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MEDICAID FUNDING LOSSES TO SAFETY-NET PROVIDERS:  
FEDERAL FUNDING EXTENDING COVERAGE WOULD OFFSET 

 

I. INTRODUCTION 

Two Medicaid funding streams created to help ensure the economic stability of safety-net 

providers are at risk of significant reduction. First, Florida’s non-profit and charity medical 

facilities that serve low-income uninsured face a loss of over $2 billion in annual revenue when 

the state’s Low-Income Pool Program (LIP) is scheduled to end June 30, 2015.2  The $240 

million of annual funding for the state’s Medicaid Disproportionate Hospital Program (DSH), 

while not as substantial or imminent, is also being reduced.   

The scheduled reductions threaten both the safety-net’s viability and the health of low-

income uninsured state residents that rely on safety-net facilities. These threats could be 

mitigated if the Florida Legislature accepts funding allocated under the Patient Protection and 

Affordable Care Act (ACA) for covering low-income uninsured adults.3   As discussed more 

fully below, if the Legislature moved forward with a plan to accept federal funding, Florida  

health care providers would receive approximately $2 billion in funding for services provided to 

newly insured state residents. 

This paper will first provide a background on LIP and DSH4  as well as the “coverage 

gap” created by the Legislature’s decision, to date, to reject federal funding.  It will then look at 

the projected economic losses statewide as a result of potential LIP and DSH cuts.  These cuts 

are scheduled to occur regardless of whether or not the Legislature accepts federal funding to 

extend health care coverage for low-income Floridians.  Finally, the paper will describe the 



                           

substantial economic gains to Florida health care providers that would more than offset the 

potential LIP and DSH  losses if the Legislature accepts expansion funding.  

II. BACKGROUND 

A. Low-income Pool Program (LIP) 

As of June 30 2015, Florida’s safety-net hospitals face a tremendous potential loss of 

revenue when the current LIP program is scheduled to end pursuant to the Centers for Medicare 

and Medicaid Services announcement.5  LIP was originally established as part of Florida’s 

Medicaid Reform 1115 Demonstration Waiver (The Waiver) which was implemented in 2006.6  

It represented a jointly funded state/federal program, which intended to “ensure continued 

government support for the provision of health care services to Medicaid, underinsured, and 

uninsured populations.”7  In terms of the current negotiations related to the Waiver and LIP, 

CMS has noted that the ACA was designed to replace LIP and other mechanisms that subsidize 

indigent health care.8   The current LIP dollars come from the following sources: state general 

revenue ($9.1 million); local taxes and other agencies ($867.6 million); and federal funds ($1.2 

billion).9  Since the program’s inception in 2005, it has distributed approximately $1 billion 

annually to support safety-net providers throughout the state, and in fiscal year 2014-15 it was 

increased to over $2 billion.10  The state match portion of the LIP program is funded largely 

through Intergovernmental Transfers (IGTs).11 

Throughout the several years of negotiation over the Waiver’s extension,12 state officials 

sought both an extension and an expansion of LIP to $4.5 billion.13  The press reported 

“optimism” about both a continued and expanded LIP program.14  In July 2014 the Centers for 
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Medicare and Medicaid Services (CMS) announced it would grant a three year extension of the 

state’s 1115 waiver request with the explicit exception of LIP.15   

It is neither arbitrary nor unexpected that the LIP program has been scheduled to end.  

First, it was established to support safety net funding with the transition into managed care that 

began with the 2006 Medicaid reform pilot waiver.  And, unlike the rest of the pilot waiver 

which only operated in several counties, LIP has been available statewide for almost 10 years.  

Moreover, LIP was established before the ACA established an opportunity for states to expand 

coverage to nearly all low-income adults.   As noted in the CMS July 2014 letter referenced 

above, Florida was given an explicit one-year notice of the termination of LIP, as well as an 

open-ended invitation to engage in negotiations with the federal government to expand coverage 

to low-income uninsured adults.  “CMS and Florida agree that this one-year extension of the LIP 

will provide stability for providers as Florida transitions to statewide Medicaid managed care, 

while allowing the state to move toward a significantly reformed Medicaid payment system.”16   

B. Disproportionate Share Hospital Program (DSH)  

Congress established the Medicaid Disproportionate Share Hospital Program (DSH) in 

the early 1980s.17  The purpose of DSH was to provide additional financial support to hospitals 

that serve a “disproportionate share” of the poor.18  Since DSH was established, hospitals that 

serve a high rate of Medicaid or uninsured patients have received this funding.  Florida’s current 

annual DSH funding is almost $240 million.19  

The ACA includes a significant reduction to DSH because the Act’s provisions for 

Medicaid expansion would considerably reduce the number of uninsured individuals. 20  

Covering low-income uninsured adults through this expansion funding would thus reduce the 
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amount of uncompensated care and the need to provide the same level of supplemental support 

to the safety-net.21  However, while the Supreme Court’s decision that states were not required to 

expand Medicaid22 effectively undermined this quid pro quo, the DSH reductions were left 

intact.  While this situation is of no consequence in states that have expanded their Medicaid 

program pursuant to the ACA, it poses adverse fiscal implications in states like Florida, which 

have not.  Therefore, because the DSH reduction is not being offset with expansion funding as 

contemplated by the ACA, Florida’s safety-net is facing the loss of DSH revenue, commencing 

in 2017 and increasing over the next 7 years.23,24  

C. Florida’s Coverage Gap 

The ACA, as passed by Congress and signed into law by President Obama, established 

two paths to affordable coverage for the uninsured.  First, subsidies for purchasing insurance in 

the marketplace were provided to people between 100 and 400% of the federal poverty level 

(FPL).  Second, Medicaid was expanded to cover those up to 138% of the FPL. In Florida, there 

are approximately 1.1 million individuals eligible for Medicaid Expansion.25  However, as noted, 

the Supreme Court made the adult Medicaid expansion provision a state option.  Because the 

Florida Legislature has, to date, declined federal funding to cover low-income adults, an 

estimated 764,000 Floridians, fall into a “coverage gap.” 26  In other words, most individuals 

whose income is below 100% FPL ($11,770 annually for an individual and $ 15,930 annually for 

a household of two)27 make too little money to qualify for assistance in buying insurance in the 

Marketplace and do not qualify for Medicaid under Florida’s restrictive eligibility rules for 

adults.28  
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Significantly, under Medicaid, costs are shared between the federal and state 

governments.  The federal government covers approximately 58% of all Medicaid costs in 

Florida.29  This percentage is referred to as the federal matching rate or “FMAP.”  In contrast to 

58% FMAP for the current Medicaid population (including a 58/42 federal/state match for LIP), 

the ACA requires the federal government to cover 100% of costs associated with the newly 

eligible population until 2016.30  The FMAP for the newly eligible population gradually tapers 

down to no less than 90% in 2020 and thereafter. 31 

III. DISCUSSION 

While scheduled LIP (and to a lesser extent DSH) funding losses pose potentially dire 

economic consequences for certain counties in particular, the loss of local safety-net funding 

could be more than offset if the Florida Legislature accepted federal funds for expansion.  In 

most counties, funding for the expansion population32 will likely be remitted as per member per 

month (PMPM) payments to managed care organizations (MCOs).33  An assumption can also be 

made that 80-85% of the PMPM funding will then be paid to local health care providers for 

medical services rendered to county residents.34     

A. Safety Net Funding 

As previously stated, LIP funding is comprised of federal, state, and local funds (see 

supra II(A) at p.2), and counties contribute local funds which are then used to meet the State’s 

share of the current LIP pool funding.  These local funds include revenue from the half cent sales 

from Miami  Dade and Hillsborough counties  (see Fla. Stat. §212.055(4)(5)) allowing counties 

to implement a local indigent care surtax, as well as other local public funds.  These funds are 

sent to Tallahassee through inter-governmental transfers, or “IGTs.”  IGTs must come from a 
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governmental agency and cannot be sent directly from a hospital to the Medicaid Agency,35 but 

they are donated in the name of a specific hospital.36  Under LIP, the local funding sent to 

Tallahassee as the IGT is then returned to the designated hospital with a return on investment 

ranging between 8.5% and 147%.37  Thus, there is a tremendous local incentive to contribute to 

the IGT program. In fiscal year 2014-15, IGTs in the amount of almost $1.2 billion were sent to 

Tallahassee on behalf of providers.38   It should also be noted that over 80% of the State’s IGTs 

come from Miami-Dade and Broward counties.39  It is unclear to what extent IGTs will continue 

if/when the LIP program is eliminated or reduced.   

B.  Current Indigent Care Funding Even with LIP is Inadequate 

The recently released report by Navigant discussed the “significant reliance” the State has 

placed on the LIP program and concluded that there is a general assumption that “the LIP 

program will be discontinued.  Even assuming that counties  decide not to submit IGTs to 

Tallahassee, and that local funding for indigent care is continued and retained locally,40 there is 

still the risk of significant loss to the county providers as the enhanced federal match rate would 

be lost.41   

Further, even with LIP,  current indigent care funding is inadequate.  For example, low-

income uninsured county residents who are eligible to apply for Jackson’s charity care program42 

have complained about barriers and deficiencies in the program.43  In response to these 

complaints, Jackson officials note that there are inadequate funds to provide uncompensated 

care.44  Jackson officials reported that 29,176 individuals are enrolled in charity care 

(approximately 20% of  county residents who are in the “coverage gap,” see  Sec. III(A) at p. 

5).45
  Thus, these scheduled cuts threaten the ability of Miami Dade’s safety-net to continue 

providing even the limited level of charity care that is currently available to indigent uninsured 
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County residents.  The ability of other safety nets in the state to provide some measure of charity 

care is similarly threatened by the cuts described above.  

IV. ACCEPTANCE OF FEDERAL FUNDING FOR THE UNINSURED WILL OFFSET LOSSES 

The scheduled loss of LIP and DSH funding will be more than offset if the Florida 

Legislature accepts federal funding to expand coverage for uninsured low-income adults.  In 

2013, the Social Services Estimating Conference (SSEC) predicted that the expansion of 

Medicaid would provide coverage to over 600,000 people in 2014-15, over 900,000 in 2016-17, 

and over 1,000,000 people by 2022-23. 46  The SSEC also estimated that coverage of the 

expansion population over that time period would result in a net influx of over $51 billion in 

federal funding to cover the cost of health care for the newly enrolled.47  This data was derived 

by estimating the per member per month (PMPM) cost of health care coverage for a childless 

adult times the number of newly eligible adults in the Medicaid expansion population expected 

to enroll.48   

The same methodology can be applied to estimate the potential annual net gain in 

revenue to Florida  health care providers if the Legislature accepts funding to expand coverage to 

uninsured low-income adults in the gap.  Specifically, multiplying a conservative estimate of the 

number of state residents in the coverage gap (764,000)49 times the annual cost of paying for 

their coverage ($54350 x 12) equals almost $5 billion.  As noted, this is a conservative estimate 

(it only includes those in the “coverage gap,” i.e. below 100% FPL and not the additional state 

residents between 100 and 138% FPL who would also be covered under expansion funding).  If 

these individuals are included, the total population eligible for expansion coverage is 

approximately 1.1 million.  A conservative estimate of the revenue that would be generated for 

their care (taking into account the Medical Loss Ratio (MLR), which requires that 80-85% of the 
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payment to the managed care company must be spent on health care services and treatments for 

enrollees)51 would be nearly $6 billion.  This is almost three (3) times the states’s scheduled loss 

of more than $2 billion per year in LIP and DSH funding.  

The chart below compares the scheduled loss of LIP and DSH funding with the potential 

funding gained through expanding coverage to those in “The Gap” in Florida.52               
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V. ACCEPTING FEDERAL FUNDING FOR THE UNINSURED WILL DECREASE HOSPITAL 
UNCOMPENSATED CARE AND STRENGTHEN HOSPITAL FINANCIAL VIABILITY 

            A recent report from the Urban Institute compared earning reports from several hospital 

chains with facilities in both expansion and non-expansion states.53  Even at this early date, 

facilities in expansion states showed an increase in earnings as uncompensated care decreased 

and Medicaid revenue increased.54  While the over $5 billion in health care coverage costs for 

the county’s coverage gap population (and nearly $6 billion for coverage of expansion 

population), will be dispersed among a variety of providers, a significant portion of that funding 

can be expected to go towards hospital reimbursements.55  The projected increase in hospital 

reimbursement in Florida with expansion funding is estimated at $2.1 billion in 2016.56   

VI. CONCLUSION 
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Scheduled cuts to LIP and DSH for Florida providers amount to more than $2 billion in 

funding currently used to help cover the cost of the state’s uninsured. Even assuming that 

providers can retain IGTs made on their behalf, the potential loss is still significant.  The loss of 

that funding will be more than offset if Florida devises a plan to draw down federal funding for 

covering low-income uninsured county residents.  As authors of the Navigant Report concluded, 

“[e]xpansion would significantly mitigate the problems associated with limited compensation for 

most of the population currently uninsured or underinsured.”57 
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2 The authors are unaware of any change to LIP’s currently scheduled end date of June 30, 2015, but do 
note that federal and state officials are engaged in ongoing communications regarding the future of the 
program. See, Daniel Chang, Florida hospitals could lose billions without Medicaid expansion, group 
warns, Miami Herald, Nov. 11, 2014, http://www.miamiherald.com/news/local/community/miami-
dade/article3727590.html (noting that negotiations are ongoing); see also, Navigant Report, infra note 11, 
at 207 (concluding that “the State is at risk of losing approximately $1.3 billion.”); see also, Carol Gentry, 
CMS Official: No More LIP for Florida, HEALTH NEWS FLORIDA, Feb. 10 2015, 
http://health.wusf.usf.edu/post/cms-official-no-more-lip-florida  (reporting that “[t]here is ‘no way’ that 
Florida’s ‘Low-income Pool’ program will continue when it expires in June, said Eliot Fishman, director 
of the Medicaid division of the Centers for Medicare and Medicaid Services (CMS).  ‘Not in its present 
form.’”) [hereinafter Gentry 2/10/15 Article]. 
3 Even if the Legislature accepts federal expansion funding, there may still be a need for some additional 
funding to support safety net facilities treating individuals who remain uninsured or underinsured. See 
also Navigant Report, infra note 11, at 201 (noting that Medicaid expansion would replace that  portion of 
LIP helping to fund uncompensated care, but it would not replace that portion  of LIP used to enhance 
hospital rates to make up shortfall between reimbursement rates and cost).   
4 Both programs are jointly funded with federal and state dollars.  The federal match, or “FMAP”, for 
Florida is 58%.  In other words, 58 cents of each dollar spent for these programs comes from the federal 
government, and 42 cents from the state. See THE HENRY J. KAISER FAMILY FOUNDATION, FEDERAL 
MEDICAL ASSISTANCE PERCENTAGE (FMAP) FOR MEDICAID AND MULTIPLIER, available at 
http://kff.org/medicaid/state-indicator/federal-matching-rate-and-multiplier/ (last visited Sept. 17, 2014).  
5 Letter from Cindy Mann, Director, Centers for Medicare and Medicaid Servs., to Justin Senior, Deputy 
Secretary for Medicaid, Fl. Agency for Health Care Administration (July 31, 2014) [hereinafter CMS 
Letter], available at http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Waivers/1115/downloads/fl/fl-medicaid-reform-ca.pdf (“The approved 2014 extension of the 
demonstration continues the improvements authorized in the June 2013 amendment and extends all 
portions of this demonstration for three years, except for the Low-income Pool (LIP) which will be 
extended through June 30, 2015.”) (emphasis added).  
6 FL. S. COMM. HEALTH REGULATIONS, INTERIM REPORT 2010-120 SUPPLEMENTAL MEDICAID 
PAYMENTS, at 2 (2010) [hereinafter Senate Report].  
7 Id. 
8 Gentry 2/10/15 Article, supra note 2.  
9 Justin M. Senior, Deputy Sec’y for Medicaid, Agency for Health Care Admin., S. Appropriations 
Subcomm. on Health and Human Servs.: Update on Statewide Medicaid Managed Care and Low-income 
Pool Program (Jan. 7, 2015) (on file with authors).  
10 FL. S. & FL. H.R., MEDICAID HOSPITAL FUNDING PROGRAMS, FISCAL YEAR 2014-2015, FINAL 
CONFERENCE REPORT FOR HOUSE BILL 5001, at 21-24 (Apr. 29, 2014), 
http://www.myfloridahouse.gov/Sections/Documents/loaddoc.aspx?FileName=Medicaid%20Hospital%2
0Funding%20Programs%20-%204-29-
2014.pdf&DocumentType=Conf&BillNumber=5001&Session=2014 [hereinafter Hospital Funding 
Data]. 
11  See, e.g. NAVIGANT HEALTHCARE, STUDY OF HOSPITAL FUNDING AND PAYMENT METHODOLOGIES 
FOR FLORIDA MEDICAID, PREPARED FOR: FLORIDA AGENCY FOR HEALTH CARE ADMINISTRATION, at 33 
(Jan. 15, 2015) (“The LIP program has been used to incentivize IGTs”)[hereinafter Navigant Report], 
available at http://ahca.myflorida.com/medicaid/medicaid_reform/lip/index.shtml. In the July 2014 letter 
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from CMS to AHCA, CMS required AHCA to “commission a report from an independent entity on 
Medicaid provider payments in the state.  CMS Letter, supra note 5, at 1.  The report will review the 
adequacy of payment levels, and the adequacy, equity, accountability and sustainability of the state’s 
funding mechanisms for these payments. The report shall recommend reforms to the Florida Medicaid 
financing system that can allow the state, beginning in state fiscal year 2015-2016, to move toward 
Medicaid managed care and fee-for-service payments that ensure access for Medicaid beneficiaries to 
providers throughout the state through such payments rather than through over reliance on supplemental 
payments.”   
12 Joan Alker & Jack Hadley, MEDICAID MANAGED CARE IN FLORIDA: FEDERAL WAIVER APPROVAL 
AND IMPLEMENTATION (Oct. 2013), available at http://ccf.georgetown.edu/wp-
content/uploads/2013/10/Florida-Medicaid-Brief_Fall2013.pdf.  
13 See e.g., Letter from Rick Scott, Fl. Gov., to Kathleen Sibelius, Secretary, U.S. Dept. Health and 
Human Servs., 36-37 (Nov. 26, 2013), available at http://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Waivers/1115/downloads/fl/fl-medicaid-reform-pa.pdf.  
14 See e.g., Tia Mitchell, After saying no to feds on Medicaid expansion, Florida may ask for more 
money, MIAMI HERALD, Oct. 17, 2013, http://www.miamiherald.com/2013/10/17/3695586/after-saying-
no-to-feds-on-medicaid.html.  
15 CMS Letter, supra note 5.  
16 CMS Letter, supra note 5. The authors of the Navigant Report (see note 11 supra) conclude that LIP 
could justifiably be reduced with Medicaid expansion because  that would reduce the number of 
uninsured. A review of data related to hospital supplemental payments indicated that most of the LIP for 
public hospitals, such as Jackson, went to cover the cost of the uninsured. “LIP is contributing to the care 
of the uninsured—particularly in public hospitals which receive the bulk of the LIP funding. . . payments 
from the traditional $1 billion LIP program to non-state government owned hospitals primarily contribute 
to those hospitals’ costs of caring for the uninsured.” Id. at 183.  
17 Corey Davis, NATIONAL HEALTH LAW PROGRAM, Q&A DISPROPORTIONATE SHARE HOSPITAL 
PAYMENTS AND THE MEDICAID EXPANSION 2 (July 2012) [hereinafter NHeLP DSH], available at 
http://www.healthlaw.org/component/jsfsubmit/showAttachment?tmpl=raw&id=00Pd0000006EJLlEAO. 
18 Senate Report, supra note 6. 
19 As with LIP, the $240 million is a combination of state and federal dollars.  Hospital Funding Data, 
supra note 10, at 21-24. 
20 Robin Rudowitz, THE HENRY J. KAISER FAMILY FOUNDATION, HOW DO MEDICAID 
DISPROPORTIONATE SHARE HOSPITAL (DSH) PAYMENTS CHANGE UNDER THE ACA? (Nov. 2013) 
[hereinafter Kaiser DSH Issue Brief], available at http://kff.org/medicaid/issue-brief/how-do-medicaid-
disproportionate-share-hospital-dsh-payments-change-under-the-aca/.  
21 Id. 
22 Nat'l Fed'n of Indep. Bus. v. Sebelius, 132 S. Ct. 2566 (2012).  
23 Protecting Access to Medicare Act, H.R. 4302, 113th Cong. § 221 (2014) (extending the 
implementation of DSH reductions from 2014 to 2017); see also, Kaiser DSH Issue Brief, supra note 20, 
at 2-3.  The federal government delayed implementation of the DSH reductions until 2017 and will follow 
the DSH Health Reform Methodology specified in the final rule.  This methodology takes 5 factors into 
account in determining DSH cuts across states: (1) Is the state a Low-DSH or a Non-Low DSH State?; (2) 
How will the reductions be allocated for the Low-DSH and Non-Low DSH States?; (3) How will the pool 

http://ccf.georgetown.edu/wp-content/uploads/2013/10/Florida-Medicaid-Brief_Fall2013.pdf
http://ccf.georgetown.edu/wp-content/uploads/2013/10/Florida-Medicaid-Brief_Fall2013.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/fl/fl-medicaid-reform-pa.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/downloads/fl/fl-medicaid-reform-pa.pdf
http://www.miamiherald.com/2013/10/17/3695586/after-saying-no-to-feds-on-medicaid.html
http://www.miamiherald.com/2013/10/17/3695586/after-saying-no-to-feds-on-medicaid.html
http://www.healthlaw.org/component/jsfsubmit/showAttachment?tmpl=raw&id=00Pd0000006EJLlEAO
http://kff.org/medicaid/issue-brief/how-do-medicaid-disproportionate-share-hospital-dsh-payments-change-under-the-aca/
http://kff.org/medicaid/issue-brief/how-do-medicaid-disproportionate-share-hospital-dsh-payments-change-under-the-aca/
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amounts be allocated across the states?; (4) What is a state’s total reduction?; and (5) What other factors 
are considered?   
24 Although the details are not yet clear, under the ACA, the Secretary of Health and Human Services is 
required to cut DSH funding by $14.1 billion from 2014-2019.  NHeLP DSH, supra note 17, at 4.  For 
details on Medicaid DSH reductions, see 42 U.S.C. § 1396r-4(f)(7)(B); 42 C.F.R. pt. 447.  
25 Stan Dorn, et. al., Robert Wood Johnson Foundation & Urban Institute, WHAT IS THE RESULT OF 
STATES NOT EXPANDING MEDICAID, Table 2 at 4 (Aug. 2014) [hereinafter Dorn Report], available at 
http://www.urban.org/UploadedPDF/413192-What-is-the-Result-of-States-Not-Expanding-Medicaid.pdf. 
26 THE HENRY J. KAISER FAMILY FOUNDATION, THE COVERAGE GAP: UNINSURED POOR ADULTS IN 
STATED THAT DO NOT EXPAND MEDICAID (Apr. 2, 2014), available at http://kff.org/health-reform/issue-
brief/the-coverage-gap-uninsured-poor-adults-in-states-that-do-not-expand-medicaid/ (“The ACA 
envisioned people below 138% of poverty receiving Medicaid and thus does not provide premium 
tax credits for the lowest income. As a result, individuals below poverty are not eligible for 
Marketplace tax credits, even if Medicaid coverage is not available to them. Individuals with 
incomes above 100% of poverty in states that do not expand may be eligible to purchase subsidized 
coverage through the Marketplaces.”) (emphasis added).  
27 Health Insurance Marketplace, FEDERAL POVERTY LEVEL (FPL), available at 
https://www.healthcare.gov/glossary/federal-poverty-level-FPL/ (2015 federal poverty levels have been 
established but are not yet applicable to Florida’s Family Related Medicaid program.) 
28 Centers for Medicare and Medicaid Services, STATE MEDICAID AND CHIP INCOME ELIGIBILITY 
STANDARDS (July 1, 2014), available at http://medicaid.gov/AffordableCareAct/Medicaid-Moving-
Forward-2014/Downloads/Medicaid-and-CHIP-Eligibility-Levels-Table.pdf.  To be eligible for Florida’s 
current Medicaid program, adults must be both very poor and either have minor children or be disabled.  
Florida’s income limit for parents is approximately 35% FPL.  Under the current applicable 2014 FPL, a 
single parent with one child can only earn an income of $453 per month or less ($5,436 annually) to be 
eligible for Florida Medicaid, and a single disabled adult can only make $721 a month or less ($8,652 
annually).  Nondisabled adults without minor children are currently ineligible for Medicaid in Florida, 
regardless of how poor they might be.  
29 See Medicaid Federal Share of Matching Funds, FLORIDA OFFICE OF ECONOMIC AND DEMOGRAPHIC 
RESEARCH, (Nov. 2013) http://edr.state.fl.us/content/conferences/medicaid/fmap.pdf. 
30 42 U.S.C. § 1396d(y)(1).   
31 Id. 
32 The federal government will pay 100% of the cost of funding the expansion population through 2016, 
and no less than 90% of the costs thereafter.  January Angeles & Matt Broaddus, Center on Budget and 
Policy Priorities, FEDERAL GOVERNMENT WILL PICK UP NEARLY ALL COSTS OF HEALTH REFORM’S 
MEDICAID EXPANSION (Mar. 28, 2013), available at  http://www.cbpp.org/cms/?fa=view&id=3161. 
33 THE HENRY J. KAISER FAMILY FOUNDATION, QUICK TAKE: KEY CONSIDERATIONS IN EVALUATING 
THE ACA MEDICAID EXPANSION FOR STATES (Apr. 18, 2013), available at http://kff.org/medicaid/fact-
sheet/key-considerations-in-evaluating-the-aca-medicaid-expansion-for-states-2/. 
34 CENTERS FOR MEDICARE AND MEDICAID SERVICES, MEDICAL LOSS RATIO, available at 
http://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Market-Reforms/Medical-Loss-
Ratio.html (Pursuant to the ACA insurance companies must comply with a medical loss ratio (MLR) 
standard.  This standard, which requires insurance companies to spend 80-85% of premium dollars on the 
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