of child 
support/HUSKY work group to improve data gathering by eligibility 
through: 
 Revision of 348 (used to gather demographics regarding NCP and 

dependents). 
 Revision of cover sheet for information gathering for “mail in” 

HUSKY clients. 
 Revision of HUSKY application to gather appropriate NCP data to 

pursue child and medical support, and enter accurate paternity 
relationships. 

 Share best practices between regional offices. 
 Conduct joint eligibility and child support forums to share 

understanding of requirements by each program. 
 Revise noncustodial party screens on EMS (eligibility automated 

system) to improve and make data entry easier and more 
streamlined for staff. 

 Establish process for using FPLS to locate NCPs to assist in potential 
foster care placement. 
 Analyze process for gathering NCP data by DCF for IV-E cases. 
 DCF to contact New Hampshire for information on use of fiscal 

specialists at court to gather information. 
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 Child support to share recent memo that narrowed the required 
child support data elements to essential/critical ones with DCF. 

 Refine data gathering process, using revised 348 if appropriate. 
 Establish procedure for referrals to child support and return of 

information to DCF. 
 Long term - establish direct interface between child support 

automated system, and new IV-E automated system. 
 Analyze/improve data match between child support and private insurance 

companies  
 Determine cost benefits of match for CT.  How does the 

match/obtaining of private insurance by NCPs impact the cost of 
CT managed care?  What is the assumed percentage of child 
support cases/dependents with private insurance – how many 
dependents? 

 Obtain additional cost and contract information on the options 
available: use of current vendor versus the child support 
consortium. 

 What are requirements of SCHIP regarding private insurance?  Is 
the “no private insurance” a federal or state mandate?  Could 
private insurance be used as a wrap-around to reduce costs – state 
statutory change? 

 Increase accuracy of financial information for DCF claim 
 Short term to increase accuracy of DCF claim will need a manual 

matching by child support of each case to determine if IV-E or not 
IV-E. 

 Mid-range: Use child support automated system and disks provided 
by DCF, or information in EMS to update data quarterly 

 Long term: Establish direct interface between child support 
automated system, and new IV-E automated system 

DELAWARE 

Goals & Strategies 

 Establish meetings to learn about and discuss the common goals of the 
Division of Child Support Enforcement, Division of Family Services, and 
the Division of Medicaid and Medical Assistance, and include the Regional 
Offices.  DCSE will initiate the meetings.  

 Explore partnering opportunities between Medicaid and DCSE in regard to 
Medicaid’s TPL administrative contract with Health Management Services 
to collect and verify TPL information.  

 Explore systems improvements across the three divisions to improve 
information sharing which would be of mutual benefit to each agency.  

 Open dialogue with the Department of Technology and Information to 
explore opportunities to coordinate interactions and collaborations across 
agency information systems.  
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 Consider setting one or two main goals that can realistically be achieved 
in an environment of restrictive financial and manpower resources.  
Example.:  Propose withholding support to a mother who does not 
cooperate with DCSE following her TANF case referral from the Division 
of Social Services 

 Investigate the entire process of interfacing between child support and 
Medicaid in order to establish an information flow so the DCSE will have 
adequate data to meet the new Medical support incentives. 

 Explore and make recommendation to change the referral process from 
IV-E to both child support and Medicaid to ensure that only appropriate 
referrals are made. 

 Explore feasibility of child welfare staff’s direct access to the Federal 
Parent Locator Service (FPLS) to enhance the ability to locate 
noncustodial parties or relatives and aid the agency in providing safety, 
permanence and well-being of children. 

DISTRICT OF COLUMBIA 

Goals & Strategies 

 Establish court orders for reimbursement of Medicaid.  
 Notify the Medicaid office of the establishment of all new court orders for 

Medicaid reimbursement. 
 Notify the Medicaid office when the dependent(s) who is receiving 

Medicaid has been added to the noncustodial partie’s health insurance 
plan or to an alternative plan so that the Medicaid office can make the 
private insurance primary and Medicaid secondary. 

 Complete statistical report indicating the number of children under court 
order who are receiving Medicaid and the cost spent for medical services.   

 Work with the Intake and Establishment Units to increase the number of 
active IV-E cases with regard to Medicaid. 

 Establish meetings with the Medicaid office to discuss our goals and 
means of case processing. 

 Work with the IT staff to enhance our data processing system so that upon 
receipt of the Medicaid termination notification, the system will 
automatically close the Medicaid Current Obligation and set up a Non-
TANF Medical Obligation. 

 Set up outreach meetings in an effort to inform employers of their 
responsibilities regarding the processing of the medical support court 
orders. 

 Develop training so that each staff member understands the mission and 
goals of the Medical Support Unit. 

 Comply with ultimate goal that each child in a court order be covered 
under a health insurance plan of some type.   
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FLORIDA 

Goals 

 More children covered. 
 More parental responsibility. 
 Identify and locate parents and relative potential parents. 
 Increased communication. 
 Establish cross training. 
 Educate communities about medical programs. 

Potential Benefits of Medicaid, SCHIP, Child Welfare, and Child Support 
Collaboration 

 Child Welfare 
 Expedite permanency 
 Decrease in foster care payments 

 SCHIP 

 Provide income to allow custodial parent to purchase insurance 
 Order NCP to obtain coverage 

 Medicaid 

 More children insured 

 Child Support 

 More children covered 
 Information on child’s coverage 
 May increase Federal incentive payments 

Issues or Barriers to Program Collaboration 

 Don’t know enough about program or staff 
 Don’t know how many other entities may need to be included 
 Three different agencies, sometimes with different goals 
 Reasonable cost at Federal level 
 Pre-paid mental health from HMO 
 Lack of automation in the agencies 
 Lack of interface where automation does exist 
 Outsourced activities; assist with eligibility for HealthyKids 
 Funding for outsourced entities 
 Assurance that outsourced entities are authorized to receive information 

and the safeguards they have to protect information 
 Time and staff constraints 
 Unique requirements 
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 Lack of cross training between agencies; why it is important to each entity 
and in judiciary 

Strategies to Overcome Barriers 

 Establish interagency meetings/teams. 
 Explore avenues for automation to share information. 
 Map out process in all agencies. 
 Cross training at state program and local level. 
 Standardize forms. 
 Establish referral criteria. 
 Public awareness campaign with SCHIP and Medicaid recipients to 

overcome the perception that CSE may be a barrier to receiving SCHIP 
and Medicaid. 

Next Steps 

 Establish quarterly meetings with agency; start with Foster Care in late 
September; identify other entities and agencies. 

 Implement legislation to allow data exchange with SCHIP. 

GEORGIA 

Goals 

 Medical coverage for all children in Georgia. 
 New and better lines of communication. 
 Continued collaboration and expand it with those who can make 

decisions; Make sure it filters down. 
 Look at each other as a partner, not a liability. 

Potential Benefits of Medicaid, SCHIP, Child Welfare, and Child Support 
Collaboration 

 Medicaid and SCHIP, contract with private vendor to send National 
Medical Support Notice. 

 1115 grant viability; volume purchasing program. 
 More children covered by health care. 
 Elimination of duplication of error. 
 Cost savings, cost avoidance, cost sharing. 
 OCSE has locate resources for Child Welfare. 
 Either absent parent or putative relatives and families who abscond. 
 Consistency of policy and learning each others terminology. 
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Issues or Barriers to Program Collaboration  

 No common automated system or interfaces between agency; different 
identification numbers. 

 Organizational structures are different in each agency. 
 Federal and state requirements for each system are different and become 

a barrier. 
 Culture of organizations, don’t talk the same language. 
 Federal requirements regarding funding. 

Strategies to Overcome Barriers 

 Georgia is in the process of obtaining a SACWIS; OCSE has an interface 
going on with Department of Community Health effective November 12; 
Continued ongoing talks regarding data interfaces. 

 Identify where all pieces fit. 
 Sharing of organizational structures. 
 Identify inconsistencies in federal requirements. 
 Understanding rules of funding source and utilize optimal resources for the 

project. 

Next Steps 

 Follow up meeting to implement strategies. 
 Set some targets to reach. 
 Identify key champions. 

GUAM 

Goals & Strategies 

 Increase health coverage for children. 
 Share/exchange data between programs. 
 Understand cash programs’ operations better. 
 Develop an integrated system. 

Action Steps 

 Update MOU and establish standard operating procedures. 
 Communicate regularly; cooperate; conduct meetings via e-mail. 
 Education and training – who needs to do what. 
 Work with partners and stakeholders (i.e., employers, insurance 

companies). 
 Get support from management. 
 Coordinate with MIS Director and computer analyst to upgrade systems. 

 



June – August 2005  Medical Support Collaboration Meetings Summary  
 
 

158 

Resources 

 Increase funding. 
 Increase staff. 
 Upgrade corporate systems. 

HAWAII 

Goals 

 Strengthen families by: 
 Locating absent parents/fathers. 
 Obtaining medical support for children. 
 Providing children access to necessary health care. 

 Maximize our state’s financial resources. 

Overall Strategies 

 Continue our existing cross-system collaboration. 
 Engage other internal and external stakeholders (e.g., staff, the court, 

county’s attorneys, legislators, consumers, health providers, etc.) 
 Obtain information from other states on cash medical support program 

and evaluate the feasibility for our state. 
 Explore barriers to confidentiality and data sharing. 
 (CW & CS) Implement the Federal Parents Locator Service information to 

child welfare. 

Resources (Wish Lists) 

 Staffing (all levels) 
 Related administrative support (equipments, office space) 
 Enhancing our respective automated systems 
 Funding 

IDAHO 

Goals 

 Resolve birth costs issues. 
 Reasonable cost. 
 Set standard for appropriate child welfare referrals to child support. 
 All Idaho children have access to health care coverage. 

Resources 

 Cross-program collaborative meetings. 
 Federal partners. 
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 Enhanced federal match dollars for automated systems interfaces – for 
example:  
 Interface with insurance companies. 
 Develop employer database.  

Strategy 

 All kids covered. 
 Public/private partnerships. 

 Access card. 
 Tax incentives to employers. 
 Eliminate existing barriers to access to existing programs.  i.e., 

CHIP and creditable insurance. 
 Financial responsibility of NCP: 

• According to income. 
• Medicaid expenditures. 

 Policy – Internal   [what does this mean??] 

ILLINOIS 
 Examine exchange of data (what is already exchanged, what needs to be 

exchanged). 
 Strengthen collaboration between three units, (parent collaboration). 
 Identify list of players to bring to table (NCP services coordinator, state 

payment locator service manager; IT people, eligibility group, service 
intervention). 

INDIANA 
 CHIP will look at changing state legislation plan to disallow CHIP choice 

over private insurance. 
 Review current TPL agreement for possible expansion to all populations. 
 Include standard medical support language in all orders produced by 

localities throughout the states (do this from top-down). 
 Work on having NCPs paying premiums for CHIP coverage. 
 Look at areas in which we can contract together to see where we may 

have activities/resources that we don’t want to overlap on. 
 Make sure case managers in abuse/neglect system are interacting with 

eligibility caseworkers in Medicaid system (we don’t know if this is 
currently the case). 

IOWA 
 Work on automated data matches with insurance carriers and with each 

other.  Look at how it is being done.  Iowa legislation from a year ago says 
that insurance carriers are to share data with Medicaid. In addition, 



June – August 2005  Medical Support Collaboration Meetings Summary  
 
 

160 

legislation from the most recent session included hawk-I, Iowa’s SCHIP 
program, so insurance carriers now must share data with both programs. 

 Issues with administrative rules regarding restrictions to sharing 
information among one another.  Need to research what can be done. 

 Look at child-only Medicaid cases and whether or not they need to be 
referred. How do they impact the issues?  Are there inconsistencies at the 
federal level across programs?  How are directives being given at the 
federal level and are they consistent? 

 Explore the cash medical support issue: ordering cash benefits and how it 
relates to all three programs. 

 TPL interface that goes on currently, IV-D info is sometimes old.  This is 
partly because Medicaid likes historical info but IV-D likes new data. 

 Transitional medical assistance: there is no new referral when a child goes 
from regular Medicaid to transitional Medicaid.  Children are referred when 
they are approved for regular Medicaid.  But, there is no effort to “un-refer” 
them either when they move to transitional Medicaid.  Should they really 
work them? How should IV-D treat them? 

 Discussed who isn’t at the table today.   Need office of field support (which 
deals with frontline staff and Medicaid).  

 Inconsistency at the federal level – need to look at whether directives are 
consistent.  Need IV-E to use FPLS in Iowa – currently not happening 
because of a lack of resources 

 IV-E would like a list of Medicaid providers.  However, there are problems 
with this because it often changes.  However, it is a barrier in the IV-E 
program not to have that information available. 

o Would like RFPs other states have used. 
 Should TANF be included in the room? 
 Set meeting in July – need to add: Offices of field support, Medicaid, TPL. 

KANSAS 
 Many of the same issues as Iowa above. 
 FPLS data: Who can use it? How can we share it? It’s a two-way street. 
 Need to identify relevant information for each program and then figure out 

best process for sharing that information. 
 Medicaid insurance match – want to do it. 
 Cash medical support orders – these are rare.  Maybe there should be 

more. 
 Third party liability information.  Medicaid has this information and it could 

prove useful to child support. How can they get systems to do a data 
exchange?  It could be useful to child support. 

 What do we want to do about people who don’t have health insurance? 
 Fatherhood initiatives could be shared. CW and CSE both have programs.  
 Creating protocols for workers in different programs talking to each other. 
 Cash medical support is a good idea.  States and families both benefit 

from cash medical support.  
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 Will set up meeting to update Directors not in attendance. 

KENTUCKY 

Potential Benefits of Medicaid, SCHIP, Child Welfare, and Child Support 
Collaboration 

 Cost Avoidance. 
 Increased revenue. 
 Permanency 
 Continuity of health care. 
 Improve quality of life and well being. 

Existing Collaboration Efforts 

 Child Support and Child Welfare systems interface. 
 Child Support has performance indicators in Child Welfare’s PIP (Program 

Improvement Plan). 
 Work with Medicaid’s contractor to locate insurance coverage. 
 Medical Support indicators have been included in the strategic plan. 

Issues or Barriers to Program Collaboration 

 Time 
 Communication 

Next Steps 

 Do a study to find out how many children would be impacted by cash 
medical support. 

 Establish mutually agreed upon referral criteria for Medicaid cases. 
 Identify resources to assist in tracking health care being provided to 

children in out-of-home care. 

LOUISIANA 

Goals 

 Establish a collaborative work group that would be ongoing. 
 Maximize use of available resources. 
 Share resources where possible (e.g. joint mailings or mail about other 

programs). 
 Determine key players to participate in collaboration. 
 Involve front-line staff in work groups. 
 Provide for the sharing of medical history and paternity information. 

 



June – August 2005  Medical Support Collaboration Meetings Summary  
 
 

162 

Strategies 

 Apply for grants (private and federal) to enhance collaboration. 
 Work to improve collaboration between agencies. 

Action Steps 

 Determine and bring the correct players to the table at a scheduled follow-
up meeting. 

 Clearly define how the agencies can work together. 
 Send summary of this meeting to department heads for review and 

consideration to determine level of departmental support. 
 Involve Louisiana’s Children’s Cabinet and other stakeholders (juvenile 

courts, juvenile probations, etc.). 

Impediments 

 Limited resources (staff, state dollars). 
 Different perceptions of mission and goals among the different programs. 
 Working with a universe of clients rather than triaging clients/cases for 

most potential.  
 Data sharing/interface problems with computer systems that were 

designed independently. 
 Lack of knowledge about the other programs. 
 (Medicaid) DHH in Louisiana is tapped out.  They have nothing to give. 
 Federal regulations for programs are contradictory and confusing. 

MAINE 

Goals & Strategies 

 Develop an Information Technology summit with participation of IT staff 
and program staff from: 
 Office of Integrated Access and Support (formerly BFI-eligibility and 

DSER and BMS staff including Third Party Liability staff). 
 Office of Information Technology Staff (formerly BIS handling ACES 

and NECSES computer systems). 
 Office of Integrated Services (formerly Bureau of Children and 

Family Services). 
 OIT staff handling the MACWIS system. 

 Schedule a meeting between IV-E and IV-D staff to determine federal 
reporting requirements and how best to facilitate this by each program 

 Develop Extensible Mark-up Language(XML) so that technology can be 
used and exchanged more easily for all programs 

 Develop a procedure to obtain property tax transfer information from 
Maine Revenue Services to assist in location of missing noncustodial 
parties 
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 Encourage change in the federal requirement that states pay claims when 
third party coverage is available through a noncustodial party (with the 
state then being responsible for recovering the payment, e.g., “pay and 
chase"). These cost recoveries are inefficient and frequently fail because 
of technicalities in the claiming process over which the state has no 
control. The advent of HIPPA and vigorous computer matching have made 
this rule archaic and costly as third party data is fully verified and updated 
daily. 

MARYLAND 

Goal 

 To ensure health coverage/medical support to as many Maryland children 
as possible. 

Strategies 

 Educate all shareholders regarding needs and gaps 
 Define responsibilities and authorities for each partner 
 Review and enhance IT systems that support mission 
 Policy Review (Joint) 
 Improve IV-E/IV-D Interface 

 Role of Child Support 
 Role of Child Welfare 
 Policy changes to coordinate efforts between programs better 

 Look at relationship between MCHIP and child support for cost recovery 
opportunities. 

 Explore additional capacity by allowing shareholders to retain and reinvest 
a portion of state savings from medical support efforts for: 
 IT Enhancement 
 Staffing 

 Explore use of public and private databases to locate absent parents and 
child relatives for placement, and or support (+) 

 Look at ex-offender population as a resource to children. Create special 
policies for this population. 

On-Going Communication Strategies 

 Joint participation on each others’ steering/planning groups with stake 
holders and business partners (education, courts, advocates, etc.) 

 Develop a joint agenda to float up to the cabinet level for support. 
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MASSACHUSETTS 

Goal:  Build on the existing collaboration for cost savings 

 Improve the quality of information the Medicaid agency sends to IV-D 
regarding noncustodial parties.  This allows the IV-D agency to pursue 
health insurance orders for Medicaid recipients, thereby saving costs for 
the Commonwealth.   

 Systemically identify which Medicaid cases can be closed on the IV-D 
agency’s system because there is no longer an assignment of rights.     

 Collaborate on closing the custodial party’s receipt of Medicaid when that 
parent is uncooperative. 

 Continue to work together to put into operation an electronic interface that 
may help improve the quality of the information on the referrals from the 
Medicaid agency to the IV-D agency and provide staff with updated 
information about the status of a Medicaid case. 

Goal:  Draft legislation that re-defines ‘reasonable’ cost 

 Collaborate on legislation that provides alternatives to ordering health 
insurance only through the noncustodial party.  The alternatives could 
include ordering the custodial parent to provide, ordering the noncustodial 
party to contribute toward the Medicaid premium, and ordering the 
noncustodial party to pay cash if no other option is available.   

 Collaborate to derive a cash amount that would constitute reasonable cost 
if health insurance were not available to the custodial or noncustodial 
party. 

 Coordinate the implementation of the legislation by conducting cross-
agency trainings. 

MICHIGAN 
 Expand cooperation – Establish a work group including juvenile justice, 

foster care (county), adoption system, state budget office, department of 
education, and mental health with goals of workshop to increase 
collaboration, maximize cost savings, understanding each others’ 
programs; increasing continuity of care 

 Investigate different ways to handle genetic testing 
 Get IV-E involved in FPLS information; sharing information re incentive 

payments for paternity establishment 

MINNESOTA 

Did not attend conference. 
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MISSISSIPPI 

Potential Benefits of Medicaid, SCHIP, Child Welfare, and Child Support 
Collaboration 

 Update contact information for continued eligibility. 
 Decrease Medicaid and SCHIP spending through cost avoidance. 
 Decrease recovery efforts. 

Issues or Barriers to Program Collaboration 

 Data elements. 
 Lack of understanding of each program’s requirements. 
 Sharing of information between management and line staff (visa versa) 

with some level of understanding. 

Strategies to Overcome Barriers 

 Local meetings with the various state agencies involved. 
 Develop action plan. 
 Monthly meeting with sister agencies. 

Goals 

 Get partners to the table. 

MISSOURI 

Goal: Increasing Health Insurance Coverage for Children 

 Shifting Medicaid costs to appropriate, responsible party, when possible 
shifting Medicaid costs to parents. 

 Contract out medical support enforcement? 
 Look at actual cost savings other states have been able to achieve – 

Expectation is cost savings would pay for contractor services (such as in 
TX). 
 Meet again and fully explain programs to each other to understand 

how they work and how they might achieve cost savings. 
 Working together can lead to increased incentives and decreased 

Medicaid costs. 
 Dental care for child welfare – pilot program in Kansas City. 
 Getting RFPs from other states. 
 Indicators/measures for success: decrease in Medicaid 

expenditures. 
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Goal: Improve Dental Care Access for Children 

 Do this by collaborating to make dental care acceptable in one city (i.e.: 
Kansas City).   

 Plan and evaluate effectiveness of Jackson County program. If successful, 
this would be expanded to other counties/state-wide.   

 Indicator = dental care utilization data. 
 Expand use of and access to FPLS. 

MONTANA 

Goal #1 

 Better coordination between programs 

Strategy 

 Data exchange. 
 Pulling correct data. 
 Sharing more information among programs (outreach). 
 Website links and presentations at meetings and conferences. 

Goal #2 

 Location of parents and creating resulting orders. 

Strategy 

 FPLS. 
 Another shot at County, Atty and Judges. 

Goal #3 

 Continuity of Medical Coverage. 

Goal #4 

 Cost Effectiveness/Avoidance. 

Strategy 

 Common employer database. 
 Child Support Order/family contribution order on all. 

Goal #5 

 Provide health care coverage for all children who need it, regardless of 
their financial status. 
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Strategy 

 HB 667. 
 Include children’s mental health involvement. 

Resource Issues 

 Program costs. 
 Human Resource costs. 
 State money associated with expansion of coverage. 

NEBRASKA 
 They do post cash back to Medicaid. 
 Fix the disconnect among Medicaid and TPL and Child Support and CW. 
 Exchange information on health insurance availability. 
 Child Welfare using parent information and FPLS – how to share 

information and protocols. 
 Paternity establishment – Child support and child welfare connections to 

be worked on. 

NEVADA 

Goal # 1 

Diligent Search (NCP) 

 Identify what agreements we need. 
 Identify way for CW to locate NCP 

 For purpose of finding parent. 
 For child support. 
 For medical support. 

Measurement 

 Number of referrals versus hits. 
 Cost 

 Agreements Needed 
No more than 90 days we will identify what agreements are 
needed 
WCDSS, CCDS, CSE, DCFS, Medicaid 

 Ways to locate NCP 
Establish task force using existing PIP committee. 

Resources 

 Staff dedicated to project. 
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 Possible interfaces. 

Goal #2 

Identifying TPL 

 Enhance Communication between SCHIP. 
 Explore possible legislative changes. 

 Establish task force with key players. 

Measurement 

 Increase in the recovery 
 Cost avoidance. 

Goal #3 

 Identify data required for referral to the specific program. 
 Collaborate with the courts to educate them on referrals to CSE for CW 

purposes. 

Measurement 

 Explore measurement of quality of referrals (rejections). 
 Number of referrals vs. hits. 
 Cost 

NEW HAMPSHIRE 
 We identified the need for a representative from IV-A to join our 

discussions around Medicaid and medical support issues. 
 Child support will explore the use of contracted services to address 

Medical Support requirements.  The feasibility of medical support to be 
included as part of the upcoming SDU contract will be evaluated. 

 Policy implications for child support include the need for rulemaking and/or 
legislation to address child support guidelines to include medical support 
provisions. 

 IV-E/IV-D referral process, data exchange and access to FPLS, will be 
reviewed. 

 Outreach and training with the Family Court system is needed.   Child 
Support Attorneys have begun preliminary trainings for the Rockingham 
County IV-D Case Resolution Pilot Project.   In preparation for statewide 
expansion, trainings should include Medical Support Enforcement and 
information for courts on the SCHIP program (Healthy Kids). 

 DCSS will coordinate a workgroup for policy and IT staff from each of the 
three program areas to identify data exchange capabilities and to 
collaborate on policy issues impacting our mutual clients. 
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NEW JERSEY 

Need Notes 

Refining work they’ve already done 
 Referral, training, change of beneficiary. 
 Working with child welfare as they build SACWIS system. 
 NJ will be redesigning its child support system later this year. 

Have been active with Medicaid and SCHIP – are working on matching programs 

 Working on improving data that’s exchanged. 
 In court facilitator program re medical support. 

NEW MEXICO 

Goals 

 Work with judicial system so that foster care cases have child support 
language written into them from the beginning. Train judges. 

 Keep up communication lines by quarterly work group meetings that have 
been established by IV-D and IV-E quarterly or routine. 

 Exchange of telephone contact information regularly so that case workers 
can work with their peers IV-D to IV-E to Medicaid. 

 Do system changes within confines of budget. 
 Pilot the “SWAT Team” approach. 

Action Plans – Steps 

 Get formal Memorandum of Understanding between agencies.  MOU has 
been drafted by CSED. 

 Identify the key players on a new workgroup. 
 Implement a SWAT Team approach based on our Las Vegas Office (NE 

Region). 

Impediments to Collaboration 

 Data sharing; interfaces; cost of system changes and getting these 
changes prioritized to the top so that they can get done in one year; 
consistency in the way case management is handled in the automated 
systems (member-based vs. case-based).  The IV-E agency completed a 
certification of their computer system facts and these changes included 
changes recommended by child support (by having an existing work group 
of IV-D/IV-E agency collaboration). 

 Lack of knowledge of each other’s business.  We need to eliminate any 
preconceptions we might have come in with. 
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 Lack of dedicated resources for this issue.  CSED has applied for a State 
Improvement Grant to staff a workgroup.  The IV-E agency has a planning 
and design team in place and this is how they pay for staff to talk to IV-D. 

 Lack of understanding of how our IV-D to Medicaid interface works and 
how data can be extracted.  The Child Support Enforcement Division is 
part of a Department-wide “Task Force on Medical Cost Recovery.”  This 
should aid in understanding. 

 Lt. Governor oversees the Children’s Cabinet consisting of Human 
Services Department, CYFD, Aging, and Health Department. This top 
management buy-in can help facilitate. 

NEW YORK 

Goals and Strategies 

 Continue the implementation and evaluation of the Title IV-D / Title XIX 
medical support data match. 

 Continue the implementation and evaluation of the process for using the 
national medical support notice to secure health care coverage. 

 Consider data matching between the Title IV-D and Title XXI programs to 
identify IV-D children with private coverage and link children without 
private coverage who are not eligible for Title XIX coverage to the State's 
SCHIP program. 

NORTH DAKOTA 

Goal:   

Ensure parents meet the responsibility to their children – including financial, 
medical, physical and emotional support.   
Should we formalize this with a memorandum of understanding? 
 
1. Eight Regional Meetings (CS, CW, TANF, MS) 
 
Purpose:  

Awareness 
Know who counterparts are 
Know why they do what they do 
Know impact to family of each program 
Problem Resolution 

 
Audience: 

Regional Reps 
Regional CS Enforcement 
Eligibility Workers 
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Social Workers 
County Staff 

 
Other meeting options: 

PolyCom 
Family Support Meeting 

 
2. What are the policies we want to implement/impact? 
 

Review DHS policy, state law and Administrative Rules for 
appropriateness and flexibility for implementing collaboration 
opportunities.  Revise as needed: 
 
Parent Responsibility vs. taxpayer responsibility 
 
Accepting Cash Medical Support.  May need to push for a law change or 
request a waiver for accepting. 
 
Buy In to SCHIP as a “reasonable cost” insurance.  Would we need to 
establish a cap to cover a risk.   
 
Options as we look at expanding Managed Care – what kind of changes 
(federal or state) would be needed to accept Cash Medical Support and 
use toward a premium.  

 
Definition of Health Insurance in law 

  Not allow high deductible policies – not truly accessible coverage 
  Establish minimum standards 

If high deductible plans are used, require a cash payment for kids’ 
coverage? 

 
Medicaid Payment of coinsurance when the noncustodial party has been 
court ordered to pay for all or a portion of these costs.   Review what is 
currently done and how a judgment can be added to the process 
(Quarterly, Semi-Annual, Annual).  Need to have Ray Feist involved in this 
discussion. 

 
Assignment of rights on Title XIX  (Yes, Per Jim Flemming e-mail 7-28-05) 
 
What does the law say about room and board – consider changing if we 
are unable to collect to pay a portion of room and board charges. 
 
Filing for additional adjustments – who does this and when? 
 
Options with private insurance to negotiate a reasonable cost coverage. 
 



June – August 2005  Medical Support Collaboration Meetings Summary  
 
 

172 

Should we be considering a CS Referral for SCHIP Cases? 
 
Review Implementation process and ensure all relevant players are 
involved and doing their part.  Addressing the impediments.  (Copy of 
South Dakota research) 
 
Start a pool- (Georgia Project) – Mike has made a contact and is waiting 
to hear. 
 
Are medical support orders in all court orders? 

 Appropriate language? 
  Order parent to apply for coverage (TX model) 
  Follow through with PCG/Federal DFAS enrollments 
 
3. Improve Medicaid program access 
 
4. Data Sharing 
 

Paul and Mike – review the policy on and cost of electronic linkages 
between FC and CS 
Review FC Cases – do we have an active referral on all of them? 
Referrals for cases that are open less than 5 days – what instructions 
have been given to the Regions for working these referrals? 
 
How are Non-IV-E cases getting to Child Support? 
  Applications are triggered by: 
  Do all of them come across? 
 
Review how Foster Care children are entered in for Medicaid eligibility and 
then how that information flows to Child Support 
 Policy for opening cases? Is it followed? 
 Timing of referrals? 
 Accuracy of Data? 

 
MMIS Planning for 270/271 – Being able to share data we are able to 
access from other payers and carriers. 
Staff from CS to be involved in Design and Use of Data:  Barb 
Seigel/Terry / Kevin James 

 
 Match for insurance coverage 
  What laws provide for Room and Board treatment in all policies? 

Barb Koch from Medical Services is researching whether the main carriers 
cover Psychiatric Inpatient Treatment Facilities (RTC’s) 
 

 Use of IV-E for “emotional” support 
  Visitation – ombudsman 
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5. Permanency Planning 
 Will come out of meetings, data sharing 
 
6. National Medical Support Notices  

Who is monitoring these things?  Is there an opportunity to use services, 
such as those proposed by PSI. 

 Returned? 
 Entered? 
  
7. Create a list of employers not providing insurance (Maggie – contact Dr. Baird 
about this information) 
 
8. Any special considerations for working with the Tribes? 

NORTH CAROLINA 

Issues or Barriers to Program Collaboration  

 Disconnect in the information exchange among the three programs even 
though we serve the same clients. 

 High cost of medical insurance. 
 Lack of enthusiasm of Division of Medical Assistance/TPR for cash 

Medicaid recoupments. 

Strategies to Overcome Barriers and Next Steps 

 Appoint a standing committee, meeting regularly with representatives from 
all three programs. 

 Meeting with Child Support, DSS, and DMA directors to discuss cash 
medical support. 

 Work out an SCHIP recoupment process and an interface between child 
support and SCHIP. 

 Promote ACTS (IV-D system) access for child welfare workers. 
 Implement a IV-D low cost group medical insurance program for children. 

Goals 

 Ensure all three programs have as much information as possible about 
their customers; participant and medical insurance information. 

 Maximize medical coverage for children in all programs. 
 Maximize recoupments for Medicaid and SCHIP expenditures. 
 Maximize incentives for CSE. 

OHIO 
 Work to move issue up on everyone’s agenda.  
 Continue discussion with Medicaid and Child Welfare. 
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 Gather and analyze data to determine potential cost savings/avoidance 
that could happen.  Present data and move forward in all offices. 

 Establish timelines to achieve goals. 
 Consider legislation for either cost sharing or cost recovery (use TX has 

model). 
 Investigate possibilities of looking at data warehouse and coming up with 

joint solutions without needing a full-blown system to system match. 

OKLAHOMA 

Goals 

 Reestablish interface between Medicaid and DHS in Oklahoma. 
 Motivate judges to address child support and medical support in child 

welfare cases. 
 Develop and improve statewide system for addressing child support, 

either in OHH or district court. 
 Improve training between CSE & CW – cross-training, web-based, 

analyze extent of use and effectiveness of training. 
 ADAs’ county director needs to be involved in training on child support 

issues. 
 Find a way to fund medical support activities and experience cost 

avoidance for Medicaid agency. 
 Educate judges on child support duties in child welfare cases and motivate 

them to order child support. 
 Ensure that child welfare custody children have same quality and 

coordination of care that non-custody children do. 

Action Strategies 

 Medicaid waver sought already by OHCA (Medicaid) to participate in cost 
of insurance when it is available to CP – can this waiver be extended to 
have Medicaid share in cost if NCP has employer-sponsored insurance 
but it’s cost prohibitive.  Need to know how much more than 50% of NCP’s 
disposable income would be needed to enroll children. 

 Get reports on county basis for judges in child welfare cases. 
 When child welfare asks judges for information on Child & Family Services 

reviews annually, ask for feedback on child support issues, too.  CSED 
would develop questions they want child welfare to ask and CSED gets 
copies of data results. 

 Between OHCA and OKDHS CW & CSE should collaborate on what 
statistics we want judge to have. 
 Copy of TX agreement. 
 Proposal for contract between OHCA & OKDHS. 
 Any limitations because of the way they fund Medicaid? 
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 Possible pilot project similar to the one that Orange County does to 
project Medicaid savings. 

 Pursue legislation that would require a hierarchy for ordering child support 
(like Texas Courts are directed to do). 

 Put child welfare children in Sooner Care managed care system for 
continuity of care. 

 Training for Judges & Asst. DA’s that work child welfare cases. 

Barriers 

 Lack of data system interface between OK Health Care Authority, the 
Medicaid Agency, and OK Department of Human Services. 

 Lack of uniformity in how and whether child support is addressed in child 
welfare cases. 

 Lack of coordinated effort regarding paternity issues in child welfare and 
child support enforcement and courts and DAs that handle the cases. 

 Assistant DAs doing juvenile cases tend to be the newest - CW, CSE 
worker, CSE attorneys and ADA – high turnover. 
 CSE worker 46% turnover annually. 
 CW worker 25% turnover annually. 

 Not enough full time employees or money to pay contractors to provide 
the required medical support services. 

OREGON 

Goals 

 Increase the number of children in Oregon who are covered by medical 
insurance. 
 Indicators - % of children covered, type of coverage. 

 Identify and facilitate discussion with all agencies working with medical 
insurance coverage for children and families. 
 Improve understanding of each agencies work – needs. 

 Improve data sharing. 
 Accuracy of information. 
 Interface. 

 Location of parents. 
 Improve use of FPLS. 
 Include in child welfare Procedure manual. 

 Form a Medical Support Workgroup to coordinate between Child Support 
and Oregon Health Plan and other Medicaid programs. 
 Identify cost savings and info sharing. 

Next Steps 

 Look at Child Welfare/Child Support Groups and Child Support Medical 
Group. 
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 Do we have the right people? 
 Are we communicating broadly within the organizations? 
 Are there other tasks/goals that should be added? 

 Develop tools at the line level to help workers make the connection. 

Resource Issues 

 The right people. 
 The time. 
 Budget. 

PENNSYLVANIA 

Need notes. 

Goal: “improving health care coverage for children.” 
 This is more important than cost savings. 
 Work with Medicaid and TPL. 
 Need to understand each other’s program requirements. 
 Look at inconsistencies in federal reporting requirements. 
 Working with counties. 
 Online eligibility process. 
 How to use FPLS better for permanency planning. 

PUERTO RICO 

Goals & Strategies 

 Get all the concerned agencies together, working to establish a medical 
support order that complies with the general goal of providing good health 
treatment for our children. 

 Arrange meetings with all the agencies and start talking about all the ideas 
I bring home from this meeting. 

 It’s very important that all the concerned agencies know the rules and 
legislation that apply to their own procedures. 

 Make sure our New Employee Registry has all the information on Medical 
Insurance. 

 We already had conversation with the Judicial Branch to discuss child 
support issues. We need to bring to that discussion the Medical Support 
issue. 

 All the concerned agencies need to work together to establish a more 
effective way to share information. 

 Designate specific people to work with Medical Support coordination. 
 Be sure our automatic system has all the required information to enforce 

the Medical Support Order. 
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 Make efforts to reach agreements with other government agencies for 
example, Insurance Commissioner, to help us enforce medical support. 

 Review our child support legislation in order to obtain the maximum of 
benefits on Medical Support and find out if is necessary to promote any 
amendments.  

RHODE ISLAND 

Goal:  Improve Referral Process 

 There is an existing automated referral of IV-E and Medicaid cases to the 
IV-D agency. We share portions of the same computer system and all 
referrals are done electronically. However, there is a need to focus on 
providing better and more complete information and a greater degree of 
communication.  

IV-D/IV-E Strategies 

 Review and streamline existing policy relative to referral.  There may be   
additional exemptions to be considered. 

 Training of all staff to refer more complete cases for processing 
 Streamline court process to avoid duplication of DNA testing and 

adjudications/ exclusions 
 Review and streamline paternity procedures when a case is brought 

against an NCP and paternity has not been adjudicated.  

Medicaid Referral Strategy 

 Improve process for referral of Rite Care cases regarding naming of the 
noncustodial party.  The applications for Rite Care and Medicaid are 
mailed to applicants and there is no initial meeting with an eligibility 
worker. Accordingly, there is little or no information regarding the 
noncustodial party referred to the IV-D agency. A workgroup needs to be 
formed to study this issue. 

Goal: Educate Missing Stakeholders 

 IV-A, the Court, the Medicaid Manager and the budget office need to be 
educated as to the cost savings the State of RI may realize by 
collaborating more fully.  RI must study and develop a cost savings 
analysis similar to the one developed by MA to present to the respective 
budget offices. We already know that RI has realized a significant cost 
savings by establishing cash medical orders for the past two years. For FY 
2004 alone, the state collected $1.2 million in cash medical payments. The 
budget office must be made aware of the significant dollars collected by 
the IV-D program, not only for Medicaid reimbursement, but also as 
reimbursement to custodial parents who may provide private coverage. 
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The state must focus not only on increasing the amount of cash medical 
collected but on increasing the number of private medical orders as well. 
This involves the sharing of additional information from MMIS, two-way 
communication of information from MMIS and insurance data matching 
which the child support agency is in the process of procuring.   

Goal: Improve Automation/Sharing of Information  

 Respective legal staffs to research the issue of confidentiality. 
 A meeting of IT staff from IV-E and IV-D to automate access to FPLS. This 

is currently being accomplished by written request to the IV-D agency. 
 IT staff to discuss system enhancements of the system to communicate 

not only referrals but updated information such as termination of parental 
rights so that the order may be suspended, if circumstances warrant. 

 IT staff to review data elements commonly shared by all agencies to 
assure there is consistency.  

 IT staff to explore the possibility of additional locate tools that would assist 
all agencies, IV-D, IV-E and Medicaid in establishing the orders and in 
addition would help IV-E in locating the NCP as a possible caretaker for 
the child. 

Goal: Cross Agency Training 

 As a result of this meeting, we realized that we really do not fully 
understand each other’s programs and all details of the referral process. 
We will meet to discuss setting up a training schedule for staff.  

Goal: Ongoing Collaborative Meetings 

 There is a need to have continuous collaboration. We will return to our 
respective agencies and designate staff to meet on a regular and ongoing 
basis as opposed to meeting when a critical issue arises. 

Goal: To Develop an Idea to Apply for a Federal Grant 

 Through ongoing meetings we hope to develop a collaborative idea to 
present for a grant proposal or to request technical assistance from OCSE 
to implement some system enhancements to develop best practices as 
presented by New York and Massachusetts. 

SOUTH CAROLINA 

Potential Benefits of Medicaid, SCHIP, Child Welfare, and Child Support 
Collaboration 

 Cost containment. 
 Due diligent search. 
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Issues or Barriers to Program Collaboration 

 Quality medical support referral. 
 Shared information between program areas on the child support and 

medical support referral. 
 Competing program outcomes. 
 Access to health insurance or Medicaid provider for children. 
 Inconsistent feedback from child welfare staff to CSE on the status of 

family. 

Strategies to Overcome Barriers 

 Cross training between program areas (state and county level), include 
discussion of various program outcomes. 

 State level meeting, Re: access to insurance coverage, third party liability 
to benefit child support, child welfare. 

 Reinforce current child welfare policy of follow-up to child support 
enforcement. 

Goals 

 Cross training. 

SOUTH DAKOTA 

Goals and Strategies/Action Steps 

 Data Integrity. 
 Improve referral info from CPS and EA. 
 Use common definitions of terms between programs. 

 Increase insurance coverage for kids. 
 Medicaid coverage – refer to EA. 
 Private coverage. 

 Vendor matching (no hit). 
 Education of staff and employer outreach and CPS. 
 If private coverage is terminated, refer to EA to determine Medicaid 

eligibility. 
 Inter-program common vision. 

 Top level management communications – strategic plan. 
 Common up and down to local level of goals/objectives. 

Resource Issues 

 IT is scarce. 
 Staffing. 
 Funding of Medicaid, C/B analysis. 
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TENNESSEE 

Issues or Barriers to Program Collaboration 

 Income verification, IV-E. 
 Locating absent parent. 
 System sharing of information. 
 Identifying collections to IV-E children. 
 Improper language in court order, IV-E judges. 
 Medicaid (TNCare) reorganization. 
 Dis-enrollment. 

Strategies to Overcome Barriers 

 Quarterly  meetings – program, fiscal systems staff at state level. 
 Follow up training. 
 Follow up with best practice states. 
 Explore aggressive policy for child support collections in IV-E cases. 

TEXAS 
 CPS Court Orders have model orders to have child support language but 

judges are not always using ( or county/DA’s not using). 
 File Transfer Data Issues – identify what data is needed and how to share 

– how to finance database changes (currently working on this issues). 
 Kinship Care cases – there will be an increase in these cases in near 

future – so how do we work better to provide on group child support 
services. 

 (Solution:  education for caregivers/staff/judges, training of CPS 
staff/DA’s). 

 Child Only Medicaid – what is federal guidance on requiring child support 
referrals on these cases. 

 Third Party Resources – vs. Medicaid – how to ensure services and 
payments are timely so we do not lose providers and or impact 
permanency and length of stay in foster care. 

UTAH 

Goals and Strategies 

 Continue to expand health insurance match. 
 Medicaid/SCHIP will better learn how the match works to better assist and 

benefit from the process. 
 Ongoing dialogue among our group members. 

 



Medical Support Collaboration Meetings Summary June – August 2005 
 

181 

Action Steps 

 Assemble work group with other stakeholders. 
 Educate SCHIP families about the availability of child support services. 
 Review overlap in SCHIP and child support cases. 
 Continue work between child support and vital records to implement 

unified paternity registry (created through state legislation). 
 
Resource Issues 

 Prioritization of programming projects (staff time). 
 Coping with surges in caseloads. 
 Adding tasks to a finite number of staff. 

VERMONT 

Goal #1 

 Develop model intra-agency protocols and procedures to 
increase/expedite parentage establishment and medical support 
establishment and enforcement.  

Objective 

 Finalize a written process agreement between Vermont’s Office of Child 
Support, Economic Services Division (TANF), and Office of Vermont 
Health Access (Medicaid) to enhance cooperative functions for med-
support establishment and enforcement.   

Strategies 

 Intra-agency workgroup to refine and implement cooperative procedures 
for enhanced intake, referral, processing, and case follow-up to establish 
parentage, establish/enforce sustainable medical support through private 
health insurers. 

 Procure an information/technology contractor for ACCESS system 
alterations to coincide with procedural enhancements.  (ACCESS is the 
automated eligibility, information, and payment system for both Child 
Support and Medicaid.)   

Objective 

 Enhance and expand OCS’ Employer Services Unit.   

Strategies 

 Expedite processing of ESD referrals for medical support establishment. 
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 Develop functional data measures to track increases in medical support 
orders established and enforced. 

Objective 

 Provide greater child coverage flexibility via enrollment in private health 
insurance through parental employers and reduce Medicaid expenditures.   

Strategies 

 Refine and standardize intra-agency intake forms to ensure the inclusion 
of necessary child/medical support, assignment of rights, and referral 
information. 

 Hire/train additional staff on assignment of rights, waivers, and referrals. 
 Streamline reporting/follow-up mechanisms between intra-agency partners 

for mutual exchange of data on medical support court orders, child 
enrollment in private health insurance plans, and coverage lapses. 

 Improve identification of and increase Medicaid referrals to OCS for 
medical support establishment/enforcement. 

 Reduce Medicaid costs via increased enrollment of Medicaid-eligible 
children in private health insurance (cost-avoidance). 

 Pursue third party reimbursement on additional cases where children are 
enrolled in Medicaid and private health insurance plans (cost-recovery).  

 Develop functional data measures to track dollar savings. 

Goal #2 

 Collect and analyze data/information on medical support impacts.   

Objective  

 Enhance/standardize intra-agency data interfaces and establish baseline 
measures to evaluate goal achievement and effectiveness.   

Strategies 

 Enhance intra-agency decision support systems (DSSs) to process 
additional data, analyze and evaluate med-support trends, and incorporate 
OCSE-157 medical support performance standards and Medicaid savings. 

 Enhance DSSs to establish caseload baseline measures.  
 Use data mining (Angoss Software) to analyze demographics of 

customers using private versus public insurance to detect cases likely to 
generate savings and to develop design documents for system changes. 
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Objective 

 Refine and implement cooperative inter-agency procedures for enhanced 
intake, referral, case processing, and follow-up, and to collect/analyze 
data regarding medical support impacts and best practices.   

Strategies 

 Regularly schedule workgroup and ad hoc meetings with data staff. 
 Progressively select, consolidate, and format data/reports for functional 

analysis. 
 Incorporate automated case tracking. 

Goal #3 

 Utilize DSS data analysis/reports to answer questions related to medical 
support and to determine best practices for establishment and 
enforcement. 

Objective 

 Integrate intra-agency data into OCS’ decision support system for analysis 
and decision-making.  (Strategies same as Goal 2, Objective 1 above). 

Objective 

 Develop, collect, analyze, format, and compile data on med-support 
impacts and OCSE-157 best reporting practices.   

Strategies 

 Regularly scheduled workgroup meetings and ad hoc sessions with data 
staff. 

 Select and organize data and information for ongoing refinement of intra-
agency med-support processes. 

VIRGINIA 

Initial Goal: Lay the Groundwork 

 Examine state numbers. 
 Number Medicaid / SCHIP enrollees linked to IVD. 
 Medicaid / SCHIP enrollees –   look at employers and potential ESI 

coverage available. 
 Case clean up (IVD, Medicaid) – cases, insurance companies, coverage. 
 Insurance company table clean up (common links between Medicaid and 

child support). 
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 Medicaid / SCHIP recognized as valid Medical Support option; changes 
may include 
 Legislation. 
 Courts. 
 Guidelines. 
 CMS accept payment. 
 Medicaid/SCHIP sometimes better than bad insurance policy. 

 Examine referral process. 
 ID current processes and systems links (“as is”). 
 Examine current child welfare referral process (“as is”). 
 Improve processes to streamline and gain efficiencies (“to be”). 
 Explore how health care coverage is identified for children in foster care. 

 Who collects information? 
Recognize that Priorities Must be Set (Resource Needs) 

 Medicaid / SCHIP - 1 
 Child Welfare - 2 

Future changes/Considerations 

 Premiums for Medicaid / SCHIP. 
 Think creatively. 
 Get the right staff from agencies together – insure high-level oversight. 
 Include training as appropriate – identify links. 
 Identify TANF system links. 
 Medicaid / SCHIP issues. 

 Feds must clarify if Medicaid can accept payments. 
 Explore options for Cash Medical. 

Continue State Meetings 

 Take control of your own destiny. 

VIRGIN ISLANDS 
 

 No one from child support here today. 
 No discussions have happened yet – they need to lay the ground work. 

WASHINGTON 

Goals 

 Cross Education. 
 Understanding each other’s driving policies and processes. 

 Regular and ongoing communications. 
 Improve data sharing. 
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 Safer kids. 
 Healthier kids. 
 Cost containment. 
 Widen the circle. 

Strategies/Action Steps 

 Pre-meeting planning. 
 Develop inventory focused on links and current business. 

 Cross – administration meeting. 
 Subjects to Include 

CA/CSD Referrals. 
Medicaid TPL/COB + Child Support. 
Data sharing/access. 
Discussion of program boundaries. 
Enhanced cost saving. 
CA/MA Parent Locator DB. 
Alerts/Reporting. 

 Focus on key priorities. 
 Assign staff. 
 Track outcomes. 

Resources 
 Staff to assess priorities. 

 Action Plan presented to ELT. 
 Possible legislative package. 

WEST VIRGINIA 

Goals 

 To ensure that as many children as possible in West Virginia have access 
to health care coverage. 

 To ensure that only children without other options receive health care paid 
for by state and federal funds. 

Strategies 

 Improving collection and exchange of data among IV-A, IV-D, IV-E, 
Medicaid and CHIP agencies. 

 Improving education of court personnel and attorneys regarding medical 
support issues.  

 Improving communication through regular meetings with IV-A, IV-D, IV-E, 
Medicaid and CHIP directors.  
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Indicators 

 Improved establishment and enforcement of medical support on current 
child support federal performance standards; 

 Reduction of the number of children without medical coverage, with 
emphasis on location of private insurance coverage; 

 Reduction of the number of children covered only by state or federally 
funded insurance.  

Action Steps 

 BCSE will pursue legislation to require employers to report whether 
insurance is available at the time of New Hire Reporting. 

 BCSE will share appropriate information on insurance coverage, orders, 
etc. with IV-A, IV-E and Medicaid. 

 BCSE and IV-A will review which types of Medicaid cases should be 
referred to IV-D.  

 BCSE and CHIP will review what information needs to be shared through 
automation. 

 BCSE and CHIP will review how CHIP members will receive information 
about IV-D services. 

 BCSE, Medicaid, IV-A, and IV-E will develop a training on medical support 
issues for court personnel and state bar. 

 BCSE, IV-A, IV-E and CHIP will plan and implement joint training for our 
staff relating to joint goals, information sharing and medical support 
issues.   

WISCONSIN 
 They have the information they need.  However, it’s not always accessible 

to the people that need it. 
 Child welfare staff need access to child support data screens and vice 

versa; to insurance provider data; to FPLS; access to Medicaid/CHIP 
financial information.  Child support needs access to insurance 
information.   

 Need for everyone to be kept up to date on location of various children. 
 Medicaid needs to improve access to carrier (insurance info is good but 

are there other carriers out there that the state doesn’t currently match 
with that would be useful?). 

 Educate one another; develop working relationships; discuss 
impediments; update each other on status of projects. Need regular 
meetings among staff of all three programs. 

 As part of Medicaid data match, will also be implementing a NCP 
contribution to premiums initiative. 
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WYOMING 

Goals and Strategies 

 Communication. 
 Referrals. 
 Policy. 
 Program knowledge. 
 Interfaces. 

 Measures. 
 Reduction of bad referrals. 
 Three meetings next four months. 

Actions 

 Written policy for IVE referrals. 
 Interface of kidcare/scholarship. 
 First meeting August. 

Resources 

 No resources available. 
 Incentives. 
 Team work. 
 Privatization. 
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