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About This Report 
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program for low-income individuals. These provisions could have broad implications for state 
Medicaid funds, general funds, and Medicaid coverage. In this report, we describe customized 
approaches that we developed by combining publicly available data, published literature, state and 
federal agency reports, and other sources of information to build state-level estimates of budget impact 
and enrollment changes associated with several key Medicaid provisions. 
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Summary 

Issue 
The One Big Beautiful Bill Act (OBBBA) is a far-reaching budget reconciliation package (Pub. L. 

119-21, 2025). OBBBA contains many provisions that affect Medicaid, the state and federally 
financed health insurance program for people with low incomes or disabilities. These changes could 
have implications for financing, eligibility, and access to care. Although the Congressional Budget 
Office (CBO) has scored each provision (CBO, 2025c), CBO’s focus is on the federal budgetary and 
coverage implications. We built estimates of the expected impacts of a set of key provisions on 
Medicaid and state budgets, both provision by provision and overall. We also estimated the expected 
effect on Medicaid enrollment. A key contribution of this analysis is that we developed estimates for 
each state, typically drawing on state-specific data, documentation, and other materials. 

Approach  
We modeled the impacts of the following provisions (drawn from the law’s sections as indicated): 

• Sec. 71103 (address verification): This section requires states to collect enrollee addresses, 
an approach intended to reduce duplicative enrollment across states. 

• Sec. 71106 (good faith waiver): This section limits the federal government’s ability to waive 
recoupment of funds provided for certain types of erroneous Medicaid payments, sometimes 
known as a “good faith” waiver. 

• Sec. 71107 (redetermination): This section requires states to conduct eligibility 
redeterminations for Medicaid expansion adults every six months (as opposed to the previous 
requirement of every 12 months). 

• Sec. 71109 (eligibility restrictions for immigrants): This section limits Medicaid eligibility 
for lawfully present immigrants to green card holders and certain other groups. Refugees and 
asylees are no longer eligible. 

• Sec. 71110 (emergency Medicaid): This section reduces federal matching assistance 
percentage (FMAP) contributions for certain Medicaid-ineligible immigrants who seek 
emergency care. 

• Secs. 71115 and 71117 (provider taxes): These sections limit the ability of states to use 
provider taxes (i.e., taxes for which at least 85 percent of revenue comes from health care 
providers [Social Security Administration, undated]) to increase FMAP claims and impose 
greater restrictions on Medicaid-expansion states than on non-expansion ones. This provision 
curtails a common practice of imposing provider taxes alongside Medicaid payment increases, 
drawing down FMAP on the payment increases and simultaneously benefiting both states and 
providers at the expense of the federal government.  
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• Sec. 71116 (state-directed payments [SDPs]): In certain circumstances, states can require 
Medicaid managed care plans to pay providers a specified amount. Previously, these payments 
could be as high as the average commercial rate; this section of OBBBA restricts payments for 
certain provider categories to 100 percent of average Medicare rates for expansion states and 
to 110 percent for non-expansion states. 

• Sec. 71119 (work requirements): With some exceptions, this section of the law requires 
non-disabled adults to be working, looking for work, or volunteering to qualify for Medicaid. 

• Sec. 71120 (cost-sharing): This section requires states to impose cost-sharing of up to $35 
for certain health care services for non-disabled adults. 

• Sec. 71121 (home- and community-based services [HCBS]): This section expands states’ 
ability to offer HCBS via Section 1915(c) waivers. Currently, Section 1915(c) of the Social 
Security Act allows states to waive certain Medicaid requirements in order to provide HCBS 
services to people who require an institutional level of care (Centers for Medicare & Medicaid 
Services, [CMS], undated-c). This provision allows states to offer HCBS to people who do 
not need an institutional level of care if waivers meet other necessary criteria. 

• Sec. 71401 (Rural Health Transformation Program [RHTP]): This section provides $50 
billion in funding for certain activities, such as promoting healthy behavior and paying for 
health care services. The funding is available to all states, though some of the criteria used to 
allocate the funding favor rural states. 

For ten of the 12 provisions that we modeled, we created customized approaches. For each 
approach, we relied on publicly available data on Medicaid enrollment and spending at the state level 
available from the Data.Medicaid.gov website (CMS, 2025j) and from the Medicaid and CHIP 
Payment and Access Commission (undated-a). We then used enrollment and spending projections 
from the National Health Expenditure Accounts (CMS, 2025d) to project estimates to future years. 
For many of the analyses, we used data from such sources as the American Community Survey (ACS) 
(U.S. Census Bureau, 2025), the Medicaid Budget and Expenditure System (MBES) (CMS, undated-
b), and CMS’s Healthcare Cost Reporting and Information System (CMS, 2025h). We also reviewed 
state laws and documentation, reports published by state or federal agencies, aggregated data sources, 
and academic literature. For the remaining two provisions, we allocated the CBO estimates to states 
(CBO, 2025c). 

Key Findings 
We estimate that impacts of the provisions will vary by state, but most states will see reductions to 

their state Medicaid funds as a result of the OBBBA provisions that we studied. Key findings from 
our analyses include the following:  

• In total, state Medicaid funds will be reduced by $679 billion over the 2025–2034 period.1 
State general funds will be reduced by $82 billion over the same period. 

 
1 The reduction to state Medicaid funds represents the total loss from both reduced federal funding and reduced funding from 
the state general fund. 
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• The federal savings amount to $724 billion, similar to the $709 billion in federal savings for 
these provisions projected by CBO (2025c). 

• Expansion states with substantial use of SDPs and provider taxes—Arizona, Iowa, and 
Nevada—stand to see reductions of more than 15 percent of their Medicaid funds (a 
combined impact of reduced federal and state spending). California and New York similarly 
have substantial use of SDPs and provider taxes and see the largest dollar-value reductions to 
Medicaid funds, on the order of $112 billion and $63 billion, respectively. 

• As a non-expansion state without substantial use of SDPs or provider taxes, Florida sees 
minimal budgetary impacts of the OBBBA provisions we studied (a <0.5-percent change to its 
Medicaid fund). Some expansion states, such as North Dakota and Nebraska, that similarly 
do not rely heavily on SDPs and provider taxes will also see minimal budgetary impacts of the 
provisions we studied because the expected gains from the RHTP are likely to offset the 
majority of the losses from other provisions. 

• A few states, such as Wyoming and South Dakota, will see increases in Medicaid funds of 
close to 10 percent and 2 percent respectively; these states have small populations (and 
therefore smaller Medicaid funds overall), so they stand to gain substantially in percentage 
terms from the RHTP and see little to no impact from other provisions. 

• There is variation across states in which provisions have the greatest budgetary impact (e.g., 
Michigan, California, and Colorado all see the largest impacts from provider taxes; Texas, 
Tennessee, and Mississippi are more affected by SDPs). 

• We estimate a joint impact across the provisions we modeled of 7.6 million fewer Medicaid 
enrollees in 2034. 

Policy Implications & Limitations 
• Many states will see substantial reductions to Medicaid funds, with 26 states expected to see 

reductions of 5 percent or more. 
• Some of the policies, such as work requirements and more-frequent redetermination, are 

expected to have direct impacts on Medicaid enrollment by adding eligibility criteria and 
increasing administrative requirements to remain enrolled. These policies reduce Medicaid 
spending for both states and the federal government.  

• Other provisions related to provider taxes, emergency FMAP, and the good faith waiver for 
erroneous payments essentially reduce federal funding without inherently reducing the size of 
the Medicaid program, requiring states to either find other funding sources to bridge the gap 
or reduce Medicaid spending by reducing eligibility, covered services, provider payment rates, 
or some combination of those. 

• There could be broader impacts of OBBBA provisions on access to care and uncompensated 
care that states might wish to address; the RHTP could at least partially address some of these 
issues, although the impact will vary substantially across states, with smaller states standing to 
gain more than larger states. 
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• We note that our findings rely on a number of assumptions related to state responses to these 
provisions, expected population growth and expected health care spending inflation. 
Therefore, our results should be interpreted as the expected outcomes provided these 
assumptions hold. Although we believe that these assumptions are reasonable, uncertainty is 
inherent to work projecting future outcomes. Should actual behavior vary from our 
assumptions for any given state, our estimates may not be applicable for that state.  
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Chapter 1 

Introduction 

On July 4, 2025, President Donald Trump signed Public Law 119-21 (Pub. L. 119-21, 2025), a 
massive budget reconciliation package with implications for many sectors of the U.S. economy. The 
law, commonly referred to as the One Big Beautiful Bill Act (OBBBA), contains a series of policy 
changes that aim to reduce federal spending and improve program integrity in Medicaid, the nation’s 
state-funded and federally funded health program for people with low incomes and disabilities. 
Broadly, these Medicaid changes impose work requirements on non-disabled adults, increase the 
frequency and stringency of eligibility determinations and redeterminations, limit spending on 
immigrants, and tighten provisions that have historically enabled states to increase their federal 
funding. Although the law also includes some new Medicaid spending, notably a $50 billion Rural 
Health Transformation Program (RHTP), the Congressional Budget Office (CBO) estimates that all 
of the Medicaid provisions in OBBBA will, in net, reduce federal Medicaid spending by $911 billion 
between 2025 and 2034 (Euhus et al., 2025). CBO further estimates that up to 10 million people 
could lose coverage as a result of these changes, combined with additional changes to the Affordable 
Care Act’s (ACA’s) Marketplaces (CBO, 2025a). 

Some state policymakers have expressed concern about how the cuts to the Medicaid program will 
affect their budgets (McCarthy and Carney, 2025; NY State of Health, 2025; State of Rhode Island, 
2025). However, because the CBO score does not provide state-specific impact estimates, the 
magnitude of the impact for any given state is uncertain. In this report, we describe our detailed, state-
level estimates of the budgetary effects of many of OBBBA’s key Medicaid provisions for each state. 
We also estimated state-specific coverage changes resulting from these provisions. Although prior 
studies have allocated the CBO’s estimate across states (Euhus et al., 2025), we developed most of 
these estimates independently from the CBO scores, often using state-specific source material and 
data. This approach enabled us to capture such nuances as state-specific Medicaid provider tax rates 
and the size of the immigrant population. These estimates might be of interest to state policymakers 
or other stakeholders as they consider the changes to Medicaid funding, state budgets, and health 
insurance coverage that will arise as OBBBA provisions take effect. 

Description of OBBBA Provisions 
We modeled the following 12 Medicaid provisions that were in the final version of OBBBA 

(drawn from sections of Pub. L. 119-21 [2025] as indicated): 

• Sec. 71103 (address verification): This section requires states to verify enrollee addresses, an 
approach intended to reduce duplicative enrollment across states. 



 

2 

• Sec. 71106 (good faith waiver): This section limits the federal government’s ability to waive 
recoupment of funds provided for certain types of erroneous Medicaid payments, sometimes 
known as a “good faith” waiver. 

• Sec. 71107 (redetermination): This section requires states to conduct eligibility 
redeterminations for Medicaid-expansion adults every six months (as opposed to the previous 
requirement of every 12 months). 

• Sec. 71109 (eligibility restrictions for immigrants): This section limits Medicaid eligibility 
for lawfully present immigrants to green card holders and certain other groups. Refugees and 
asylees are no longer eligible. 

• Sec. 71110 (emergency Medicaid): This section reduces federal matching assistance 
percentage (FMAP) contributions for certain Medicaid-ineligible immigrants who seek 
emergency care. Under the Emergency Medical Treatment and Labor Act (EMTALA), 
hospitals must provide emergency care regardless of a patient’s insurance or immigration 
status, and Medicaid can reimburse some of these costs. Previously, the federal contribution 
for this care reflected what the state would have received had the immigrant been a U.S. 
citizen, including 90-percent FMAP for Medicaid expansion adults. OBBBA limits the 
FMAP recovery to the regular FMAP, which is lower than the expansion FMAP. 

• Secs. 71115 and 71117 (provider taxes): These sections limit the ability of states to use 
provider taxes (i.e., taxes for which at least 85 percent of revenue comes from health care 
providers [Social Security Administration, undated]) to increase FMAP claims and impose 
greater restrictions on Medicaid-expansion states than on non-expansion ones. This provision 
curtails a common practice of imposing provider taxes alongside Medicaid payment increases, 
drawing down FMAP on the payment increases and simultaneously benefiting both states and 
providers at the expense of the federal government.  

• Sec. 71116 (state-directed payments [SDPs]): In certain circumstances, states can require 
Medicaid managed care plans to pay providers a specified amount. Previously, these payments 
could be as high as the average commercial rate (ACR); this section of OBBBA restricts the 
payments for inpatient care, outpatient care, services provided at an academic medical center 
(AMC), and nursing facility services to 100 percent of average Medicare rates for expansion 
states and to 110 percent for non-expansion states. 

• Sec. 71119 (work requirements): With some exceptions, this section of the law requires 
non-disabled adults to be working, looking for work, or volunteering to qualify for Medicaid. 

• Sec. 71120 (cost-sharing): This section requires states to impose cost-sharing of up to $35 
for certain health care services for non-disabled adults. 

• Sec. 71121 (home- and community-based services [HCBS]): This section expands states’ 
ability to offer HCBS via 1915(c) waivers. Currently, Section 1915(c) of the Social Security 
Act allows states to waive certain Medicaid requirements in order to provide HCBS services to 
people who require an institutional level of care (Centers for Medicare & Medicaid Services 
[CMS], undated-c). Specifically, this provision allows states to offer HCBS to people who do 
not need an institutional level of care if waivers meet other necessary criteria. 
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• Sec. 71401 (RHTP): This section provides $50 billion in funding for certain activities, such 
as promoting healthy behavior and paying for health care services. The funding is available to 
all states, though some of the criteria used to allocate the funding favor rural states. 

We did not model provisions that (1) were entirely dependent on prediction of state behavior 
(e.g., Sec. 71114, which eliminates the temporary FMAP bump for states that expand Medicaid; this 
would require us to predict which states might expand Medicaid or might have expanded in absence of 
this provision but will not because of it), (2) were estimated by CBO to reduce the federal deficit by 
less than $5 billion over ten years (e.g., Sec. 71112, which limits retroactive Medicaid coverage; this 
provision is estimated to save $4.2 billion over the 2025–2034 period), or (3) prevented the 
implementation of federal final rules that had not yet taken effect (e.g., Sec. 71101 on the Eligibility 
and Enrollment Final Rule).  

Methodology 
A key contribution of this analysis is that we developed estimates for each state, typically drawing 

on state-specific data, documentation, and other materials. Some of the data sources that we used were 
the American Community Survey (ACS) (U.S. Census Bureau, 2025), the Medicaid Budget and 
Expenditure System (MBES) (CMS, undated-b), the Centers for Medicare & Medicaid Services’ 
(CMS’s) Healthcare Cost Reporting and Information System (HCRIS) (CMS, 2025h), and data 
available through the Data.Medicaid.gov website (CMS, 2025j) and Medicaid and CHIP Payment 
and Access Commission (undated-a). In addition, we consulted state laws, reports published by 
federal and state agencies, and academic literature. (This material can be found in an annex to this 
report, available at www.rand.org/t/RRA4098-1-v2.) We derived unique, state-specific estimates for 
ten of the 12 provisions. For the remaining two provisions—the good faith waiver reduction and the 
HCBS waiver expansion—we allocated CBO’s estimate across states (CBO, 2025c). A detailed 
discussion of the methodology for each provision can be found in Appendix A. To develop the ten-
year forecast, we used health care cost and Medicaid population growth projections from the National 
Health Expenditure Accounts (NHEA) (CMS, 2025d).  

Six of the provisions that we considered would result in a loss of coverage, either because the 
policy directly reduces eligibility (work requirements, redeterminations, and restrictions on immigrant 
coverage) or because the policy negatively affects the state’s general fund, which in turn could lead 
states to reduce eligibility (provider taxes, reductions in emergency FMAP, and limitations on the 
good faith waiver). For the latter cases, we followed CBO (2025c) in assuming that states make up 
one-half of the budget deficit by reducing Medicaid spending and the other half by leveraging the 
general fund. We further assumed that states would achieve one-third of the necessary cuts to 
Medicaid spending by reducing enrollment, with the other two-thirds reflecting changes in provider 
payment and service provision. When we report enrollment reductions, we focus on coverage losses 
for 2034 because all of OBBBA’s policies will be fully implemented by that point. Our findings rely on 
a number of such assumptions, and therefore should be interpreted as the expected outcomes provided 
those assumptions hold. If actual state policy decisions vary from our assumptions, our estimates 
might not apply for a given state. Although we believe that our assumptions are reasonable, such 
uncertainty is inherent to work projecting future outcomes.  

http://www.rand.org/t/RRA4098-1-v2
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Chapter 2 

Overall Impacts of Key Provisions 

We estimated the impacts of several of OBBBA’s key Medicaid provisions at the state level, 
incorporating both states’ possible responses to the provisions and overlapping effects among some of 
the provisions.2 We considered changes in both spending and enrollment.  

For spending, we considered three affected pools of funding: the state Medicaid fund, the state 
general fund, and federal funds. State Medicaid funding for a given enrollee encompasses spending 
from both the federal government (the FMAP for that state and enrollee type times the total funding 
amount) and the state general fund (the difference between the federal contribution and the total). 
We organize the OBBBA provisions into two types, based on how they affect these budgets. 

The first type of provision reduces Medicaid spending directly. For example, Medicaid work 
requirements decrease Medicaid spending by reducing enrollment, shrinking the state Medicaid fund 
while producing savings for the state general fund and the federal government. The second type of 
provision reduces federal contributions without inherently reducing Medicaid spending. Limits on the 
ability to claim FMAP on provider tax revenues are an example: Because this reduces federal funding, 
states must compensate through some combination of increased outlays from general funds (shown in 
tables throughout this report as negative general fund impacts) and reduced Medicaid funding beyond 
the cuts that OBBBA explicitly defines, which further reduces federal spending. We account for both 
provision types and detail our methodological approach in Appendix A. 

In total, we estimate that state Medicaid funds will be reduced by $679 billion through 2034 as a 
result of the provisions that we studied. State general funds would lose $82 billion because of two 
generally opposing effects: (1) the savings that are realized because of decreased Medicaid enrollment 
and provider payment rates and (2) the loss of funds as a result of lower provider taxes. Overall, we 
estimate that the federal government would realize $724 billion in savings,3 similar to the $709 billion 
in federal savings estimated by the CBO (2025c) for the same provisions. After accounting for 
potential overlap in impacts across provisions, we expect a decrease in Medicaid enrollment nationally 
of 7.6 million enrollees in 2034. 

The findings we present in this section account for the potential overlap of impacts across 
provisions. For example, the enrollment impacts of the work requirements and redetermination 
provisions are likely to affect some of the same people. Other provisions could offset one another; for 
example, state general funds might recognize savings as a result of decreased SDPs but require 
increased outflows as a result of the provider tax provision. 

 
2 A detailed description of our approach is included in Appendix A. 
3 In general, for provisions that reduce enrollment (e.g., work requirements, redetermination), the reduction in the state Medicaid 
fund is equal to the sum of the savings to the federal government and to the state general fund. For provisions that reduce federal 
funding (e.g., emergency FMAP, good faith waiver), the reductions to the state general fund and to the state Medicaid fund sum 
to the savings to the federal government. The exception is for provider taxes, which further affects non-Medicaid providers. 
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We detail the state- and provision-level findings on state Medicaid funds, state general funds, and 
enrollment in Appendix B. 

Overall Impacts by Provision 
We considered the relative impacts of each of the provisions we studied. In general, we expect 

expansion states (affected by work requirements, more-frequent redeterminations, and cost-sharing 
provisions and more affected by SDP and provider tax provisions), those with use of SDPs, and those 
with use of provider taxes to be more affected by the OBBBA provisions we studied than non-
expansion states will be. Table 2.1 summarizes the Medicaid expansion status, use of SDPs, and use of 
provider taxes for each state as of 2025. 

Table 2.1. State Factors Affecting the Likely Impact of OBBBA Medicaid Provisions 

State Expansion Use of SDPsa Use of Provider Taxes 

Alabama No No No 

Alaska Yes No No 

Arizona Yes Yes Yes 

Arkansas Yes No Yes 

California Yes Yes Yes 

Colorado Yes No Yes 

Connecticut Yes No Yes 

Delaware Yes No No 

District of Columbia Yes No No 

Florida No No No 

Georgia No Yes No 

Hawaii Yes No No 

Idaho Yes No No 

Illinois Yes No Yes 

Indiana Yes No Yes 

Iowa Yes Yes Yes 

Kansas No Yes No 

Kentucky Yes Yes Yes 

Louisiana Yes Yes Yes 

Maine Yes No No 

Maryland Yes No No 

Massachusetts Yes Yes Yes 
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State Expansion Use of SDPsa Use of Provider Taxes 

Michigan Yes No Yes 

Minnesota Yes Yes Yes 

Mississippi No Yes No 

Missouri Yes Yes Yes 

Montana Yes No No 

Nebraska Yes No Yes 

Nevada Yes Yes Yes 

New Hampshire Yes No Yes 

New Jersey Yes Yes Yes 

New Mexico Yes No Yes 

New York Yes Yes Yes 

North Carolina Yes Yes Yes 

North Dakota Yes No No 

Ohio Yes Yes Yes 

Oklahoma Yes Yes Yes 

Oregon Yes No Yes 

Pennsylvania Yes No Yes 

Rhode Island Yes Yes Yes 

South Carolina No Yes No 

South Dakota Yes No No 

Tennessee No Yes No 

Texas No Yes No 

Utah Yes No Yes 

Vermont Yes No Yes 

Virginia Yes Yes Yes 

Washington Yes Yes Yes 

West Virginia Yes Yes Yes 

Wisconsin Nob No Nob 

Wyoming No No No 

SOURCES: State Medicaid profiles available from CMS (undated-e), authors’ analysis of published SDP 
approval packages (CMS, undated-a), and authors’ analysis of state provider taxes (see Appendix A). 
a We flag states with SDPs or provider taxes (as of 2025) that are in categories affected by OBBBA provisions. 
b Wisconsin has not expanded Medicaid but has an approved Section 1115 waiver in place that extends 
coverage to childless adults with incomes up to 100 percent of the federal poverty limit (FPL). Under OBBBA, 
this population receives federal funding at the standard FMAP. For most provisions, Wisconsin is considered a 
non-expansion state, but it is considered an expansion state for the purposes of Medicaid work requirements. 
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Budgetary Impacts by Provision 
Figure 2.1 summarizes the combined impact across states and years (2025–2034) of each 

provision on state budgets (the sum of the impact on Medicaid and state general funds). This can be 
interpreted as the net change in federal dollars to the state less any lost provider tax revenue from non-
Medicaid health care providers. Provisions that directly reduce Medicaid spending, such as work 
requirements and more-frequent redeterminations, can lead to increases in state general funds because 
states spend less on their share of Medicaid costs. In contrast, provisions that reduce federal 
contributions without directly limiting Medicaid spending, such as restrictions on provider taxes or 
reduced emergency FMAP, create state budget shortfalls that could, in turn, prompt states to cut 
Medicaid spending.  

The provisions with the largest impacts are those related to Medicaid financing or eligibility. The 
implementation of Medicaid work requirements and more-frequent redetermination for the expansion 
population represents a reduction to state budgets (sum of Medicaid fund impact and general fund 
impact) of nearly $350 billion through 2034 because of decreased enrollment. This represents a $388 
billion reduction to state Medicaid funds and a $40 billion increase to state general funds. Similarly, 
more-frequent redetermination would lead to reductions of nearly $70 billion, with reductions of $77 
billion to state Medicaid funds but savings of nearly $8 billion to state general funds. We expect that 
these provisions would lead to decreased enrollment for two reasons: (1) Some people will disenroll 
because they do not meet eligibility requirements, and (2) some people will meet the eligibility 
requirements but become disenrolled because of the administrative burden of demonstrating 
compliance. These enrollment provisions represent a substantial reduction to state Medicaid funds 
because the federal government finances 90 percent of Medicaid costs for Medicaid expansion adults, 
which is much higher than the standard FMAP for other Medicaid populations. The provisions that 
affect Medicaid financing by changing rules related to provider taxes and SDPs also lead to substantial 
budgetary losses of $278 billion and $169 billion, respectively. We note that these are provision-level 
estimates, which do not account for overlap or interaction across provisions. 

The provisions related to enrollee address verification, immigrant eligibility, and cost-sharing for a 
subset of the expansion population all stand to have relatively smaller impacts of less than $10 billion 
each over the 2025–2034 period because they affect a smaller proportion of the Medicaid population 
and because provisions will be phased in during this period. The RHTP and the provision related to 
HCBS waivers are the only two provisions that will increase funding to states. 
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Figure 2.1. Projected Change in Total State Budget, by Provision (2025–2034) 

 
SOURCES: Authors’ calculations featuring information from sources described in Appendix A. 
NOTE: The quantities displayed are the sum of the state Medicaid fund impacts and state general fund impacts. “Rural 
Health Program” refers to the RHTP. 

Enrollment Impacts by Provision 
Work requirements, more-frequent redeterminations, and changes to immigrant eligibility 

directly affect enrollment because these provisions require states to tighten eligibility rules. 
Furthermore, we expect that changes to good faith waivers, provider taxes, and emergency FMAP will 
have indirect effects on enrollment because of reductions in federal funding that could lead states to 
reduce enrollment as a way of addressing budgetary shortfalls. The remaining provisions either achieve 
savings for both states and the federal government without restricting enrollment (address verification, 
SDPs, cost-sharing) or represent transfers of funding from the federal government to states (HCBS 
waivers, RHTP).  

Figure 2.2 shows the projected change in Medicaid enrollment by provision, focusing on the six 
provisions that we expect to affect enrollment. Work requirements have the largest impact, reducing 
enrollment by 5.3 million in 2034, followed by provider taxes (1.5 million fewer enrollees) and 
redeterminations (0.9 million fewer enrollees). These numbers shown in the figure are not 
deduplicated, meaning that they estimate the expected total enrollment change if each provision were 
implemented in isolation. However, some provisions will affect the same people; for example, some 
people who might lose coverage because of more-frequent redeterminations might also be unable to 
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meet the work requirements. After deduplication, we estimate that there will be 7.6 million fewer 
Medicaid enrollees in 2034 because of the OBBBA provisions that we studied. 

Figure 2.2. Enrollment Effects of Key Provisions (2034) 

 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
NOTE: Numbers are not deduplicated across provisions. They represent the change in Medicaid enrollees, not the total 
change in insurance. Enrollment impacts are rounded to the nearest hundred. 

Overall Impacts by State 
Impacts on Medicaid funds, by State 

We summarize the overall impact of the 12 provisions we studied on state Medicaid funds across 
the 2025–2034 period by state in Figure 2.3. There is substantial state-to-state variation in the 
relative impact of the provisions. Arizona, Iowa, and Nevada stand to see the largest Medicaid fund 
reductions, at more than 15 percent of the total Medicaid fund across the period we studied. All three 
states are Medicaid expansion states and heavily reliant on SDPs; therefore, they see large funding 
losses from the work requirements and SDP provisions. Other states—such as Florida, North 
Dakota, and Nebraska—see close to no impact of the provisions we studied. As a non-expansion state, 
Florida is shielded from many of the provisions. It sees nearly equal positive budget impacts from the 
RHTP and negative budget impacts from other provisions, leading to a neutral impact across 
provisions. North Dakota and Nebraska are expansion states—but, as less populous states, they stand 
to gain more proportionally from the RHTP, offsetting losses from other provisions. Lastly, a handful 
of states, such as Wyoming and South Dakota, will see overall increases to Medicaid funds as a result 
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of the provisions we studied; these are states with small populations that stand to gain from the 
RHTP and are not heavily affected by the Medicaid financing provisions. 

Figure 2.3. Overall Impact of Provisions on Medicaid Funds as a Percentage by State  
(2025–2034) 

 
 
SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 

Impacts on State General Funds, by State 
In Figure 2.4, we summarize the impact of the provisions we studied on state general funds, 

relative to the Medicaid fund (CMS, 2025c). Many of the OBBBA Medicaid provisions (Pub. L. 119-
21, 2025) we studied that will reduce Medicaid spending (i.e., work requirements, SDPs, 
redeterminations, address verification, immigrant eligibility, and cost-sharing) will result in savings to 
state general funds. The remaining provisions reduce federal contributions to Medicaid without 
reducing underlying spending; these provisions would require additional funding from state general 
funds to bridge the gap. Such states as Tennessee, Mississippi, Oklahoma, Kentucky, Iowa, and South 
Carolina are all expected to see savings to their general funds of more than 2 percent, relative to 
Medicaid funds. California, on the other hand, is expected to see a reduction to its state general fund 
of more than 6 percent. 
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Figure 2.4. Overall Impact of Provisions on State General Funds (as a Percentage of Medicaid 
Fund, by State (2025–2034) 

 
SOURCES: Authors’ calculations featuring information from CMS (2025e) and data sources described in Appendix A. 

Impacts on Enrollment, by State 
Figure 2.5 shows the estimated percentage change in Medicaid enrollment for each state for 2034. 

Because these effects are dominated by the work requirements provision, states with the largest 
changes are expansion states with relatively high enrollment of non-disabled adults. We estimate that 
West Virginia, Oregon, New Mexico, and the District of Columbia would all experience declines in 
Medicaid enrollment of more than 20 percent. In contrast, non-expansion states would experience 
little change in enrollment because work requirements (and several other provisions) do not come into 
play for these states. The exception is Wisconsin, which (even though it is a non-expansion state) is 
affected by work requirements because it covers non-disabled adults with incomes below 100 percent 
of FPL (Wisconsin Department of Health Services, 2025a). 



 

12 

Figure 2.5. Enrollment Impacts, by State (2034) 

 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
NOTE: Numbers represent the percentage change in Medicaid enrollees, not the total change in insurance coverage. 

Overall Impacts by State and Provision 
We also considered the relative impact of the provisions (across 2025–2034) by state. In Figure 

2.6, we display the relative importance of each provision as it is expected to affect state budgets. For 
the purposes of the figure, we considered the absolute value of the impact of each provision and 
combined the emergency FMAP, address verification, good faith waiver, immigrant eligibility, cost-
sharing, and HCBS waiver provisions into one category under “other” because of their smaller overall 
impact. As the figure illustrates, there is substantial variation across states regarding which provisions 
have the greatest impact. Such states as Tennessee, Texas, Georgia, South Carolina, and Mississippi 
are most affected by the changes to SDPs because they are not highly reliant on provider taxes; as non-
expansion states, they are not affected by provisions that target the expansion population. Other 
states, such as California and Michigan, are most affected by the provider tax provision, followed by 
Medicaid work requirements. Several less populous states (particularly non-expansion states, such as 
Wyoming and Alabama) are not likely to be affected by much other than the RHTP. 
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Figure 2.6. Relative Importance of Provisions by State (2025–2034) 

 
SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. “Rural Health 
Program” refers to the RHTP. 
NOTE: Detailed data for this figure are in Appendix Table B.14. 
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Chapter 3 

Provision-by-Provision Findings 

In addition to modeling the overall impacts of key Medicaid provisions in OBBBA (Pub. L. 119-
21, 2025), we also estimated the impacts of each provision individually (Boxes 3.1–3.11). In this 
chapter, we describe our provision-by-provision findings; we note that these impacts are the individual 
impacts of each provision as though they happened alone and do not account for overlap with other 
provisions. (The overall impacts described in the previous chapter do take such impacts into account.) 

Work Requirements 
Under OBBBA, starting in 2027, 

adults enrolled in Medicaid through the 
Medicaid expansion must demonstrate 
community engagement (commonly 
referred to as work requirements) to 
qualify for or maintain their coverage. A 
person can meet this requirement in any 
given month by working at least 80 
hours, completing 80 hours of 
community service, participating in a 
work program, being enrolled in school 
or training at least half-time, combining any of these activities to reach 80 hours, or earning the 
equivalent of 80 hours at minimum wage. 

Not all expansion adults are subject to this rule. Exempt categories include children under 19, 
people enrolled in or eligible for Medicare (Parts A or B), American Indians and Alaska Natives, 
veterans with total disability ratings, those who are medically frail or have serious or complex medical 
conditions, caregivers for children or disabled family members, and a few additional smaller groups 
(Pub. L. 119-21, 2025).  

To assess the legislation’s effects on Medicaid enrollment and spending, we applied the full set of 
compliance and exemption criteria to each state’s population. Exemption criteria identify individuals 
who are not subject to the work requirement because they fall into specified categorical groups 
(referred to as “exceptions” or “exclusions” in OBBBA [Pub. L. 119-21, 2025]). Compliance criteria 
define the conditions under which non-exempt individuals are considered to have satisfied the work 
requirements. After accounting for all individuals who meet the requirements or qualify for an 
exemption, approximately 3.7 million adults remain who are neither exempt nor compliant and 
therefore face a potential loss of Medicaid coverage. To illustrate how this number was derived, Table 
3.1 presents the sequential application of compliance and exemption criteria. The top row corresponds 

Box 3.1. Key Impacts of the  
Work Requirements Provision 

Number of states affected  42 

2025–2034 aggregate budget impact 

State Medicaid fund −$388 billion 

State general fund +$40 billion 

Federal budget +$348 billion 

2034 enrollment impact −5.2 million 
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to the full population of expansion adults. In each subsequent row, we apply specific compliance or 
exemption requirements, reporting both the number of individuals remaining (Column 2) and the 
number excluded at that step (Column 3). For clarity, several criteria affecting relatively small groups 
are aggregated into a general “Other” category. 

Table 3.1. Individuals Subject to Work Requirements, by Compliance and Exemption Criteria, 
Year 2027 (in Millions) 

Group 
Remaining After Application  

of Criteria (Millions) 
Excluded by Criteria 

(Millions) 

Expansion adults 19.7  

Workers 9.8 10.0 

Earners 6.6 3.1 

In school 5.7 1.0 

Adults with children 4.6 1.1 

Disableda 3.8 0.8 

Other 3.7 0.1 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
NOTE: Numbers might not sum due to rounding. 
a The definition of disabled is based on the six self-reported criteria used in the ACS (U.S. Census 
Bureau, undated) and is discussed in Appendix A. 

 
After excluding the relatively small subset of individuals with potential access to employer-

sponsored insurance and those who could work more hours to retain eligibility, we estimate that 
approximately 3.5 million expansion adults—representing 17.7 percent of the expansion population—
will lose Medicaid coverage. The majority of these individuals are people who are either not seeking 
employment or have been unemployed for extended periods. Compared with those who retain 
coverage, this group is more likely to be single, childless, and living in households with elderly parents.  

However, individuals who fail to meet the work requirements are not the only group expected to 
lose Medicaid coverage. Evidence from states that implemented Medicaid work requirements (Harker, 
2023; Johnson et al., 2025; Karpman, Haley, and Kenney, 2025; Musumeci, Rudowitz, and Lyons, 
2018; Sommers et al., 2020), particularly Arkansas, indicates that many coverage losses occurred 
among individuals who were actually compliant or exempt. For these individuals, disenrollment was 
driven by administrative and informational barriers—such as lack of awareness, confusion about 
reporting rules, or difficulties completing paperwork—rather than failure to meet work requirements. 
Accordingly, we estimate that approximately 10 percent of individuals who are otherwise compliant 
with, or exempt from, the work requirements will lose Medicaid coverage each year because of 
administrative and informational barriers. As a result, the total number of individuals disenrolled from 
Medicaid as a consequence of the work-requirements provision is projected to reach 5.3 million by 
2034. 

The share of Medicaid expansion adults who become uninsured varies substantially across states, 
reflecting differences not only in labor force participation and long-term unemployment but also in the 
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magnitude of administrative barriers. In such states as Alaska, North Carolina, and New Hampshire, 
this share is as low as 17 percent, whereas in such states as Utah, Maryland, and New Mexico, it rises 
to 40 percent. Given that the FMAP for the population affected by work requirements is 90 percent 
(Pub. L. 111-148, 2010)—with the exception of Wisconsin, which has a lower rate (Wisconsin 
Department of Health Services, 2025b)—projected Medicaid disenrollment has a relatively modest 
effect on state general funds. Assuming full implementation of the provision by the end of 2029, state 
general funds are projected to increase by approximately $40 billion over the 2027–2034 period; the 
overall state Medicaid fund would decrease by $388 billion, resulting in a corresponding increase of 
roughly $348 billion in the federal budget.  

Regarding the increase in the state general fund as a saving to the state, we estimate that expansion 
states in 2027 would save, on average, approximately $967 for each Medicaid enrollee who loses 
coverage. Many of these enrollees could become uninsured as a result.4 However, there is considerable 
variation across states, reflecting differences in Medicaid personal expenditures (KFF, undated-b). At 
the lower end of the distribution, such states as North Carolina, Colorado, and Oklahoma realize 
savings just above $600 per disenrollee. In contrast, such states as Nebraska, Minnesota, and North 
Dakota are at the upper end, with savings per disenrollee ranging from $1,300 to $1,400. Wisconsin is 
a notable outlier, with savings of $2,500 per disenrollee, driven by the comparatively lower FMAP 
applied to its expansion population. 

Provider Taxes 
States can use revenue generated from 

health care provider taxes to finance the state 
share of Medicaid spending (Mitchell et al., 
2025). When combined with policies that 
increase Medicaid spending, such as increases 
in provider payment or eligibility expansions, 
these taxes can be used to draw down 
additional federal matching funds. For 
instance, a state could levy a provider tax while 
increasing Medicaid payment rates by the 
same amount. This increases Medicaid 
spending while leaving providers no worse off. 
Because the federal government pays a portion of Medicaid spending, there is a net gain in state funds, 
which can be spent on Medicaid or transferred to the general fund. 

OBBBA (Pub. L. 119-21, 2025) limits states’ ability to draw down additional federal Medicaid 
funding through provider taxes in three ways. First, it incentivizes expansion states to reduce their 
taxes by gradually lowering the hold harmless threshold (the point at which taxes trigger federal 
review) from 6 percent in 2027 to 3.5 percent in 2032. Second, it prohibits states from imposing new 

 
4 States might bear some of the budgetary burden of individuals losing Medicaid coverage because of this and other provisions if 
the individuals become uninsured and rely instead on uncompensated care pools. 

Box 3.2. Key Impacts of the  
Provider Tax Provision 

Number of states affected  31 

2025–2034 aggregate budget impact 

State Medicaid fund −$139 billion 

State general fund −$139 billion 

Federal budget +$241 billion 

2034 enrollment impact −1.5 million 
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provider taxes or increasing rates of existing taxes. Third, it grants CMS greater discretion to deny 
waivers when a tax falls disproportionately on Medicaid providers. CMS has indicated it intends to 
use this authority to withhold waivers for eight taxes in seven states. 

We estimate that OBBBA’s provider tax provisions will reduce total state budgets (the sum of the 
Medicaid fund and the state general fund) by $278 billion between 2025 and 2034, assuming that 
states would stay within the hold harmless threshold. Of this reduction, $241.1 billion would come 
from reduced federal spending, and $36.8 billion would come from reductions in taxes on non-
Medicaid patients. We assume that states would address one-half of this reduction in revenue 
($138.9 billion) by leveraging their general funds. States would absorb the remaining revenue cuts by 
reducing spending on the Medicaid program. This could take place through reductions in enrollment, 
provider payment rates, or services. If we assume that states replace one-third of their reduced 
Medicaid fund through enrollment reductions (at the average FMAP for each state), we estimate that 
1.5 million people would lose coverage in 2034. Coverage losses would be lower in earlier years 
because the policy phases in gradually.  

Figure 3.1 shows the total losses to state Medicaid and general fund budgets from 2025 to 2034 
that stem from the provider tax provisions as a percentage of Medicaid spending, broken down by tax 
type. States that have high tax rates or that lose their CMS waivers face the largest losses. California 
exemplifies this group, with expected losses of $152.2 billion, more than one-half the nationwide total, 
representing 9.1 percent of its Medicaid spending between 2025 and 2034. These losses are largely a 
result of CMS indicating that it will no longer grant waivers for the California managed care 
organization (MCO) tax (CMS, undated-d; CMS, 2025c), which previously allowed the state to 
impose tax rates of nearly 14 percent on Medicaid plans while effectively exempting non-Medicaid 
insurers. Using federal matching funds, this tax generated $7.6 billion in net revenue for the state 
annually while leaving its providers no worse off (Legislative Analyst’s Office, 2025). 

States with high FMAPs, such as West Virginia, also face substantial cuts. The impact of lost tax 
revenues is compounded in these states because most savings from reduced Medicaid spending accrue 
to the federal government, meaning the state must make larger cuts to balance its budget. 

Although every state except Alaska has at least one provider tax as of 2025 (CMS, undated-a), 
there are several exemptions in OBBBA that leave approximately one-half of states experiencing 
negligible budget changes. First, the ten states that did not expand Medicaid under the ACA were 
exempted from the decreased hold harmless threshold. This spared several states, such as Texas, that 
would otherwise have seen large reductions to their hospital tax revenues. Second, many states impose 
substantial taxes on nursing and intermediate care facilities (ICFs), but these provider classes were 
exempted from changes. Third, although many states tax ambulance providers, these revenues are 
typically so small that any reductions have no material effect on state budgets. Finally, broad-based 
taxes below 3.5 percent are unaffected by OBBBA provisions (if they existed prior to OBBBA 
passage). 
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Figure 3.1. Total State Provider Tax Budget Change as a Percentage of State Medicaid 
Spending, by Tax Type (2025–2034) 

 
SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 

State-Directed Payments 
Since 2016, CMS has allowed states to 

direct Medicaid MCOs to make payments to 
providers for the purposes of setting minimum 
or maximum fee schedules, making uniform 
increases to provider payment rates (similar to 
supplemental payments under Medicaid fee-
for-service [FFS]), or requiring participation 
in value-based payment models (Medicaid and 
CHIP Payment and Access Commission, 
2024). A 2024 final rule released by CMS 
sought to reduce the burden on states for 
implementing SDPs and to improve CMS 
oversight of such payments, stating particularly that the ACR for a given state, service, and provider 
class would serve as the upper limit on the payment amount that could be made for inpatient and 
outpatient hospital services, professional services at AMCs, and nursing facility services (CMS, 
2024a). CMS based this limit on precedent for previously approved SDPs, differences in the primary 
populations covered by Medicaid and Medicare that could make using Medicare payments as a 
benchmark challenging, and similar approvals of supplemental payments up to the ACR under the 
Medicaid FFS program.  

Box 3.3. Key Impacts of the  
State-Directed Payments Provision 

Number of states affected  24 

2025–2034 aggregate budget impact 

State Medicaid fund −$241 billion 

State general fund +$72 billion 

Federal budget +$169 billion 

2034 enrollment impact 0 
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When OBBBA (Pub. L. 119-21, 2025) was signed into law in July 2025, Sec. 71116 essentially 
repealed a final rule from President Joe Biden’s administration that set the maximum SDP for 
inpatient and outpatient services, professional services at AMCs, and nursing facility services at 100 
percent of the total published Medicare rate for Medicaid expansion states and at 110 percent of the 
total published Medicare rate for non-expansion states. This provision applies immediately to new 
SDP applications; for renewals of SDPs, the upper payment limit will be reduced by 10 percentage 
points each year until the new maximum is reached. 

As of 2025, a total of 31 states had at least one active SDP;5 of those, 24 states had at least one 
SDP that was affected by the OBBBA provision. On average, these SDPs were worth more than $3 
billion in 2025. We calculated the payment rate of each SDP item relative to Medicare rates;6 we 
found that rates varied from 36 percent to more than 300 percent of Medicare rates, with the median 
rate being nearly twice the Medicare rate. 

South Carolina and Nevada had the highest mean SDP rates relative to Medicare in 2025—at 
280 percent and 251 percent, respectively—so their SDPs will be reduced the most as a proportion of 
their total value. However, Texas and Tennessee will see the largest reductions to SDP amounts in 
dollar terms, at $19.7 billion and $15.9 billion, respectively, over the years 2025 to 2034. Tennessee, 
Mississippi, and South Carolina will see the biggest reductions in terms of percentage of state 
Medicaid fund (Figure 3.2). In total across all states and years, we estimate that this provision 
represents a reduction in Medicaid spending of $241 billion by 2034; $72 billion of this total will 
accrue to state general funds, and $169 billion will accrue to the federal government. 

 
5 This figure is based on the published SDP approval packages as of December 9, 2025 (CMS, undated-a).  
6 Many SDPs cover more than a single provider category or subcategory. 
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Figure 3.2. Total State-Directed Payment Change as a Percentage of State Medicaid Spending 
(2025–2034) 

 

 SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 

More-Frequent Redetermination 
Prior to the passing of OBBBA, states 

were required to conduct Medicaid eligibility 
redeterminations (during which the enrollee 
provides documentation of their continued 
eligibility for Medicaid) every 12 months but 
could conduct regular checks of available data 
to determine whether there were changes in 
beneficiaries’ incomes or other statuses that 
could affect eligibility (CMS, 2024a). 
Sec. 71107 of OBBBA requires states to 
conduct eligibility redeterminations every six 
months for the adult expansion population 
rather than every 12 months (Pub. L. 119-21, 2025). 

Eligibility redeterminations can result in disenrollment for one of two reasons: (1) The individual’s 
circumstances changed, leading to loss of eligibility, or (2) the individual loses coverage for procedural 
or administrative reasons (e.g., missing or incomplete documentation of eligibility or failure to respond 
to requests for information). We estimate that disenrollments resulting from eligibility loss are 
disenrollments that would have happened at the next redetermination anyway but might happen 
sooner when redetermination is conducted more frequently. Disenrollments for administrative or 

Box 3.4. Key Impacts of the  
Redetermination Provision 

Number of states affected  41 

2025–2034 aggregate budget impact 

State Medicaid fund −$147 billion 

State general fund +$7.7 billion 

Federal budget +$69 billion 

2034 enrollment impact −923,000 
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procedural reasons are likely to increase but might generally lead to more Medicaid churn (i.e., 
frequent disenrollment and re-enrollment from Medicaid, often because of administrative reasons). 

We found that the impact of this provision at the state level is dependent on the size of the 
expansion population relative to the Medicaid population as a whole and the per capita cost of the 
expansion population on average. Among Medicaid expansion states, those that are expected to see the 
largest proportion of disenrollments from their total Medicaid or Children’s Health Insurance 
Program (CHIP) populations as a result of more-frequent redetermination are Maryland, Montana, 
New Mexico, Utah, and Arizona (all more than 3 percent); states that will be affected the least are 
Kentucky, Michigan, North Carolina (all less than 0.5 percent). California and New York stand to 
lose the most enrollees in 2034, with California losing almost 90,000 enrollees and New York losing 
more than 130,000. Across all states, we estimate reductions to expected Medicaid enrollment of 
923,100 in 2034. 

We estimate that this provision would result in reduced spending (as a result of reduced 
enrollment) by state general funds of $7.7 billion and would result in reduced spending of $69.4 
billion by the federal government over the 2025–2034 period. States that are likely to be the most 
affected by this provision are Arizona, Delaware, and New Mexico; for these states, the reduced 
spending (sum of both federal and state) represents more than 2 percent of the total Medicaid fund. 
Conversely, the states with the smallest projected impact (excluding non-expansion states) are 
California, Michigan, and Oregon, which are all projected to have impacts on the total Medicaid fund 
of less than 0.4 percent.  

Federal Matching Assistance Percentage for Emergency 
Medicaid 

For certain immigrant groups, federal 
Medicaid funds can be used only to cover 
emergency medical services, not other care 
(Baumrucker and Kolker, 2025). This 
coverage is sometimes referred to as emergency 
Medicaid. Prior to OBBBA, expansion states 
could claim 90 percent FMAP for emergency 
Medicaid services provided to immigrants who 
would have qualified as expansion group 
adults if they had been citizens. Beginning in 
fiscal year 2027, Sec. 71110 of OBBBA 
prohibits states from claiming the 90-percent 
ACA matching rate for emergency Medicaid, requiring them to use their base FMAP instead (Pub. L. 
119-21, 2025). 

We estimate that this provision will reduce federal spending on Medicaid by $23.3 billion in the 
2025–2034 period. We assume that states will absorb one-half of this shortfall ($11.7 billion) 
through their general funds, and that the remaining $11.7 billion in cuts will be addressed by 
reductions in state Medicaid spending. Although states cannot avoid providing emergency care to 

Box 3.5. Key Impacts of the Federal Matching 
Assistance Percentage Provision 

Number of states affected  51 

2025–2034 aggregate budget impact 

State Medicaid fund −$12 billion 

State general fund −$12 billion 

Federal budget +$23 billion 

2034 enrollment impact −100,000 
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immigrants, they can reduce Medicaid spending through other means, such as by reducing payment 
rates, reducing the scope of services provided, reducing eligibility for optional groups, or making it 
more difficult for people to enroll. If we assume that one-third of the Medicaid cuts come from 
reduced enrollment, roughly 100,000 would lose coverage in 2034.  

The financial burden of this provision falls largely on California, which accounts for $21.2 billion, 
more than 90 percent of the total federal funding reduction. However, relative to overall Medicaid 
spending, the impact is modest. California would lose approximately 1.3 percent of its annual 
Medicaid spending, and no other state would lose more than 0.3 percent. Most states are unaffected 
because they were already using the base matching rate or had not expanded Medicaid. 

Address Verification 
OBBBA includes a provision that 

requires states to proactively collect reliable 
enrollee address information, with the goal 
of establishing a national system to share 
this information across states to prevent 
individuals from being simultaneously 
enrolled in more than one state Medicaid 
(Pub. L. 119-21, 2025). This provision 
requires states to collect the address 
information by 2027, and it requires the 
Secretary of Health and Human Services to 
establish the national system by October 
2029, meaning that the impacts of the policy largely occur in 2030 and beyond. 

We did not consider disenrollments that are due to multistate enrollments to be true reductions in 
Medicaid enrollment because those individuals would still maintain Medicaid coverage in their state of 
residence. Therefore, we estimate the enrollment impact to be zero. However, we translate the 
expected reductions in enrollment in each state to dollar amounts and estimate that, in total, state 
general funds will see savings of $4.4 billion through 2034, and the federal government will see savings 
of $8.4 billion. We expect that savings from multistate enrollment would occur in the Medicaid 
Managed Care program because managed care payments are made to MCOs regardless of actual care 
used, resulting in double payments if an individual is enrolled in two states. Therefore, states that do 
not have Medicaid MCOs (Alaska, Connecticut, and Vermont) would not see any impact from this 
provision. States that are expected to see the largest state savings as a result of this provision are 
Arizona, Delaware, Hawaii, and Kansas, which all have expected savings to their state general funds of 
more than 0.3 percent relative to their total Medicaid funds over 2030 to 2034. States that have 
MCOs but are expected to see the least impact are Maine and South Dakota, with expected savings to 
those states of less than 0.001 percent of the total state Medicaid fund. 

Box 3.6. Key Impacts of the  
Address Verification Provision 

Number of states affected  48 

2025–2034 aggregate budget impact 

State Medicaid fund −$13 billion 

State general fund +$4.4 billion 

Federal budget +$8.4 billion 

2034 enrollment impact 0 
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Good Faith Waiver Reduction for Erroneous Payments 
States sometimes make erroneous 

Medicaid payments—for example, for people 
who are not eligible or services that are not 
covered. The federal government can recover 
FMAP contributions made for erroneous 
payments of more than 3 percent of total 
spending (Code of Federal Regulations, Title 
42, Part 431, Subpart Q). However, the 
federal government can also waive FMAP 
recoupment for spending above the 3-percent 
threshold through a process referred to as a 
good faith waiver. Although OBBBA allows 
the good faith wavier to continue, it disallows waivers in excess of 3 percent of total spending if they 
are for improper payments related to eligibility. 

Following CBO (2025c), we estimate that the good faith waiver change will reduce federal 
spending by $7.6 billion between 2025 and 2034. We allocated this amount in proportion to state-
specific improper payments for eligibility errors uncovered during the Payment Error Rate 
Measurement (PERM) audit process (U.S. Government Accountability Office, 2025). Drawing on 
this methodology, we estimate that states with the largest good faith waiver federal payment 
reductions will be California ($2.3 billion reduction between 2025 and 2034), Illinois ($757 million), 
and Ohio ($683 million). However, for each of these states, the reduction represents a small share of 
federal Medicaid funding (less than 1 percent). 

We assume that states absorb one-half of the $7.6 billion reduction in federal spending ($3.8 
billion) through their general funds and the remaining half by reducing their Medicaid funds. If one-
third of the Medicaid reduction ($1.3 billion) is accomplished through reductions in coverage, we 
estimate that 110,000 people would lose coverage in 2034. 

Immigrant Eligibility 
Beginning October 1, 2026, OBBBA 

allows federal Medicaid payments to states 
for services provided only to individuals who 
are either U.S. citizens or nationals, lawful 
permanent residents (LPRs) (i.e., green-card 
holders), Cuban or Haitian entrants, or 
citizens of the Federated States of 
Micronesia, the Marshall Islands, or Palau 
who lawfully reside in the United States 
under a Compact of Free Association (Pub. 
L. 119-21, 2025). States will continue to 

Box 3.7. Key Impacts of the  
Good Faith Waiver Provision 

Number of states affected  51 

2025–2034 aggregate budget impact 

State Medicaid fund −$3.8 billion 

State general fund −$3.8 billion 

Federal budget +$7.6 billion 

2034 enrollment impact −110,000 
 

Box 3.8. Key Impacts of the  
Immigrant Eligibility Provision 

Number of states affected  51 

2025–2034 aggregate budget impact 

State Medicaid fund −$11 billion 

State general fund +$4 billion 

Federal budget +$6.9 billion 

2034 enrollment impact −120,000 
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receive federal matching funds for Medicaid coverage only for these groups and for some emergency 
services. 

All other noncitizen categories that are eligible for federally funded Medicaid will lose that 
eligibility—such as refugees, asylees, Iraqi and Afghan special immigrant visa holders, Amerasians, 
certain humanitarian parolees, victims of human trafficking and their families, and individuals 
protected under the Violence Against Women Act. These groups will no longer qualify for any federal 
Medicaid reimbursement, though states can still choose to cover them using state-only funds. 

We project that in 2034, 120,000 fewer individuals will be enrolled in Medicaid. The reduced 
enrollment will lower total Medicaid spending by approximately $11 billion by 2034, yielding savings 
of about $4 billion for state general funds and $6.9 billion for the federal government.  

The vast majority of individuals affected by this legislation are refugees and asylees. However, the 
Trump administration has lowered the annual refugee admissions ceiling from 125,000 to 7,500, 
resulting in a relatively small number of newly arriving refugees. Consequently, most of the projected 
federal savings from this policy are expected to stem from the elimination of Medicaid access for the 
asylee population rather than for refugees because the ratio of refugees to asylees is anticipated to be 
approximately one to ten by 2034. 

The overall savings are not evenly distributed across states, reflecting the highly uneven geographic 
distribution of refugees and asylees. Our estimates indicate that approximately 50 percent of total 
state savings will be concentrated in just four states: California ($937 million), Texas ($431 million), 
Virginia ($363 million), and New York ($287 million). 

Cost-Sharing 
Beginning October 1, 2028, Medicaid 

expansion enrollees with family incomes 
between 100 and 138 percent of FPL could be 
subject to deductions, cost-sharing, or similar 
charges for certain medical services, subject to 
statutory limits that leave substantial 
discretion to states in determining the details 
of implementation (Pub. L. 119-21, 2025). 
For the purposes of this analysis, we assumed 
that cost-sharing is implemented in the form 
of copayments. Individual service charges 
cannot exceed $35, and total family cost-
sharing is capped at 5 percent of family income. Certain services—e.g., primary care, mental health 
care, and treatment for substance use disorders—remain exempt from cost-sharing. Within these 
parameters, states retain discretion to determine the specific amounts of cost-sharing. Given the 
relatively low levels of cost-sharing, we assumed that this provision would not prompt Medicaid 
enrollees to disenroll. We further assumed that services that are used more frequently would be 
subject to lower cost-sharing amounts, with copayments set at $10 for office visits, $20 for outpatient 
visits, and $35 for hospital stays. After accounting for the reduction in use associated with higher cost-

Box 3.9. Key Impacts of the  
Cost-Sharing Provision 

Number of states affected  41 

2025–2034 aggregate budget impact 

State Medicaid fund −$1.7 billion 

State general fund +$0.2 billion 

Federal budget +$1.5 billion 

2034 enrollment impact 0 
 



 

25 

sharing, we estimated that copayment revenue would reduce the overall state Medicaid fund by $1.7 
billion over the 2028–2034 period. Because the FMAP for the expansion population is 90 percent, the 
effect on state general funds is modest, approximately $0.2 billion, while the majority of the savings—
$1.5 billion—accrues to the federal budget. Although hospital stays carry the highest copayment, the 
majority of total savings would result from office visit copayments, which occur far more frequently 
than hospitalizations.  

This analysis is subject to substantial uncertainty, primarily because the level of cost-sharing that 
states will impose is unknown and difficult to forecast, and the copayment levels chosen in this analysis 
are purely indicative. The resulting estimates scale linearly with the assumed copayment amounts; for 
example, if all copayments were set at $35, total savings would be nearly three times larger. Moreover, 
it is uncertain whether the projected reductions of use will occur. Because Medicaid providers are 
generally required to furnish care even when copayments are not collected, low-income beneficiaries 
might not ultimately bear the intended cost-sharing burden. In that case, the policy could function 
more as a reduction in provider payments than as an effective cost-sharing mechanism. 

Despite these limitations, sensitivity analyses indicate that the central conclusion that the overall 
fiscal impact of this provision is small remains robust. 

Home- and Community-Based Services 
HCBS can be a cost-effective alternative 

to institutionalized care for people who need 
assistance with daily living. Although 
HCBS are not covered as a standard 
Medicaid benefit, all states offer HCBS in 
Medicaid through a waiver. However, 
previous 1915(c) waivers (the most common 
type of HCBS waiver) limited services to 
Medicaid enrollees who require an 
institutional level of care (CMS, undated-c). 
OBBBA broadens states’ ability to offer 
1915(c) HCBS waivers to enrollees who do 
not meet the criteria necessary to be eligible for institutionalized care (Pub. L. 119-21, 2025). 

Given that all states offer HCBS waivers of some type, we assume that the new HCBS waiver 
option will be popular. However, because many states will experience Medicaid funding cuts as a 
result of OBBBA, they might be unable to expand coverage to new HCBS populations. We therefore 
assume that only states that experience net gains to their general funds stemming from OBBBA by 
2034 (because of such provisions as work requirements, which effectively force states to reduce 
Medicaid spending) will apply for new HCBS waivers. We allocate CBO’s estimate of $6.6 billion in 
new HCBS funding across states with OBBBA-related general fund increases in proportion to 
Medicaid spending in the state. We estimate that the states with the largest new HCBS waiver 
spending (federal and state combined) between 2025 and 2034 will be Texas ($1.4 billion), 

Box 3.10. Key Impacts of the  
Home- and Community-Based Services Provision 

Number of states affected  34 

2025–2034 aggregate budget impact 

State Medicaid fund +$10 billion 

State general fund −$3.4 billion 

Federal budget −$6.6 billion 

2034 enrollment impact Not estimated 
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Pennsylvania ($1.1 billion), and Florida ($820 million). We estimate that states that take advantage of 
the HCBS program will invest a total of $3.4 billion into the program from their general funds. 

Rural Health Transformation Program 
The RHTP is designed to distribute $10 

billion annually between 2026 and 2030 (Pub. 
L. 119-21, 2025). The formula used to 
allocate funding has 50-percent weight on an 
even split among all states with a successful 
application and 50-percent weight on a 
percentile-based scoring system, which means 
that there is relatively little variation in the 
absolute amount of funding each state can 
receive. All states will receive between $100 
million and $300 million annually regardless 
of their size, rurality, or application quality. 
This is a relatively modest amount of money to a large state, such as California, but a significant 
windfall for a less populous state, such as Wyoming.  

We find that Kentucky will receive the largest annual funding allocation to their Medicaid fund, at 
$226 million; Rhode Island will receive the least, at $156 million. To contextualize these amounts and 
make comparisons across states, we divided estimated annual RHTP funding by each state’s projected 
total Medicaid spending in 2026, as forecast by the 2023 NHEA projections (CMS, 2025d). The 
resulting percentages for each state are shown in Figure 3.3.  

Box 3.11. Key Impacts of the  
Rural Health Transformation Program 

Number of states affected  50 

2025–2034 aggregate budget impact 

State Medicaid fund +$50 billion 

State general fund Not estimated 

Federal budget −$50 billion 

2034 enrollment impact Not estimated 
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Figure 3.3. Annual Rural Health Transformation Program Funds as a Percentage of State 
Medicaid Spending  

 
SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 

In percentage terms, Wyoming stands to gain the most from the RHTP, with program funds 
representing 25 percent of its 2026 Medicaid fund. California benefits the least; RHTP funding 
accounts for less than 0.2 percent of its expected Medicaid spending. Because state population varies 
more than funding amounts, population is the primary factor determining relative benefit, not rurality. 
Rhode Island, the least rural state under CMS’s methodology, stands to gain proportionally ten times 
more (4.6 percent of Medicaid spending) than Texas (0.4 percent), despite Texas being one of the 
most rural states. 

How states will spend these funds remains uncertain. CMS defines permissible uses for funds, 
with a focus on improving long-term care capacity in rural areas. Although RHTP funds cannot be 
used to draw down federal matching dollars, up to 15 percent can be used to increase provider 
payment rates, which could partially offset payment reductions that OBBBA imposed on SDPs.  



 

28 

Chapter 4 

Discussion 

We estimated the impact of several key Medicaid provisions in OBBBA on states across 2025–
2034. We found that most state Medicaid programs will see substantial funding reductions because of 
these provisions, although the impact is somewhat reduced when considering the savings to state 
general funds in most states. There are several ways to categorize states when making generalizations 
about the expected impacts of these provisions: 

• Expansion states versus non-expansion states: States that have not expanded Medicaid are 
shielded from many of the Medicaid-related provisions in OBBBA, such as work 
requirements, more-frequent redeterminations, and cost-sharing. 

• Reliance on provider taxes and SDPs: These federal funding provisions will have a large 
impact on state budgets, but states that have no or minimal use of provider taxes or SDPs will 
see limited impacts of the provisions we studied. 

• Size of population: All states stand to gain federal funding from the RHTP, but states with 
smaller Medicaid populations and lower Medicaid spending gain more as a proportion of the 
total Medicaid fund. 

• Size of immigrant population: States with larger immigrant populations are likely to see 
larger impacts of the immigrant eligibility and emergency FMAP provisions. 

Comparisons with the Congressional Budget Office 
Our findings are broadly consistent with CBO (2025c) estimates of the federal funding impacts of 

these provisions. Table 4.1 shows comparisons of our findings with those of CBO. In general, our 
overall and provision-level estimates are fairly consistent with those produced by CBO. A few 
exceptions are as follows: 

• Address verification: Our estimate is about one-half the size of CBO’s. Although CBO’s 
exact methodologies and assumptions are not published, it is possible that CBO assumed that 
the simultaneous enrollments reported by the Office of the Inspector General (OIG) do not 
double-count (i.e., that individuals would appear only once in the table rather than once per 
state of enrollment). Our reading of the OIG report suggested that individuals would appear 
twice in the table, so we halved the number to get to incorrect enrollment. However, if CBO 
made the opposite assumption, it would explain the difference in results. 

• Cost-sharing: Our estimate is about 20 percent of CBO’s. The OBBBA provision on cost-
sharing requires that cost-sharing of greater than $0 and up to $35 be implemented for 
expansion adults with incomes at 100–138 percent of FPL. Therefore, there could be 
substantial variation in how the copays are applied. We assumed that copays would be $10 for 
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office visits, $20 for outpatient visits, and $35 for hospital stays. However, if we assumed that 
all copays equaled $35, our estimate would roughly triple, putting us closer to CBO’s estimate. 
We also might have made different assumptions related to enrollees’ elasticity of demand (the 
expected change in demand for health care in response to a change in price). 

Table 4.1. RAND and Congressional Budget Office Estimates of Federal Savings (2025–2034) 
and Enrollment (2034) 

Provision 

RAND Estimate of 
Federal Savings  

(billions)a 

CBO Estimate of 
Federal Savings  

(billions)a 

RAND Estimate of 
Change in 
Enrollment 

CBO Estimate of 
Change in 
Insurance 

Address verification $8.4 $17.4 NA NA 

Cost-sharing $1.5 $7.4 NA NA 

Emergency FMAP $23.3 $28.2 −110,000 <50,000 

Good faith waiverb $7.6 $7.6 −97,800 −100,000 

HCBS waiverb −$6.6 −$6.6 NA NA 

Immigrant eligibility $6.9 $6.2 −120,300 −100,000 

Provider taxes $241.1 $225.7 −1,537,800 −1,200,000 

Redeterminations $69.4 $62.5 −923,000 −700,000 

RHTP −$50.0 −$50.0 NA NA 

SDPs $168.7 $149.4 NA NA 

Work requirements $348.0 $325.6 −5,288,900 −5,300,000 

Overall $723.8 $709.4 −7,594,400c −7,500,000d 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A and CBO’s 
estimates of the enrollment and budgetary effects of Pub. L. 119-21 (CBO, 2025c). 
NOTE: NA = not applicable. Numbers might not sum because of rounding. 
a Positive values in this column indicate savings to the federal government; negative values indicate increased 
spending. 
b RAND allocated the CBO estimate for this provision. 
c RAND’s total is deduplicated. 
d CBO’s total is for all Medicaid provisions, including small effects for several provisions not estimated in this report. 
CBO also estimates the change in insurance, which might be lower than the change in Medicaid enrollment if people 
who disenroll from Medicaid find other sources of coverage. 

 
Another source of differences in RAND’s and CBO’s estimates is that CBO takes into account 

certain changes in state behavior (such as considering the impacts of provider taxes that are never 
enacted or SDPs in states that do not have them), although RAND does not. Other factors that 
might contribute to this discrepancy are differences in the inflation assumptions used for the 
projections—specifically, RAND’s use of NHEA projections—and differing assumptions about the 
timing and phase-in of certain programs. We also note that, although RAND reports changes in 
Medicaid enrollment, CBO reports changes in insurance coverage. We would expect insurance 
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changes to be smaller than Medicaid enrollment changes because people who disenroll from Medicaid 
could find other sources of coverage. 

KFF estimates that $89 billion of the $226 billion of federal savings estimated by CBO comes 
from taxes (Euhus et al., 2025). If we net out this $89 billion, our estimates for the provider tax effects 
are notably higher than CBO’s estimate. Our enrollment effects for provider taxes are also somewhat 
higher than CBO’s. These dissimilarities could reflect differences in assumptions related to the FMAP 
rate at which Medicaid spending reductions are reimbursed, assumptions regarding whether some 
states might retain taxes above the hold harmless threshold (which is permissible in certain 
circumstances [Mitchell, 2024]), differences in data sources used to estimate the tax base, or other 
factors.  

Limitations 
We note several limitations of these analyses that should be considered when interpreting the 

findings. First, we did not model administrative costs associated with the provisions we studied. Many 
of the provisions have federal funding set aside for implementation, but we did not estimate the 
expected costs of implementing these provisions to the states or federal government or compare them 
with the allocated funding. Second, unlike CBO (2025c), we did not model future state policy 
changes—such as expanding Medicaid in the future or provider taxes that might have been 
implemented—because they would depend entirely on our ability to predict future state policy 
actions. Third, there are several related outcomes that we did not model, such as access to care (which 
could be affected by reduced SDPs) and uncompensated care (which could increase if OBBBA 
provisions lead to increased uninsurance). Access to care in particular could affect our findings to the 
extent that it could reduce use of care and therefore spending. Fourth, in our analysis of SDPs, we 
relied on several assumptions to assign dollar values to spending categories, including reliance on a 
paper that estimates Medicaid MCO spending by category of service (Powers, Ramani, and Meyer, 
2025). Although state-specific estimates (or estimates from more than one source) would have been 
preferable, data on Medicaid MCO spending by category were limited. Fifth, in our analysis of the 
RHTP, we assumed that all states receive grants. If some states fail to apply or CMS rejects certain 
applications, successful states will receive larger allocations that might be better targeted at rural states. 
Furthermore, we might understate funding variation between states because we assigned all states the 
median score for the 25 percent of scoring weight determined by policy adoption and proposal quality. 
However, even if the largest or most-rural states receive the highest scores in these categories, our core 
finding remains unchanged: Less populous states benefit most from the RHTP. Last, we relied on 
several assumptions to produce estimates of the impacts of these policies in future years, such as 
(1) that past years of data (for example, on SDP amounts, redetermination outcomes, and enrollment 
in Medicaid in more than one state) are representative of future years in the absence of OBBBA; 
(2) consistent with CBO (2025c), that states will follow a 50-50 split between Medicaid funding and 
general funding when states need to reduce spending; and (3) that Medicaid enrollment and spending 
will continue to grow along the lines of NHEA projections (CMS, 2025d). Using these projections 
allowed us to apply standardized growth rates across states and therefore allows for better cross-state 
comparisons but does not capture the nuance that state-specific estimates would. Although we believe 
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that these assumptions are reasonable, uncertainty is inherent to work projecting future outcomes, and 
it is possible that actual behavior would vary from our assumptions. 

Policy Implications 
Changes to state Medicaid funds as a result of the OBBBA provisions we studied vary from 

reductions of 19 percent to gains of 10 percent, and 26 states could be facing losses of 5 percent or 
more of their Medicaid funds. Some of these policies effectively require states to reduce the sizes of 
their Medicaid programs, either via lower enrollment (e.g., work requirements, more-frequent 
redetermination) or lower payment rates (e.g., SDPs) (Pub. L. 119-21, 2025). These policies reduce 
Medicaid spending by both the state and federal governments. However, the provisions related to 
provider taxes, emergency FMAP, and the good faith waiver for erroneous payments essentially 
reduce federal funding without reducing the size of the Medicaid program, requiring states to either 
find other funding sources to bridge the gap or reduce Medicaid spending by reducing eligibility, 
covered services, provider payment rates, or some combination of those. Depending on the size of 
these relative effects, states could see increases or decreases to their state general funds; the impact 
ranged from −6 percent to 5 percent, with 32 states seeing increases to general funds. We also 
estimated enrollment impacts and found that Medicaid enrollment will fall by 7.6 million in 2034. 

More broadly, states might also wish to consider measures to address the changes brought about 
by the OBBBA provisions that we studied. For example, the SDP provision will serve to reduce 
directed payments to some provider types. If the reductions lead to fewer providers accepting 
Medicaid—and therefore decreased access to care for Medicaid enrollees—states could consider other 
actions that they could take to improve access. There could also be increased uncompensated care if 
uninsurance rates rise or greater strain on emergency departments and local health clinics. States will 
also need to determine how to allocate funds from the RHTP, which might offset access-to-care issues 
in rural areas. 

States wishing to document the observed impacts of OBBBA Medicaid provisions over time might 
consider tracking (1) Medicaid enrollment, both overall and specifically among the expansion 
population; (2) the rate of Medicaid disenrollments because of procedural reasons; (3) uninsurance 
rates; (4) the proportion of primary care and non–primary care providers that accept Medicaid; 
(5) use of HCBS in Medicaid; and (6) access to care in rural areas. 

Conclusions 
Over the next decade, most state Medicaid programs will experience substantial impacts as a result 

of OBBBA. The provisions will directly affect Medicaid financing, eligibility, generosity, and access to 
care; they might have broader implications as well. States will likely need to draw more heavily from 
state general funds, reduce enrollment, or reduce coverage to bridge the gaps, and they might need to 
consider other actions to address broader issues related to access and uninsurance.  
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Appendix A 

Detailed Methodology 

We relied on NHEA data (CMS, 2025d) to project spending and enrollment to future years. 
This allows us to use a standardized growth rate, facilitating comparisons across states. In the 
following sections, we describe the detailed methodology for each of our provision-specific estimates 
and for the overall estimates. 

Overall Analysis 
General Methodology 

To estimate the overall effect of OBBBA, we used a two-step process. First, we defined how each 
provision changes each of four budgets. Second, we simulated how states might respond to these 
budget changes. This process allowed us to account for the interactions between policies. 

We assume that the provisions in OBBBA can be represented as transfers between four 
interconnected budgets: the federal government (F), the state general fund (G), Medicaid funding 
(M), and non-Medicaid expenditures (N); this last budget comes into play only for provider tax 
changes, which can reduce taxes levied on non-Medicare providers.  

The first-order effects of each provision are represented as budget flows: 

• Medicaid reductions, whether they involve reduced enrollment (such as work requirements) 
or rate decreases (such as SDPs), transfer money from Medicaid to both state general funds 
and the federal government. The proportion of the savings that go to the federal government 
depends on the FMAP. We assume cuts to ACA expansion populations use 90 percent 
FMAP; other cuts use each state’s average FMAP from the 2024 MBES financial reports. 

• Federal funding reductions (such as reductions in emergency FMAP funding) transfer 
money from state general funds to the federal government. For example, if federal FMAP 
drops from 90 percent to 50 percent on $100 million in emergency care, the federal 
government saves $40 million and the state loses $40 million—but the same amount of care 
still occurs, leaving the Medicaid fund unaffected.  

• General fund cuts (provider tax cuts) reduce state general fund revenue, with no direct flow 
of funding back to the federal government. However, we assume that states will respond to 
these tax cuts by lowering Medicaid spending to offset the lost state revenue.  

To model how states respond to budget changes, we defined a budget goal and allowed states to 
reduce their Medicaid spending to meet it. Following CBO, we assumed states would replace one-half 
of any lost federal funding through their general fund and generate the other half by cutting Medicaid 
spending (CBO, 2025b). This means that states make equal cuts to their Medicaid programs and 
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general fund. Because Medicaid savings partially accrue to the federal government through reduced 
federal matching, states must make larger cuts than their target savings amount to balance their 
budgets. For instance, in a state with an FMAP of 0.5, generating $10 billion in state savings requires 
$13.3 billion in total cuts: about $6.6 billion from the general fund and $6.6 billion from Medicaid (of 
which the state retains only $3.3 billion, with the other $3.3 billion representing lost federal matching 
funds). This effect increases federal savings and becomes more pronounced as the FMAP increases. 
States have several options to cut Medicaid spending, such as lowering payment rates, limiting 
services, or restricting enrollment. In cases in which we model the enrollment impacts of budget 
reductions (i.e., for provider taxes, good faith waivers, and emergency FMAP), we assume that states 
would make up one-third of the reduction in their Medicaid funds by reducing enrollment. We 
further assume that these reductions would affect all enrollees equally, which would be the case if they 
were operationalized through increased administrative barriers to enrolling. Because of this 
assumption, we estimate state savings based on the average FMAP. We do not allow states to cut 
funds from the RHTP because these funds are earmarked by CMS for specific capacity-building 
initiatives. 

Although states can decrease Medicaid spending in response to these changes, we assume that they 
cannot increase spending because OBBBA (Pub. L. 119-21, 2025) limits many of the tools that states 
have to increase Medicaid expenditures, such as SDPs. Other methods to increase Medicaid spending, 
such as increased base payment rates, are more difficult to use because states must abide by the Upper 
Payment Limit and might be required to submit State Plan Amendments (SPAs) or waivers for CMS 
approval (Medicaid and CHIP Payment and Access Commission, 2021). The exception to this is the 
new HCBS waivers introduced in OBBBA. We assume that only states with a general fund surplus 
would implement these waivers, because they are partially funded by the state. We split the CBO 
(2025c) estimate for federal spending on HCBS waivers between states with a general fund surplus in 
proportion to the size of their Medicaid program.  

Our assumptions about how states will respond to funding cuts are very uncertain. In reality, state 
responses will vary based on such factors as budget pressures, political decisions, and the needs of the 
population. We have followed CBO (2025c) in assuming that states would make up 50 percent of the 
funding shortfall by cutting Medicaid spending and 50 percent by leveraging the general fund. If states 
were to address the entire funding shortfall by cutting Medicaid, the cuts would have to be substantial 
(twice as large as what we have estimated), because every dollar that the state saved would require 
forgoing at least a dollar of federal matching. Furthermore, states might have limited options to cut 
Medicaid spending because some services and eligibility groups are mandatory, and provider payment 
rates are already low (Medicaid and CHIP Payment and Access Commission, undated-b). Although 
cuts that target working-age adults might be more politically palatable than cuts to other groups (such 
as children and people with disabilities), the high federal matching rate (90 percent) for working-age 
adults means that reductions in spending on this group generate limited savings for states. Leveraging 
the general fund would avoid the need to cut Medicaid and would result in a lower total budget impact 
to the state because it would not require forgoing federal funding. However, it might be difficult or 
impossible for states to repurpose resources from the general fund or to levy new taxes.  

Table A.1 shows how sensitive the budgetary impacts can be to alternative assumptions about 
how states finance the cuts. For presentational purposes, we assume an FMAP of 0.67, the median 
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average FMAP across states. If a state were to finance a $1,000 reduction in provider taxes or federal 
spending by making offsetting cuts to Medicaid, it would need to cut $3,030 in Medicaid spending, 
losing $2,030 in federal funding.7 With the assumption that the state addresses one-half of the 
funding reduction by leveraging the general fund, the state would need to cut $1,515 in Medicaid 
spending, losing $1,015 in federal funding. If the state financed the full spending reduction by 
leveraging the general fund, the Medicaid fund would be unaffected. These calculations indicate that 
our results, particularly for provider taxes, rely heavily on assumptions about how states will address 
the loss of tax funding. In particular, if we were to assume that Medicaid bore 100 percent of the tax 
cuts, the reduction in the Medicaid fund could be twice as high as what we have shown in the main 
body of this report. Conversely, if the state replaced the reduced tax revenue with other revenue from 
the general fund, provider tax cuts would have no impact on Medicaid funding.  

Table A.1. Cuts Necessary to Generate $1,000 in State Savings Assuming That Federal 
Matching Assistance Percentage = 0.67 

Share of Cut Borne by 
General Fund (%) 

Reduction in General 
Fund ($)  

Reduction in State 
Medicaid Spending ($) 

Reduction in Total 
Medicaid Fund ($) 

0 0 1,000 3,030 

25 250 750 2,273 

50 500 500 1,515 

75 750 250 758 

100 1,000 0 0 

Accounting for Policy Interactions and Overlap 
We accounted for interactions between policies, such as changes in the provider tax base and 

overlapping state responses to different provisions. For example, if a state faces tax revenue loss, it 
might reduce Medicaid spending. If that same state must also cut spending by reducing SDPs, we 
avoided double-counting these reductions. However, we made some simplifying assumptions. We 
assumed that first-order budget changes are independent and that provider tax spending reductions 
affect only the providers subject to the tax. For instance, we assumed that cuts to hospital provider tax 
revenue lead to reductions in hospital spending. 

This process generated estimates of the overall budgetary effect of OBBBA’s Medicaid provisions. 
To estimate the effect of individual provisions, we repeated this process for each provision in isolation, 
assuming that it was the only provision implemented. Because these individual estimates do not 
account for interactions between policies, they do not sum to our overall estimate. However, they are 
useful for understanding the relative importance of different provisions. 

Because states vary in population size, comparing absolute dollar values of budget changes across 
states can be misleading. To make comparisons across states, we standardized budget changes by 

 
7 If the state were offsetting a direct cut in federal Medicaid spending, this $2,030 loss in federal funding would be in addition to 
the initial cut. This is not the case with provider tax reductions, for which there is no direct cut in federal funding. 
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dividing them by the state’s total Medicaid spending, estimated from the State Health Expenditure 
Accounts (CMS, 2024b). We refer to this as the percentage Medicaid funding change. We match the 
periods in the denominator and numerator, so if we use budget changes from 2025 to 2034 in the 
numerator, we sum NHEA Medicaid spending totals from 2025 to 2034 (CMS, 2025d) in the 
denominator. 

Estimating Enrollment Changes 
We also consider that policies that affect enrollment might target overlapping groups of 

individuals. For example, individuals who would lose coverage because of Medicaid work requirements 
might overlap with those who would lose coverage because of more-frequent redeterminations. For the 
three policies that affect enrollment directly (work requirements, redeterminations, and immigrant 
eligibility changes), we started with a population of individuals that could be affected by at least one of 
the eligibility provisions and applied the exclusions sequentially. We note that we do not consider 
reduced enrollments resulting from enrollee address verification to be true reductions in enrollment 
because those individuals would have coverage in another state; therefore, although those reductions 
contribute to our estimates of budgetary impacts, they do not contribute to our estimates of 
enrollment changes. 

We also estimated the enrollment effects of three additional policies that could have an indirect 
effect on enrollment because of reduced state budgets (provider taxes, reduction in emergency FMAP, 
and limitations on the good faith waiver). To estimate the enrollment loss from each of these indirect 
provisions, we assumed that states would address one-half of the federal funding reduction by 
reducing Medicaid spending and that one-third of the Medicaid reduction (one-sixth of the total 
reduction) would be accomplished through enrollment changes. To get the un-deduplicated 
enrollment impact for each of these three policies, we divided the one-sixth spending reduction target 
by the state-specific per capita cost of a Medicaid enrollee, estimated at the average FMAP.  

To deduplicate the indirect enrollment effects from the direct enrollment effects, we subtracted 
the savings from the direct policies from the one-sixth Medicaid reduction that states would need to 
accomplish for the indirect policies. We then calculated the number of people who would need to be 
disenrolled (at the average FMAP) to address the balance of the spending reduction. Finally, we 
allocated these enrollment cuts across the indirect provisions in proportion to the overall Medicaid 
fund impact of each of the three indirect enrollment policies. 

Work Requirements 
Because analyzing the populations affected by work requirements requires detailed information on 

income, employment, family structure, disability status, and other individual characteristics, we 
constructed state-specific micro-level datasets containing all relevant variables. These datasets were 
constructed primarily from the 2023 ACS (U.S. Census Bureau, 2025), the most-recent data available 
at the time of analysis. For the purposes of this study, we included Wisconsin because it is treated as 
an expansion state as a result of the application of work requirements. Unlike other expansion states, 
however, Wisconsin’s expansion adult group is limited to individuals with incomes of less than 100 
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percent of the FPL rather than up to 133 percent, and the FMAP for this population is the state’s 
regular Medicaid matching rate rather than the enhanced expansion FMAP. 

A central step in constructing these data was identifying, among Medicaid enrollees ages 19–64, 
those who fall into the new adult group, also known as Group VIII, as referred to in the 
ACA/Medicaid enrollment. We made the following assumptions:  

• Pregnant women and women in the postpartum Medicaid period are not included in the new 
adult group because their income eligibility thresholds typically exceed 138 percent of the 
FPL. 

• Individuals receiving supplemental security income (SSI) or enrolled in Medicare are also 
excluded from the new adult group; most qualify for Medicaid on the basis of disability rather 
than through expansion. 

• Residents of institutional group quarters—such as jails, prisons, nursing homes, and 
psychiatric facilities—are not eligible for the new adult group, although individuals residing in 
noninstitutional group quarters might qualify. 

• Individuals with disabilities, as identified by at least one ACS disability indicator, might be 
included in the expansion group unless they are enrolled in SSI or Medicare. This reflects the 
very low income thresholds, substantial evidentiary requirements, and long processing times 
associated with disability-based Medicaid pathways, which together imply that only a small 
share of disabled adults in expansion states would enroll through the traditional blind or 
disabled category. 

• Most adults with dependent, insured children might also fall within the new adult group 
because parental eligibility thresholds under traditional Medicaid are generally low. However, 
in the nine states where parental eligibility exceeds 138 percent of the FPL, we classify all 
adults with dependent children as outside the new adult group. 

After applying these criteria to identify a population whose characteristics closely resemble those 
of the new adult group’s expansion population, we adjusted the sample to account for Medicaid 
unwinding and estimated the size of the new adult group in 2024. The resulting estimate, 19.7 million 
individuals, is compared with the official 2024 estimate of 20.4 million from CMS (2025e). Because 
the two figures differ by only 3.3 percent, we concluded that our selected sample provides a sufficiently 
accurate representation of the new adult group population. To ensure full alignment with 
administrative data, however, we reweight the ACS sample to match the official state-level new adult 
group enrollment counts exactly. 

To assign health care expenditures to individuals in the dataset, we relied on the KFF dataset 
“Medicaid Spending per Enrollee by Enrollment Group,” which is based on analysis of Medicaid 
Transformed Medicaid Statistical Information System (T-MSIS) files for 2023 and reports 
expenditures specifically for the expansion adult population (KFF, undated-b). Expenditures were 
then inflated to future years using NHEA Medicaid projections (CMS, 2025d).  

After constructing the micro-level dataset, we simulated the work requirements by applying all 
compliance and exemption criteria specified in the legislation to identify the set of individuals who 
would be deemed noncompliant. Two variables necessary for this step—school enrollment and 
participation in volunteer activities—are not available in the ACS. We therefore imputed these 
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variables using data from the 2023 Current Population Survey (CPS) October Supplement on School 
Enrollment (U.S. Census Bureau, 2024a) and the CPS September 2023 Volunteering and Civic Life 
Supplement (U.S. Census Bureau, 2024b), respectively. The datasets are quite small and supported 
only a very simple imputation based on age, sex, employment status, and income. Including additional 
variables, such as household structure, left the imputation unaltered.  

OBBBA does not specify how states should determine disability status. In the ACS (U.S. Census 
Bureau, 2025), disability is measured through six questions, and respondents who answer “yes” to any 
one item are classified as having a disability. This definition aligns with national disability rates, but 
for our purposes, it appeared too broad and prone to substantial measurement error. In addition, 
because it sits at the extreme of the scale, it provides little scope for sensitivity analysis. We therefore 
classified individuals as disabled only if they answered “yes” to at least two of the six ACS items. The 
likelihood of misclassification is substantially lower when based on two affirmative responses rather 
than one, making this approach more robust. 

After identifying individuals who fail to meet the community-engagement requirement—
predominantly, those not participating in the labor force—we assigned their post-disenrollment 
insurance status using the following assumptions: 

• Individuals who already have access to alternative coverage are assumed to leave Medicaid for 
that coverage.  

• Those with a spouse who holds employer-sponsored insurance are assumed to disenroll and 
join the spouse’s plan.  

• Individuals who fall short of the hourly work requirement are assumed to increase their work 
hours sufficiently to maintain Medicaid eligibility. This assumption might be somewhat 
conservative and might underestimate the number of individuals losing Medicaid coverage. 
However, the number of individuals falling in this category is very small.  

• All remaining noncompliant individuals are assumed to lose Medicaid coverage and become 
uninsured. 

Individuals who fail to meet the work requirements are not the only ones expected to lose 
Medicaid coverage. Evidence from states that implemented Medicaid work requirements, particularly 
Arkansas, indicates that many coverage losses occurred among individuals who were actually 
compliant or exempt. For these individuals, disenrollment was driven by administrative and 
informational barriers—such as lack of awareness, confusion about reporting rules, or difficulties 
completing paperwork—rather than failure to meet work requirements. Other studies in the literature 
have used data from Arkansas to estimate the magnitude of this effect (Harker, 2023; Karpman, 
Haley, and Kenney, 2025; Sommers et al., 2020). However, we decided to use a different approach, 
for the following reasons:  

• The Arkansas program was implemented for a relatively short period, limiting the time 
available for beneficiaries to become aware of the requirements and for the state Medicaid 
agency to fully develop and operationalize the necessary administrative systems. In contrast, 
the legislation analyzed here mandates a phase-in period extending through 2029, providing 
states with substantially more time to implement the program and allowing beneficiaries 
greater opportunity to learn about and adapt to the new requirements. 



 

38 

• The affected population was small and limited to individuals ages 30–49, which constrains the 
available empirical evidence. As a result, it is unclear whether it is appropriate to base a 
nationwide analysis primarily on such a narrow and limited set of findings. 

• We expect substantial heterogeneity across states in the efficiency and accuracy with which 
modifications to the Medicaid program are implemented; accordingly, it is important to 
account for state-level variation in the analysis. 

Accordingly, we relied on CMS’s “State Medicaid and CHIP Eligibility Processing Data” dataset 
(2025k), which allows us to estimate, for each state, the share S of enrollees who lose Medicaid 
coverage for procedural or administrative reasons. This dataset is well suited to capturing the 
administrative barriers that can lead to coverage loss—often temporarily—and it exhibits substantial 
variation across states. By applying the estimated 𝑆 to the number of Medicaid enrollees in our model 
who are compliant with or exempt from work requirements, we estimated the number of individuals 
who lose Medicaid coverage despite meeting eligibility or exemption criteria.  

Once we had computed the total number of individuals disenrolling from Medicaid, we estimated 
the savings to the federal and state government by applying the FMAP to their health care 
expenditures.  

Implementing work requirements requires states to establish administrative systems capable of 
verifying compliance accurately and efficiently. The provision takes effect in 2027, and the legislation 
mandates that full implementation must be completed by 2029. Following the approach of CBO 
(2025c), we assume a phased rollout between 2027 and 2029, with the program reaching full 
operational capacity by the beginning of 2030. 

Provider Taxes 
States can use revenues from taxes on health care providers to finance their share of Medicaid 

spending. When combined with other policies that increase Medicaid spending, such as rate increases 
from SDPs or eligibility expansions, provider taxes enable states to draw down additional federal 
funding. For example, a state might add a provider tax and simultaneously increase Medicaid payment. 
The state could then draw FMAP on the increased provider payment. Medicaid providers would be 
no worse off if their payment increased in a manner that offset the tax. But the state retains both the 
tax revenue and the additional FMAP. Provider taxes are widely used; we found that, as of OBBBA’s 
passage, 45 states and the District of Columbia had active or recently enacted provider taxes. 

The federal government has long recognized the potential for abuse of provider taxes (defined as 
taxes for which at least 85 percent of revenue comes from health care providers [Social Security 
Administration, undated]) and has imposed restrictions on their implementation. In theory, these 
taxes must be “broad-based” and “uniform,” meaning that they are levied on all providers within a class 
(such as hospitals) at the same rate (Social Security Administration, undated). Additionally, providers 
cannot be “held harmless”—that is, guaranteed to receive their tax payments back through other 
means (Social Security Administration, undated). 
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In practice, many states have circumvented these requirements. Using our review of state policies,8 
all states have avoided the “held harmless” test by keeping their taxes below a 6-percent threshold. In 
addition, states can obtain waivers from CMS exempting them from the broad-based and uniform tax 
requirements by demonstrating that tax revenues and Medicaid payments are not positively correlated 
(known as the generally redistributive test). States discovered that they could pass the generally 
redistributive test while still disproportionately taxing Medicaid providers by levying higher taxes on 
smaller providers—a practice that CMS criticized in waiver letters but could not prevent (CMS, 
undated-d). 

The provider tax provisions of OBBBA are designed to reduce the size and prevalence of provider 
taxes and close loopholes in the uniformity test, thereby limiting the amount of federal Medicaid 
dollars that states can draw down. These provisions have three main components. First, a moratorium 
on new taxes is enforced by setting the hold harmless threshold at 0 percent for any new taxes. Second, 
the hold harmless threshold for taxes will be gradually reduced from 6 percent in 2027 to 3.5 percent 
in 2032. This lower threshold does not apply to states that chose not to expand Medicaid under the 
ACA or to taxes on nursing facilities and ICFs. Finally, OBBBA gives CMS greater discretion to 
determine whether a tax is uniformly imposed, allowing the agency to deny waivers when a tax falls 
disproportionately on Medicaid providers. 

Identifying Provider Taxes 
To model changes to provider taxes, we constructed a database of all affected taxes and applied the 

new threshold and waiver rules to each. We created our tax database using the categorization from the 
2024 KFF survey of Medicaid directors, which breaks provider taxes into classes: MCOs, hospitals, 
ambulance, ICFs, nursing facilities, and other (Burns et al., 2025). We excluded ICFs and nursing 
facilities from our review because these provider classes are exempt from the decrease in hold harmless 
thresholds and are unlikely to be affected by the more stringent waiver conditions. We reviewed each 
tax listed under “other” and determined that they had been repealed, had tax rates below 3.5 percent, 
or had tax bases small enough to be negligible in the context of other provider taxes. We then 
conducted our own search for MCO, hospital, and ambulance provider taxes in each state and 
reviewed state laws to identify the implementation details for each tax. 

We collected four data points for each state: Medicaid and non-Medicaid tax bases (i.e., taxable 
revenues in each program) and Medicaid and non-Medicaid tax rates in percentage terms. These data 
points fully define a tax because they allow for the calculation of tax revenues in each program and the 
overall tax rate. Following the definition in the law, we used net patient revenue for each tax base 
(Code of Federal Regulations, Title 42, Part 433).  

Managed Care Taxes 
Taxes on MCOs are generally structured either as a percentage of net patient revenues or with a 

complex per-member-per-month structure designed to meet the generally redistributive test while 

 
8 Our review involved analysis of data retrieved between May and November 2025 from state codes and statutes, health 
departments, departments of insurance, and HCRIS. 
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disproportionately taxing Medicaid providers. When taxes were based on a percentage of revenues, we 
used data on net patient revenues from the 2023 National Association of Insurance Commissioners 
Annual Report to estimate the tax base. We then applied tax rates that we acquired through our 
search of state laws to get tax revenue amounts. We calculated non-Medicaid revenues as the sum of 
individual comprehensive and group comprehensive plans because Medicare Advantage and federal 
employee plans cannot be taxed by states, and most taxes exclude limited plans (such as dental or 
vision). When taxes were levied only on health maintenance organizations (HMOs), we reduced the 
size of the tax base to align it with the enrollment share of HMOs in that region of the country (Chan 
et al., 2023; KFF, 2024). We assumed that all Medicaid managed care plans were HMOs. 

When taxes had a more complex structure, we manually identified the required data and applied 
the tax rules. For instance, California’s MCO tax applies only to plan member-months between 1.25 
and 4 million. In 2025, Medicaid plans are taxed at $274 per member-month while non-Medicaid 
plans are taxed at $1.75 per member-month (California Department of Health Care Services, 2025). 
To identify the number of member-months and total revenues for each plan, we used the 2024 annual 
reports from the California Department of Managed Health Care (California Department of 
Managed Health Care, undated).We then applied these rates to calculate total Medicaid and non-
Medicaid revenues and converted them to percentages so that we could model how the tax would be 
affected by the reduction in the hold harmless threshold. We used similar manual processes for 
Illinois (Illinois Department of Insurance, 2025a and 2025b), Massachusetts (Center for Health 
Information and Analysis, Commonwealth of Massachusetts, undated), Michigan (Michigan 
Department of Insurance and Financial Services, undated), New York (New York State Department 
of Health, 2025a and 2025b), Ohio (Ohio Department of Medicaid, 2025), Pennsylvania 
(Commonwealth of Pennsylvania, undated), and West Virginia (West Virginia Department of 
Health, Health Facilities, and Human Services, 2024). 

Hospital Provider Taxes 
Hospital provider taxes followed a similar pattern. Many states apply taxes as a percentage of net 

patient revenues; others have complex taxes with differential rates depending on inpatient versus 
outpatient revenues, hospital type, or per diem charges. For all states except California, we collected 
data from HCRIS (CMS, 2025h) to generate the tax base and applied the relevant tax rules derived 
based on our search of state laws. For California, we used data from the state’s calendar year 2024 
Hospital Quality Assurance Program fee model (California Department of Health Care Services, 
undated). When taxes used a base other than net patient revenues (for instance, gross revenue), we 
recalculated the percentage based on net patient revenues. If states published estimates of their total 
hospital tax revenues, we verified that our estimates were consistent with these totals. 

Ambulance Provider Taxes 
Taxes on ambulances or emergency transports were generally structured as either a per-transport 

rate or a percentage of net revenues from transports. It was more difficult to find data on ambulance 
revenues than for MCOs or hospitals. We used revenue information from state-level ambulance 
industry reports and transport counts from state financial reports (IBISWorld, 2025) to estimate the 
tax base. To split revenues between Medicaid and non-Medicaid in all states, we applied the national 
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ratio of Medicaid to non-Medicaid spending observed in analysis of the Ground Ambulance Data 
Collection System (Mulcahy et al., 2024). Although we acknowledge the lower quality of the data 
used for ambulance taxes, the magnitude of these taxes is very small (less than 1 percent of hospital 
and MCO taxes), so our overall results are insensitive even to large errors in this provider tax class. 
We then estimated tax revenues by applying the tax rates we identified in our review of state laws. 

Modeling Provider Taxes 
To model the impact of provider taxes, we calculated what the Medicaid and non-Medicaid tax 

rates would be for each state in each year. We assumed that taxes in non-expansion states or for 
exempted provider classes were unaffected. We also assumed that other states would follow the hold 
harmless threshold as it is reduced. For example, a tax that is 6 percent in 2025 would be reduced to 
5.5 percent in 2026, 5 percent in 2027, and so on. 

When CMS originally proposed closing the generally redistributive loophole, they identified eight 
taxes in seven states that would no longer receive waivers under this proposed rule. CMS waiver letters 
indicate that these taxes include the hospital tax in California and MCO taxes in California, Michigan, 
Massachusetts, and New York (CMS, 2025b). We assume that the three remaining taxes are the 
MCO taxes in Illinois, Ohio, and West Virginia, based on their non-uniform design and on analysis 
by researchers at Georgetown (Park and Corlette, 2025). When a state loses a waiver, we assume that 
it keeps its tax in place but reduces its Medicaid tax rate (which is the higher rate for these taxes) to 
the non-Medicaid rate. This allows states to maximize their remaining income, comply with the new 
uniformity requirements, and avoid imposing additional taxes on non-Medicaid providers (CMS, 
2025c). 

We included all taxes enacted as of the passage of OBBBA that began collection by January 2026, 
but we did not attempt to model the effect of the moratorium in future years. This would have 
required estimating, under a counterfactual scenario, which states would increase their tax rates or 
establish new provider taxes from 2026 to 2034; such an estimate is subject to significant uncertainty 
and is beyond the scope of this analysis. This means that our estimates are likely to be conservative 
because the trend has been the expansion of provider taxes both within and across states (Burns et al., 
2025). 

Each year, the revenue loss to the state is equal to the tax base multiplied by the change in the 
overall provider tax rate. On its own, the reduction in the tax rate does not change federal spending. 
However, in the earlier “Overall Analysis” section in this appendix, we describe how this generates 
savings to the federal government by inducing the state to make cuts to Medicaid to cover the budget 
deficit. 

State-Directed Payments 
Sec. 71116 of OBBBA sets the maximum SDP for inpatient and outpatient services, professional 

services at an AMC, and nursing facility services at 100 percent of the total published Medicare rate 
for Medicaid expansion states and at 110 percent of the total published Medicare rate for non-
expansion states (Pub. L. 119-21, 2025). This essentially repeals a Biden-era rule that allows SDPs to 
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be set as high as the average commercial payment rate. This provision applies immediately to new 
SDP applications but phases in starting in 2028 for renewals of SDPs in 10–percentage point 
reductions per year. 

We estimated the likely impacts of the reduction to the SDP limit by reviewing all SDP approval 
packages for SDPs approved and posted on Medicaid.gov as of July 19, 2025, with end dates in 2025 
(CMS, undated-a). The approval packages follow a prespecified format, so we used an automated 
algorithm to extract the following data elements from each package: 

• Item 1: contract rating period (start and end date of the SDP) 
• Item 4: total dollar amount of the SDP 

- Item 4a: federal share of the SDP 
- Item 4b: non-federal share of the SDP 

• Item 6: whether the SDP is a new application, renewal application, or amendment application 
• Item 20: provider class(es) affected by the SDP 
• Table 2: summary of the SDP amount for each affected provider class 
• Item 24: indication of how the SDP percentages in Table 2 are defined (e.g., percentage of 

Medicare payment or cost, percentage of ACR, etc.). 

We then reviewed the set of SDPs with end dates in 2025 and excluded those that did not contain 
at least one of the provider classes affected by the OBBBA SDP provision (inpatient, outpatient, 
professional services at an AMC, or nursing facility). We then determined the number of SDP items 
in each SDP (i.e., the number of provider classes or subclasses affected by the SDP). Provider classes 
were selected from a prespecified list in the form and fell into the following categories: inpatient 
hospital, outpatient hospital, professional services at an AMC, primary care, specialty care, nursing 
facility, behavioral health inpatient, behavioral health outpatient, dental, and other. Subclasses, on the 
other hand, were entered into an open-ended field and therefore varied from SDP to SDP but 
included, for example, various classes of inpatient hospitals or specific specialty providers. 

After narrowing the set of SDPs to those containing at least one of the affected provider classes 
and with an end date in 2025,9 we assigned dollar values and provider classes to each SDP line because 
these were provided only at the SDP level (CMS, undated-a). To do so, we took the following steps: 

1. We consulted Table 2 in each approval package to determine how many provider classes or 
subclasses would be affected by the policy change. 

2. In some cases, if Table 2 was missing information, we relied instead on Item 20, which 
indicates the provider classes affected by the SDP. Without supporting information from 
Table 2, we assumed that there was a single SDP item per provider class. 

3. If Table 2 did not indicate the total payment amount but Item 24 indicated that the payment 
was defined as a percentage of ACR, we assumed that the total payment was set at 100 percent 
of ACR. 

4. For packages that consist of a single provider class and item, the total value of the package was 
assigned. 

 
9 We included one Texas SDP that has an end date in 2027 but clearly indicates the dollar value of the SDP for each year. 
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5. For packages with a single provider class but multiple items (generally subclasses), the total 
value of the package was divided equally among the items. 

6. For packages with multiple provider classes, a member of the research team assigned each item 
to a provider class when possible based on the text entered into the provider class field. 

7. We relied on published estimates of Medicaid MCO spending by category of service (Powers, 
Ramani, and Meyer, 2025). The categories in those estimates were dental, skilled nursing 
facility (SNF) or HCBS, inpatient, outpatient, professional, pharmacy, and other. We aligned 
these with the categories in the SDP approval packages per Box A.1. 

Then, we allocated the total dollar amount of the SDP (from Item 4) proportionally to 
the spending by category of care from the published estimates. 

 

8. In some cases, the SDP approval packages published online did not directly provide usable 
information and instead referred to attachments that were not available online. In these cases, 
we reached out to states to request the attachments. Most states responded with the requested 
information, but one state was excluded from the analysis because of lack of information in the 
SDP approval package. 

We assumed that 2025 was a representative year for SDPs in terms of dollar value; distribution 
across states; distribution across provider classes; mix of new, renewal, and amendment SDPs; and 
federal versus state share. We relied on NHEA estimates (CMS, 2025d) to inflate the dollar value of 
the SDP amounts to future years. Because new SDPs are subject to the full impact of the OBBBA 
SDP provision right away, whereas grandfathered renewal SDPs are phased in, we made assumptions 
about the proportion of SDPs that would be grandfathered in each year. To do so, we made the 
assumption that the percentage P of new packages in 2025 was representative of the portion of new 
packages in future years, so for each year, we assumed that P percent of the SDP dollars in each state 
would become new rather than renewal. This allowed us to account for the fact that the number of 
grandfathered renewal packages would decrease over time. This matters because renewal packages are 
required to reduce the SDP amount incrementally until they reach the newly allowed amount, 
whereas new SDPs must meet the requirement immediately. 

Box A.1. State-Directed Payment Categories of Service 

Category from SDP Approval Package 
Inpatient 

Outpatient 
Professional services at AMC 

Primary care 
Specialty care 
Nursing facility 

Behavioral health inpatient 
Behavioral health outpatient 

Dental 
Other 

Category from Published Estimates 
Inpatient 

Outpatient 
Inpatient 

Professional 
Professional 
SNF or HCBS 

Other 
Other 
Dental 
Other 
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More-Frequent Redetermination 
OBBBA requires that state Medicaid programs redetermine Medicaid eligibility for the expansion 

population every six months rather than every 12. At the time of redetermination, enrollees could lose 
coverage for one of two reasons: (1) because of changes in circumstances that result in the individual 
becoming ineligible (e.g., changes in income, pregnancy status, or age) or (2) for procedural or 
administrative reasons (e.g., failure to provide the required documentation or failure to respond to 
state requests for follow-up information). 

We obtained Medicaid renewal data from August 2024 through September 2025 from CMS 
(2025a), which provides state-level information on the number of Medicaid renewals each month, the 
number whose coverage was renewed, and the number whose coverage was discontinued because of 
eligibility changes or administrative reasons. We did not use data from prior to August 2024 to avoid 
overlap with the broader reinstatement of Medicaid renewals following the end of the coronavirus 
disease 2019 (COVID-19) public health emergency. 

We combined these data with Medicaid enrollment data at the state level to determine what 
percentage of each state’s Medicaid expansion population was likely to be up for renewal each month. 
We then considered how more-frequent redetermination would affect enrollment. For those 
individuals for whom changes in circumstances lead to eligibility loss at renewal, we assumed that the 
month in which their circumstances change is evenly distributed. For one-half of these people, more-
frequent redetermination would have no impact because their eligibility change would happen in the 
latter half of the 12-month period. For the other half, their Medicaid coverage would decrease by one 
to six months, so we calculated that, on average, one-half of this population would lose 3.5 months of 
Medicaid coverage.10 

For individuals who might lose coverage because of administrative reasons, we assume that the 
number would increase by 50 percent because of more-frequent redetermination. Because of a lack of 
data or literature to inform this estimate, we made this assumption using the logic that, in theory, 
coverage loss because of administrative reasons could double if it happened randomly. However, it 
seems likely that there is some bias in that those who lose coverage at the first renewal are likely to be 
those who face greater challenges to providing the necessary documentation. We also accounted for 
the fact that those who lose coverage could re-enroll in less than a year, relying on estimates published 
by KFF (Corallo et al., 2021). These estimates suggest that, among expansion adults who disenrolled, 
4.1 percent re-enrolled within three months, 7.2 percent within six months, 10.1 percent within nine 
months, and 11.8 percent within 12 months. We assumed that those who re-enrolled within three 
months did so, on average, within 1.5 months, and we made similar assumptions about those who re-
enroll within six, nine, and 12 months. We assumed that the remaining 88.2 percent of disenrollees 
were disenrolled for the full year. We then relied on the NHEA projections (CMS, 2025d) to 
translate the projected enrollment losses to dollars and to project to future years. 

 
10 We assumed that enrollment and disenrollment happen on the first day of a given month, so disenrollment in a given month 
leads to loss of coverage for that full month. 
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Federal Matching Assistance Percentage for Emergency 
Medicaid 

Federal Medicaid funds cannot be spent on services for certain immigrant groups, such as 
undocumented immigrants, non-immigrant visa holders, and lawfully present immigrants who have 
been resident in the United States for less than five years. However, states can receive federal matching 
funds for emergency medical services for members of these groups if they meet all the other state 
eligibility criteria for Medicaid. This is sometimes known as emergency Medicaid. 

After the ACA created the adult expansion group with a 90-percent federal match, some states 
began applying this enhanced FMAP to emergency care for any individual who met the requirements 
of the Medicaid ACA expansion group except for their immigration status. Sec. 71110 of OBBBA 
prohibits states from claiming the higher ACA matching rate for emergency Medicaid. Beginning in 
fiscal year 2027, states must use their base FMAP instead. 

To estimate the federal savings from this provision, we used data from MBES financial reports 
(CMS, undated-b). MBES data are based on state quarterly financial reports (CMS-64 forms) that 
contain a line item for “Emergency Services for Undocumented Aliens.” Although this line appears to 
refer only to undocumented immigrants, a recent CMS letter clarified that it applies to all emergency 
expenditures on aliens ineligible for full Medicaid benefits (CMS, 2025f). CBO used these data in a 
2024 response to a U.S. House of Representatives inquiry on total emergency Medicaid spending 
(Swagel, 2024).  

MBES contains information on total, state, and federal emergency Medicaid spending for each 
state. Federal spending reported in MBES represents a blend of spending at the base FMAP and 
spending at the enhanced ACA FMAP. We estimate federal spending under OBBBA by multiplying 
total spending by each state’s 2024 base FMAP (KFF, undated-a). To estimate the reduction in 
federal emergency Medicaid spending under OBBBA, we calculate the difference between this value 
and the federal spending reported in MBES. In some states (such as non-expansion states), there is no 
difference in federal spending because all spending occurs at the base FMAP. 

Verification of Enrollee Address Information 
OBBBA includes a provision that requires states to obtain updated enrollee address information 

using reliable data sources, such as the National Change of Address Database (U.S. Postal Service, 
undated). The provision directs the Secretary of Health and Human Services to establish a system for 
sharing these data across states, with the goal of reducing the incidence of individuals being enrolled in 
Medicaid in more than one state at once. 

We determined that this problem would primarily affect Medicaid managed care programs; 
simultaneous enrollment in more than one FFS program would presumably not induce additional 
demand for services, so the total cost of a given enrollee would remain the same. On the other hand, 
simultaneous enrollment in more than one managed care program would elicit managed care 
payments from the state to the MCO, regardless of use, leading to unnecessary spending by at least 
one state. 
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We relied on a report published by OIG, which used data from CMS’s T-MSIS data, to identify 
individuals enrolled in Medicaid managed care programs in more than one state (OIG, 2022). The 
report provides state-level data on the number of beneficiaries in each state that are enrolled in 
another state and on the value of the capitation payments for those beneficiaries, for both August 
2019 and August 2020. Because Medicaid redeterminations were paused during the COVID-19 
public health emergency, thereby likely increasing the proportion of multistate enrollments, we rely on 
the August 2019 data only, taking it as a representative month. 

We assume that one-half of the beneficiaries concurrently enrolled in a given state are rightly 
enrolled in that state, and the other half reside in another state. Then, we calculate the proportion of 
simultaneously enrolled individuals per state and project that to future years using the NHEA 
enrollment projections. We also inflate the average value of the monthly capitation payments for 
simultaneously enrolled individuals as reported by OIG using the NHEA spending projections. We 
calculate forgone spending by the state using the average FMAP suggested by the MBES data, 
multiplied by projected per-capita cost of capitation payments times the projected number of 
incorrectly enrolled individuals per state. 

Good Faith Waiver Reduction for Erroneous Payments 
 OBBBA includes a provision that restricts federal reimbursement for improper Medicaid 

payments, such as payments for ineligible individuals, payments for ineligible services, overpayments, 
and payments that are questionable because of insufficient documentation. States are allowed by law 
to claim FMAP for improper payments of no more than 3 percent of total payments. However, CMS 
is permitted to waive the 3-percent maximum through what is known as a good faith waiver. Beginning 
in 2030, OBBBA will restrict use of the good faith waiver, allowing reimbursement to exceed the  
3-percent cap only for improper payments that are not related to eligibility.  

To model the changes to the good faith waiver, we obtained publicly available data from 
Medicaid’s PERM auditing process. PERM audits occur on a three-year cycle, with 17 states (and the 
District of Columbia) audited each year. To capture all states, we obtained data from 2022, 2023, and 
2024.  

PERM audits divide payments into two categories—those related to eligibility and those related 
to FFS, which capture errors in payments made to FFS providers (U.S. Government Accountability 
Office, 2025).11 We used the data from the PERM audits to calculate, for each state, the total 
improper payment and the maximum total improper payment amount that could be waived under the 
new rules. We assumed that errors related to FFS could be waived even if they pushed the total error 
rate above 3 percent and that errors related to eligibility could be waived only if they (in combination 
with other errors) were under 3 percent of total payments. For each state, we defined the maximum 
good faith payment reduction as the difference between the total improper payment and the maximum 
waivable amount under OBBBA rules. 

 
11 Technically, PERM audits include a third category for managed care errors, but because of the way this category is calculated, 
it is typically zero for all states (U.S. Government Accountability Office, 2025). 
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Because we lacked data on the share of improper payments that CMS has historically waived for 
each state, we could not directly estimate the total payment reductions that would be expected under 
the new approach. Instead, we allocated the CBO’s estimate of $7.6 billion in federal savings across 
states based on the state’s maximum good faith payment reduction relative to the sum of maximum 
good faith payment reductions across all states. 

Immigrant Eligibility 
This OBBBA provision removes Medicaid eligibility for refugees, asylees, and individuals 

belonging to very specific populations, such as victims of human trafficking and their families. Data on 
populations other than refugees and asylees are not available, and because these groups are very small, 
we restrict our analysis to refugees and asylees. In addition, the measurement of uncertainty 
surrounding the estimated number of refugees and asylees is sufficiently large that any inclusion of 
these smaller populations would be effectively obscured by statistical noise, providing no meaningful 
analytical benefit. 

The key to modeling this provision is to understand the dynamics of status adjustment for these 
populations. The dynamic for refugees is shown in Figure A.1. 

Figure A.1. Refugee Dynamics 

 

We assume that on January 1 of year 𝑡, a cohort of 𝑁 refugees arrives in the United States. In 
accordance with federal law, refugees are required to apply for LPR status within one year of arrival; 
accordingly, we assume that all members of the cohort submit their LPR applications on January 1 of 
year 𝑡 + 1. We assume that all LPR applications are adjudicated within 12 to 24 months of 
submission, consistent with what was recently reported by the American Immigration Council, with 
decisions uniformly distributed across this period (Pinto and Coberly, 2025). Not all applications 
result in approval: A proportion 𝛾 of applicants successfully obtain LPR status; the remaining 
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proportion 1 − 𝛾 lose their refugee status. Under these assumptions, by year 𝑡 + 2, one-half of the 
cohort remains awaiting adjudication. Among the processed half, a share 𝛾 transitions to LPR status, 
and a share 1 − 𝛾 exits the refugee population. The same proportions apply to the remaining half 
during the subsequent year, such that by January 1 of year 𝑡 + 3, all members of the cohort have been 
processed. Because our analysis is limited to individuals enrolled in Medicaid, the distinction between 
losing refugee status and transitioning to LPR status is immaterial. Consequently, the specific value of 
γ has no bearing on our results. As a result of these assumptions, our dynamic model is very 

straightforward: If a cohort of 𝑁 refugees arrives in year 𝑡, its size is 𝑁 in year 𝑡 + 1, !
"

 in year 𝑡 + 2, 

and 0 in year 𝑡 + 3.  
Asylees are modeled in a similar manner. Although refugees must apply for LPR within one year 

of arrival, asylees are not required to apply and could, in principle, remain asylees indefinitely. 
Once the dynamic was established, the actual modeling of the provision was conceptually simple: 

• For each year and state, we summed over the cohort of active refugees and asylees to get the 
total number of individuals to which the provision applies. 

• We estimated how many of them are on Medicaid. 
• We estimated the average per capita medical expenditures for those on Medicaid. 
• We estimated the average FMAP for the state. 
• We applied the FMAP to estimate the savings to the federal and state government. 

To estimate the inflow of refugees and asylees and their socioeconomic composition, we used a 
variety of sources:  

• The Office of Homeland Security Statistics produces annual reports on the size, composition, 
and geographic distribution of refugees and asylees populations (Office of Homeland Security 
Statistics, 2025; Yap, 2025).  

• The Refugee Council USA (undated) publishes timely detailed statistics on refugee arrivals. 
• The Transactional Records Access Clearinghouse uses a transactional dataset to produce up-

to-date reports and statistics regarding immigration and other legally related topics 
(Transactional Records Access Clearinghouse, undated-b). Its asylum tool allows one to 
produce time series data by geography and asylee status (Transactional Records Access 
Clearinghouse, undated-a).  

• The 2022 Annual Survey of Refugees, which focuses on refugees who have been in the 
country less than five years, contains information about age, income, employment, health 
status, and insurance coverage of the refugee population (Office of Refugee Resettlement, 
2025). 

To project the populations of refugees and asylees up to 2034, we made the following 
assumptions: 

• The number of asylees remains constant at the current level. 
• The number of refugees in 2025 is capped at the amount reported in the first quarter of the 

year, since executive order “Realigning the United States Refugee Admissions Program” 
(White House, 2025) has completely halted the flow of refugees for the year. 
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• The new ceiling for the number of refugees set by the administration is 7,500, and we assume 
that it starts in 2026 and continues until year 2034. 

To estimate average Medicaid expenditures for this population, we use a merged sample from the 
2022 and 2023 waves of the Medical Expenditure Panel Survey (MEPS) (Agency for Healthcare 
Research and Quality [AHRQ], 2023), reweighted to match the distribution of demographic and 
socioeconomic variables found in the Annual Survey of Refugees. We have found no evidence 
indicating that insured refugees use health care at different rates than the broader insured U.S. 
population, so no adjustment has been made for differential use. 

To estimate the federal and state portion of the savings, we have used state-specific average 
FMAPs derived from MBES (CMS, undated-b).  

The datasets we have described contain all the information needed to estimate the number of 
refugees and asylees who are expected to lose access to Medicaid in the 2025–2034 period.  

Cost-Sharing 
We group the health care services affected by the legislation into three broad categories: hospital 

inpatient care, hospital outpatient care, and office visits. Several types of services are explicitly 
excluded from the analysis, such as primary care visits, pregnancy- and childbirth-related services, and 
services related to mental health or substance use disorders. 

To estimate the copayments that states will collect, we applied the following procedure for each 
expansion state and each service category. 

• Estimate N: the number of expansion adults with incomes between 100 percent and 138 
percent of the FPL. 

• Estimate r: the average number of relevant services used per expansion adult. 
• Estimate y: an adjustment factor (less than one) that reflects the expected reduction in service 

use resulting from higher out-of-pocket costs; this factor depends on the price elasticity of 
demand for the service. 

• Calculate total copay revenue for the service category as C × r × N × y, where C is the 
copayment amount for that category. 

We implemented this procedure for each state beginning in 2028. We projected forward Medicaid 
expenditures for adults using a constant growth rate derived from NHEA projections for the 
Medicaid population (CMS, 2025d).  

We estimated the number of expansion adults with incomes between 100 percent and 138 percent 
of the FPL in each state using the micro-level datasets constructed for our analysis of work 
requirements, which are based on the 2023 ACS (U.S. Census Bureau, 2025). 

We estimate Medicaid per-capita use of outpatient services and office visits using the 2023 MEPS 
outpatient and office-based provider files (AHRQ, 2023). In both data sources, we exclude categories 
of care exempted from copayments under the legislation—specifically, emergency department visits 
and services related to mental health, pregnancy, and immunizations (AHRQ, 2023). A limitation of 
this approach is that the MEPS outpatient and office-based provider files do not support state-level 
analysis and are too small to identify Medicaid expansion adults with sufficient precision. Accordingly, 
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we used these data only to estimate average use rates among Medicaid enrollees in the relevant age 
range, without distinguishing across states and without separately identifying expansion adults. 

Because the 2023 MEPS hospital inpatient file has an insufficient sample size for our purposes, 
hospital admissions per capita are instead drawn from a 2022 dataset (State Trends in Hospital 
Utilization by Payer), available through Healthcare Cost Utilization Project (HCUP) Fast Stats 
(AHRQ, undated). This dataset provides broad categories of hospitalizations, enabling us to remove 
stays associated with maternal health and mental health or substance use, both of which are exempt 
from cost-sharing. HCUP data are available for most Medicaid expansion states. For states without 
HCUP data, we imputed values using the average across states with data.  

To incorporate the expected reduction in use resulting from increased cost-sharing, we reviewed 
the literature to identify appropriate demand elasticity estimates. The most relevant evidence comes 
from Chandra, Gruber, and McKnight (2014), who examine the impact of copayments on health care 
spending among individuals below 300 percent of FPL in Massachusetts. They report elasticities of 
−0.115 for hospital spending, −0.203 for outpatient spending, and −0.147 for office-based care 
(Chandra, Gruber, and McKnight, 2014).  

Applying these elasticities presents a methodological challenge because the initial price for these 
services is zero, making standard elasticity-based calculations inapplicable. To address this issue, we 
proceeded as follows.  

Let 𝑄(𝑝) be the quantity of services demanded as a function of the price. From our data, we know 
𝑄(0) for each service. We impose a copay 𝑝‾, so we need to estimate the quantity 𝑄(𝑝‾). We know the 
elasticity of demand 𝜖, but we cannot apply it when the base price is 𝑝 = 0. To estimate 𝑄(𝑝‾), we 
take advantage of the fact that 𝑝‾ is small and that a first-order expansion of the demand function 𝑄(𝑝) 
around 𝑝‾ is valid in the range [0, 𝑝‾]. Hence, we write the demand function as 

𝑄(𝑝) = 𝑄(𝑝‾) + 𝑄#(𝑝‾)(𝑝 − 𝑝‾)	, ∀𝑝 ∈ [0, 𝑝‾].	

We now assume that the known elasticity 𝜖 is valid at the price 𝑝‾. By definition, we have 

𝑄#(𝑝‾) $‾
&($‾)

= 𝜖.	

This allows us to solve for 𝑄#(𝑝‾) and rewrite the demand function as 

𝑄(𝑝) = 𝑄(𝑝‾) + 𝜖𝑄(𝑝‾) $)$‾
$‾
.	

We can now evaluate the demand function at 𝑝 = 0 because we observe 𝑄(0): 

𝑄(0) = 𝑄(𝑝‾) − 𝜖𝑄(𝑝‾).	

Solving for 𝑄(𝑝‾), we obtain 

𝑄(𝑝‾) = &(*)
+,|.|

.	
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Home- and Community-Based Services 
All states have at least one Medicaid HCBS waiver, enabling them to provide home-based care for 

people who have intellectual, physical, or developmental disabilities (Mohamed, Burns, and Watts, 
2025). These waivers often cover optional populations—for example, income eligibility limits might 
exceed mandatory requirements, and states can cap enrollment, leading to waiting lists (Saraswathula 
and Colello, 2025). 

OBBBA gives states greater flexibility to implement 1915(c) HCBS waivers (the most common 
type of HCBS waiver), enabling states to provide services for individuals who would not necessarily 
meet eligibility requirements for institutionalized care. Given the popularity of HCBS waivers, we 
expect that many states will be interested in these new flexibilities. However, the optional nature of 
HCBS waivers makes them a likely target for elimination or clawback to address budgetary pressures 
stemming from OBBBA’s other Medicaid cuts (Stark, 2025; Gonzales, 2025; Siddiqi, 2025). 

Given this budgetary pressure, we assume that only states that experience net increases to their 
general funds by 2034 because of OBBBA (e.g., resulting from such provisions as work requirements, 
which effectively force the state to reduce Medicaid eligibility) will make use of the additional 1915(c) 
flexibilities. We assume that states that experience net decreases to their general funds (e.g., because of 
provisions that reduce the ability to claim FMAP, such as the provider tax provisions) will not 
implement new HCBS waivers enabled by OBBBA. 

Because we did not have a reliable way to estimate what the new 1915(c) waivers will cost, we 
allocated CBO’s (2025c) estimate of $6.6 billion in increased federal spending. We started by 
allocating across all states with a net increase in general fund revenue because of OBBBA, using 
allocation amounts based on total Medicaid spending in each state. We then checked to see whether 
the state contribution necessary to support the assigned allocation would exceed the general fund 
increase from other OBBBA provisions. If so, we capped the HCBS allocation at the break-even level 
and reallocated the remainder across other states. We repeated this process iteratively until the total 
CBO estimate was allocated. We calculated state contributions based on their regular FMAPs.  

Rural Health Transformation Program 
Rural providers are disproportionately reliant on Medicaid reimbursement and face financial 

challenges because of low patient volumes, provider shortages, and lower average payment rates. To 
address these challenges and mitigate concerns that federal funding cuts to Medicaid could result in 
the closure of rural hospitals, OBBBA established the RHTP. Under this program, CMS will 
distribute $50 billion ($10 billion annually) between 2026 and 2030 to states that apply. States must 
use this funding on a set of 11 defined categories, such as interventions to reduce chronic illness, 
workforce retention and training, and creating data infrastructure. No more than 15 percent can be 
spent on provider payments, and these cannot be used to draw down additional federal funds. 

The RHTP funding formula uses a two-part allocation model consisting of baseline funding and 
workload funding. Baseline funding distributes one-half of the total funds ($25 billion) equally among 
all states with approved applications. The remaining $25 billion is allocated as workload funding, which 
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depends on how states rank based on the quality of their proposed initiatives, their adoption of 
policies aligned with federal priorities, and data-based indicators reflecting the rurality of each state. 

Table A.2 summarizes the funding components, their weights in the overall formula (expressed as 
percentages), and whether each is determined by data metrics, state policy actions, or the quality of the 
state’s proposed initiatives. Some components incorporate more than one factor type. Each 
component of workload funding is scored on a continuous scale that is then converted to a percentile 
ranking. A state’s score for each category equals its percentile multiplied by that category’s weight. 
These weighted scores are normalized across all participating states, and final funding allocations are 
made proportionally to each state’s normalized score.  

To model how much funding would be allotted to each state, we assumed that all states would 
successfully apply for funding (excluding the District of Columbia, which is ineligible) and so would 
receive an equal share of the baseline funding. We cannot estimate a priori which states will have the 
strongest applications or will adopt the administration’s preferred policies, so we assigned all states the 
50th percentile for these categories. For the data-driven categories, we followed the methodology 
defined in CMS’s notice of funding opportunity (Grants.gov, undated), including its preferred data 
sources if possible.  

Calculating scores for each state required drawing on a broad variety of data sources. To identify 
rural populations, we combined tract-level population estimates from the 2019–2023 five-year ACS 
(U.S. Census Bureau, 2025) with the Health Resources and Services Administration’s (HRSA’s) 
September 2025 rural definition for census tracts (HRSA, 2025). We determined population in 
Frontier and Remote (FAR) ZIP codes by combining U.S. Department of Agriculture (2025) FAR 
data from the 2010 census with the 2023 Q1 ZIP-tract crosswalk from the Office of Policy 
Development and Research, U.S. Department of Housing and Urban Development (undated), 
splitting a tract’s population equally when it spanned multiple ZIP codes. We also drew on 2010 
census data for state area measurements (U.S. Census Bureau, 2021). From the 2023 HCRIS data 
(CMS, 2025h), we identified hospitals that received Medicaid DSH payments and estimated 
uncompensated care (defined by CMS as charity care and bad debt [Asper, 2017]). 
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Table A.2. Allocation of Rural Health Transformation Program Funding 

Component Description Weight (%) Type 

— Baseline funding 50 Assigned equally to all states 
with a successful application 

A.1 Absolute size of rural population 5 Data 

A.2 Proportion of rural health facilities (further divided 
into rural hospitals and other rural health care 
facilities, such as rural health clinics, federally 
qualified health centers, grantees or look-alikes of 
Sec. 330 of the Public Health Services Act, 
community mental health centers, opioid treatment 
facilities, and certified community behavioral health 
centers) 

5 Data 

A.3 Uncompensated care 5 Data 

A.4 Percentage of population located in rural areas 3 Data 

A.5 Metrics that define a state as being frontier 3 Data 

A.6 Area of a state in total square miles 2.5 Data 

A.7 Percentage of hospitals receiving Medicaid 
Disproportionate Share Hospital (DSH) payments 

1.5 Data 

B.1 Clinical infrastructure related to population health  1.88 Initiative 

B.2 Health and lifestyle 1.88 Initiative + state policy actions 

B.3 Supplemental Nutrition Assistance Program waivers 1.88 State policy actions 

B.4 Nutrition Continuing Medical Education 0.88 State policy actions 

C.1 Rural provider strategic partnerships 1.88 Initiative 

C.2 Emergency medical services 1.88 Initiative 

C.3 Certificate of Need 0.88 State policy actions 

D.1 Talent recruitment 1.88 Initiative 

D.2 Licensure compacts 0.88 State policy actions 

D.3 Scope of practice 0.88 State policy actions 

E.1 Medicaid provider payment incentives 1.88 Initiative 

E.2 Individuals dually eligible for Medicare and 
Medicaid 

1.88 Initiative + Data 

E.3 Short-term, limited-duration insurance 0.88 State policy actions 

F.1 Remote care services 1.88 Initiative + state policy actions 

F.2 Data infrastructure 1.88 Initiative + Data 

F.3 Consumer-facing tech 1.88 Initiative 

SOURCE: Features information from Grants.gov, undated.  

 
Component A.2 in Table A.2 requires tallying the number of rural hospitals and other rural 

health care facilities in each state using several different data sources. For rural hospitals, we combined 
data from the 2023 HCRIS (CMS, 2025h) with rural hospital designations developed by the Center 
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for Healthcare Quality and Payment Reform (undated). We obtained rural health clinic counts from 
September 2025 Rural Health Clinic Enrollments data available from CMS (2025i). We used the 
September 2025 HRSA (undated) database on health center service delivery and look-alike sites to 
count federally qualified health centers. We filtered to active sites only and counted centers rather 
than sites. For community mental health centers and certified community behavioral health clinics, we 
used the Substance Abuse and Mental Health Services Administration’s National Directory of 
Mental Health Treatment Facilities (Substance Abuse and Mental Health Services Administration, 
2024). We obtained counts of opioid treatment providers from September 2025 Opioid Treatment 
Program Provider Data available from CMS (2025g), though this source includes only providers 
registered with Medicare and might therefore undercount facilities in some states. Other mental 
health and opioid treatment provider datasets were defined at the ZIP code level. We determined 
whether these providers were rural using the 2023 Q1 ZIP-tract crosswalk (Office of Policy 
Development and Research, U.S. Department of Housing and Urban Development, undated), 
labeling a ZIP code as rural if most of its businesses were in rural tracts. 
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Appendix B 

Detailed Results Tables 

In Tables B.1 through B.13, we list the detailed, state-level Medicaid fund impacts and general 
fund impacts of the provisions we studied both overall (Tables B.1 and B.2) and by provision (Tables 
B.3–B.13). We provide the cumulative impact by 2028, 2030, and 2034, and we present percentage 
changes in budgets as a percentage of the total state Medicaid fund (inclusive of both state and federal 
contributions). However, in Table B.2, we present the overall state general fund impacts as a 
percentage of the total state Medicaid fund and as a percentage of the state portion only. Table B.14 
provides the state-level relative importance of each provision in terms of impact on state Medicaid 
funds. Table B.15 details the enrollment impacts, by provision, in 2034. 
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Table B.1. State Budgetary Impact of Studied Provisions, Overall 

State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) % 

Alabama 544.9 1.66 −1.3 0.00  1,010.4 1.93 −10.2 −0.02  1,242.1 1.25 −44.1 −0.04 

Alaska 321.4 2.88 17.1 0.15  343.5 1.92 52.1 0.29  −476.0 −1.4 84.3 0.25 

Arizona −4,474.8 −6.03 578.5 0.78  −13,846.3 −11.67 1,103.6 0.93  −42,599.4 −18.89 1,431.1 0.63 

Arkansas −33.5 −0.1 57.7 0.16  −876.5 −1.56 177.9 0.32  −3,954.6 −3.71 457.3 0.43 

California −25,058.2 −4.55 −24,546.3 −4.45  −49,765.5 −5.65 −46,841.9 −5.31  −112,257.4 −6.7 −102,070.2 −6.09 

Colorado −267.6 −0.5 −32.6 −0.06  −1,697.8 −1.99 −515.3 −0.6  −7,431.6 −4.58 −2,961.2 −1.82 

Connecticut −484.4 −0.97 30.3 0.06  −2,238.3 −2.82 −224.6 −0.28  −8,253.5 −5.46 −1,907.2 −1.26 

Delaware 42.4 0.36 37.9 0.32  −384.2 −2.03 115.7 0.61  −2,232.2 −6.2 194.8 0.54 

District of 
Columbia 

−498.3 −2.6 50.3 0.26  −1,706.1 −5.57 172.3 0.56  −4,774.3 −8.2 463.2 0.8 

Florida 370.5 0.3 48.9 0.04  668.3 0.34 82.6 0.04  533.4 0.14 −157.1 −0.04 

Georgia −371.8 −0.63 313.6 0.53  −1,891.6 −1.99 979.6 1.03  −8,362.5 −4.63 3,214.1 1.78 

Hawaii 39.2 0.35 40.1 0.36  −608.8 −3.44 142.0 0.8  −3,069.1 −9.13 406.8 1.21 

Idaho 238.0 1.62 27.1 0.18  79.1 0.34 80.0 0.34  −1,224.1 −2.74 64.0 0.14 

Illinois −2,620.1 −1.95 −2,189.1 −1.63  −6,424.5 −2.98 −4,243.8 −1.97  −16,727.2 −4.09 −10,925.0 −2.67 

Indiana −1,282.8 −1.69 182.4 0.24  −5,394.9 −4.45 392.6 0.32  −17,103.4 −7.43 −1,604.3 −0.7 

Iowa −972.0 −3.69 340.2 1.29  −3,516.2 −8.35 1,007.5 2.39  −12,813.4 −16.01 3,275.3 4.09 

Kansas 534.6 1.98 6.1 0.02  928.2 2.15 23.6 0.05  873.0 1.06 45.8 0.06 

Kentucky −2,092.2 −3.46 449.3 0.74  −7,365.4 −7.61 1,378.9 1.42  −25,595.3 −13.91 4,482.9 2.44 
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State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) % 

Louisiana −2,874.1 −3.75 484.3 0.63  −9,515.5 −7.76 1,172.8 0.96  −28,622.4 −12.27 2,310.2 0.99 

Maine 247.8 1.32 27.3 0.14  190.6 0.63 70.8 0.23  −837.5 −1.46 170.5 0.3 

Maryland −2,590.1 −3.92 316.7 0.48  −8,074.7 −7.65 908.7 0.86  −22,565.2 −11.25 2,333.8 1.16 

Massachusetts −654.2 −0.64 −301.3 −0.3  −2,324.0 −1.43 −538.4 −0.33  −7,767.3 −2.52 −2,626.5 −0.85 

Michigan −1,000.4 −0.98 −1,048.5 −1.03  −2,794.0 −1.71 −2,358.5 −1.44  −10,780.3 −3.47 −8,276.9 −2.67 

Minnesota −593.2 −0.81 119.2 0.16  −2,468.0 −2.12 244.6 0.21  −9,122.6 −4.12 −882.9 −0.4 

Mississippi −657.5 −2.31 281.2 0.99  −3,097.8 −6.82 946.1 2.08  −11,312.3 −13.1 2,820.4 3.27 

Missouri −1,533.1 −2.5 252.7 0.41  −5,438.8 −5.54 782.0 0.8  −16,298.5 −8.74 1,816.4 0.97 

Montana 244.0 2.12 28.6 0.25  118.8 0.64 82.1 0.45  −1,130.9 −3.23 206.7 0.59 

Nebraska 307.8 2.19 4.1 0.03  340.5 1.52 −63.4 −0.28  −363.5 −0.85 −473.0 −1.11 

Nevada −748.6 −3.49 185.6 0.87  −2,874.9 −8.38 565.6 1.65  −10,182.8 −15.62 1,289.6 1.98 

New 
Hampshire 

387.2 3.25 9.7 0.08  503.5 2.64 −71.4 −0.37  −430.4 −1.19 −652.2 −1.8 

New Jersey −2,141.5 −2.14 250.6 0.25  −6,847.5 −4.27 406.2 0.25  −20,035.3 −6.58 −196.4 −0.06 

New Mexico −757.5 −2.24 126.8 0.38  −3,090.0 −5.72 402.4 0.74  −9,826.1 −9.56 1,005.9 0.98 

New York −8,368.2 −2.11 −2,346.3 −0.59  −23,180.9 −3.66 −3,425.2 −0.54  −62,601.2 −5.2 −5,313.5 −0.44 

North Carolina −1,680.4 −2.04 437.1 0.53  −5,761.8 −4.36 1,240.3 0.94  −20,301.8 −8.09 1,222.9 0.49 

North Dakota 384.8 5.45 11.2 0.16  556.4 4.92 31.3 0.28  94.9 0.44 62.3 0.29 

Ohio −2,089.7 −1.49 −1,661.0 −1.19  −5,199.2 −2.32 −3,002.6 −1.34  −14,140.8 −3.33 −6,561.4 −1.54 

Oklahoma −1,008.2 −3.3 258.6 0.85  −3,690.6 −7.56 763.1 1.56  −12,728.3 −13.71 2,321.5 2.5 

Oregon −1,216.4 −2.04 167.5 0.28  −5,393.9 −5.67 551.3 0.58  −16,708.4 −9.24 315.2 0.17 
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State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) % 

Pennsylvania −1,113.3 −0.66 86.6 0.05  −4,170.9 −1.54 320.1 0.12  −12,663.2 −2.47 884.3 0.17 

Rhode Island 182.7 1.32 46.5 0.34  67.5 0.3 74.6 0.34  −1,220.7 −2.9 −64.1 −0.15 

South Carolina −949.9 −2.67 439.6 1.23  −3,478.8 −6.1 1,325.7 2.33  −14,285.2 −13.19 4,449.3 4.11 

South Dakota 433.0 8.29 7.7 0.15  663.1 7.94 24.2 0.29  324.8 2.05 62.7 0.4 

Tennessee −1,788.4 −3.13 822.1 1.44  −6,381.9 −6.98 2,590.7 2.83  −23,515.5 −13.54 8,555.8 4.92 

Texas −2,790.1 −1.24 1,340.2 0.6  −9,752.6 −2.71 4,304.1 1.2  −32,422.2 −4.75 13,413.7 1.96 

Utah −27.4 −0.15 51.4 0.29  −667.8 −2.33 153.4 0.54  −3,141.3 −5.77 409.1 0.75 

Vermont 316.4 3.31 −1.5 −0.02  272.4 1.78 −65.2 −0.43  −901.5 −3.1 −415.5 −1.43 

Virginia −2,598.6 −3.57 578.4 0.8  −8,894.7 −7.65 1,570.8 1.35  −27,222.0 −12.32 2,122.1 0.96 

Washington −1,556.8 −2.03 368.8 0.48  −5,471.9 −4.45 1,091.8 0.89  −17,564.7 −7.52 3,301.9 1.41 

West Virginia 15.0 0.06 −153.2 −0.66  −751.7 −2.02 −453.8 −1.22  −4,153.6 −5.87 −1,713.3 −2.42 

Wisconsin 143.6 0.27 148.1 0.28  −450.6 −0.53 542.6 0.64  −2,867.7 −1.78 1,510.9 0.94 

Wyoming 525.6 14.95 0.4 0.01  945.6 16.82 0.8 0.01  1,044.4 9.77 −4.8 −0.04 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
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Table B.2. Overall State General Fund Impacts of Studied Provisions 

 2028  2030  2034 

 State General Fund  State General Fund  State General Fund 

State 
$  

(millions) 

% of  
Total 

Medicaid 

% of  
State 

Medicaid  
$  

(millions) 

% of  
Total 

Medicaid 

% of 
State 

Medicaid  
$  

(millions) 

% of  
Total 

Medicaid 

% of 
State 

Medicaid 

Alabama −1.3 0.00 −0.01  −10.2 −0.02 −0.07  −44.1 −0.04 −0.17 

Alaska 17.1 0.15 0.64  52.1 0.29 1.23  84.3 0.25 1.05 

Arizona 578.5 0.78 3.18  1,103.6 0.93 3.79  1,431.1 0.63 2.59 

Arkansas 57.7 0.16 0.72  177.9 0.32 1.39  457.3 0.43 1.88 

California −24,546.3 −4.45 −11.49  −46,841.9 −5.31 −13.71  −102,070.2 −6.09 −15.72 

Colorado −32.6 −0.06 −0.15  −515.3 −0.6 −1.45  −2,961.2 −1.82 −4.38 

Connecticut 30.3 0.06 0.15  −224.6 −0.28 −0.69  −1,907.2 −1.26 −3.08 

Delaware 37.9 0.32 0.97  115.7 0.61 1.85  194.8 0.54 1.64 

District of Columbia 50.3 0.26 0.99  172.3 0.56 2.12  463.2 0.8 2.99 

Florida 48.9 0.04 0.09  82.6 0.04 0.1  −157.1 −0.04 −0.1 

Georgia 313.6 0.53 1.55  979.6 1.03 3.04  3,214.1 1.78 5.24 

Hawaii 40.1 0.36 1.28  142.0 0.8 2.84  406.8 1.21 4.28 

Idaho 27.1 0.18 0.74  80.0 0.34 1.37  64.0 0.14 0.58 

Illinois −2,189.1 −1.63 −4.16  −4,243.8 −1.97 −5.05  −10,925.0 −2.67 −6.84 

Indiana 182.4 0.24 0.8  392.6 0.32 1.08  −1,604.3 −0.7 −2.33 

Iowa 340.2 1.29 4.44  1,007.5 2.39 8.22  3,275.3 4.09 14.05 

Kansas 6.1 0.02 0.06  23.6 0.05 0.14  45.8 0.06 0.14 

Kentucky 449.3 0.74 3.42  1,378.9 1.42 6.57  4,482.9 2.44 11.23 

Louisiana 484.3 0.63 2.66  1,172.8 0.96 4.03  2,310.2 0.99 4.18 

Maine 27.3 0.14 0.44  70.8 0.23 0.71  170.5 0.3 0.9 
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 2028  2030  2034 

 State General Fund  State General Fund  State General Fund 

State 
$  

(millions) 

% of  
Total 

Medicaid 

% of  
State 

Medicaid  
$  

(millions) 

% of  
Total 

Medicaid 

% of 
State 

Medicaid  
$  

(millions) 

% of  
Total 

Medicaid 

% of 
State 

Medicaid 

Maryland 316.7 0.48 1.18  908.7 0.86 2.11  2,333.8 1.16 2.86 

Massachusetts −301.3 −0.3 −0.67  −538.4 −0.33 −0.74  −2,626.5 −0.85 −1.91 

Michigan −1,048.5 −1.03 −3.63  −2,358.5 −1.44 −5.11  −8,276.9 −2.67 −9.44 

Minnesota 119.2 0.16 0.39  244.6 0.21 0.5  −882.9 −0.4 −0.95 

Mississippi 281.2 0.99 4.15  946.1 2.08 8.72  2,820.4 3.27 13.68 

Missouri 252.7 0.41 1.4  782.0 0.8 2.71  1,816.4 0.97 3.32 

Montana 28.6 0.25 1.04  82.1 0.45 1.88  206.7 0.59 2.48 

Nebraska 4.1 0.03 0.08  −63.4 −0.28 −0.78  −473.0 −1.11 −3.07 

Nevada 185.6 0.87 3.25  565.6 1.65 6.2  1,289.6 1.98 7.43 

New Hampshire 9.7 0.08 0.19  −71.4 −0.37 −0.85  −652.2 −1.8 −4.09 

New Jersey 250.6 0.25 0.62  406.2 0.25 0.63  −196.4 −0.06 −0.16 

New Mexico 126.8 0.38 1.77  402.4 0.74 3.51  1,005.9 0.98 4.62 

New York −2,346.3 −0.59 −1.39  −3,425.2 −0.54 −1.26  −5,313.5 −0.44 −1.03 

North Carolina 437.1 0.53 1.66  1,240.3 0.94 2.94  1,222.9 0.49 1.53 

North Dakota 11.2 0.16 0.41  31.3 0.28 0.71  62.3 0.29 0.74 

Ohio −1,661.0 −1.19 −3.94  −3,002.6 −1.34 −4.46  −6,561.4 −1.54 −5.12 

Oklahoma 258.6 0.85 3.46  763.1 1.56 6.39  2,321.5 2.5 10.23 

Oregon 167.5 0.28 0.97  551.3 0.58 1.99  315.2 0.17 0.6 

Pennsylvania 86.6 0.05 0.13  320.1 0.12 0.3  884.3 0.17 0.43 

Rhode Island 46.5 0.34 0.88  74.6 0.34 0.88  −64.1 −0.15 −0.4 

South Carolina 439.6 1.23 4.04  1,325.7 2.33 7.62  4,449.3 4.11 13.45 
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 2028  2030  2034 

 State General Fund  State General Fund  State General Fund 

State 
$  

(millions) 

% of  
Total 

Medicaid 

% of  
State 

Medicaid  
$  

(millions) 

% of  
Total 

Medicaid 

% of 
State 

Medicaid  
$  

(millions) 

% of  
Total 

Medicaid 

% of 
State 

Medicaid 

South Dakota 7.7 0.15 0.41  24.2 0.29 0.81  62.7 0.4 1.1 

Tennessee 822.1 1.44 4.15  2,590.7 2.83 8.18  8,555.8 4.92 14.21 

Texas 1,340.2 0.6 1.5  4,304.1 1.2 3.02  13,413.7 1.96 4.95 

Utah 51.4 0.29 1.04  153.4 0.54 1.95  409.1 0.75 2.73 

Vermont −1.5 −0.02 −0.04  −65.2 −0.43 −1.11  −415.5 −1.43 −3.71 

Virginia 578.4 0.8 2.21  1,570.8 1.35 3.75  2,122.1 0.96 2.66 

Washington 368.8 0.48 1.29  1,091.8 0.89 2.39  3,301.9 1.41 3.8 

West Virginia −153.2 −0.66 −2.92  −453.8 −1.22 −5.42  −1,713.3 −2.42 −10.76 

Wisconsin 148.1 0.28 0.72  542.6 0.64 1.64  1,510.9 0.94 2.41 

Wyoming 0.4 0.01 0.03  0.8 0.01 0.03  −4.8 −0.04 −0.1 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
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Table B.3. State Budgetary Impact of Work Requirements 

State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$ 
(millions) % 

Alabama 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Alaska −113.5 −1.02 11.4 0.10  −428.8 −2.40 42.9 0.24  −1,225.4 −3.61 122.5 0.36 

Arizona −1,620.5 −2.18 162.1 0.22  −6,120.6 −5.16 612.1 0.52  −17,493.2 −7.76 1,749.3 0.78 

Arkansas −390.2 −1.11 39.0 0.11  −1,473.6 −2.63 147.4 0.26  −4,211.6 −3.95 421.2 0.40 

California −6,915.0 −1.25 691.5 0.13  −26,117.0 −2.96 2,611.7 0.30  −74,645.0 −4.46 7,464.5 0.45 

Colorado −359.3 −0.67 35.9 0.07  −1,357.0 −1.59 135.7 0.16  −3,878.5 −2.39 387.9 0.24 

Connecticut −617.4 −1.24 61.7 0.12  −2,331.8 −2.93 233.2 0.29  −6,664.7 −4.41 666.5 0.44 

Delaware −195.7 −1.65 19.6 0.17  −739.2 −3.91 73.9 0.39  −2,112.8 −5.87 211.3 0.59 

District of 
Columbia 

−385.7 −2.01 38.6 0.20  −1,456.8 −4.76 145.7 0.48  −4,163.6 −7.15 416.4 0.72 

Florida 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Georgia 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Hawaii −324.6 −2.93 32.5 0.29  −1,225.9 −6.93 122.6 0.69  −3,503.8 −10.42 350.4 1.04 

Idaho −162.6 −1.11 16.3 0.11  −614.3 −2.61 61.4 0.26  −1,755.6 −3.93 175.6 0.39 

Illinois −1,671.9 −1.24 167.2 0.12  −6,314.5 −2.93 631.5 0.29  −18,047.6 −4.41 1,804.8 0.44 

Indiana −1,483.2 −1.96 148.3 0.20  −5,601.9 −4.62 560.2 0.46  −16,010.7 −6.95 1,601.1 0.70 

Iowa −302.1 −1.15 30.2 0.11  −1,141.1 −2.71 114.1 0.27  −3,261.3 −4.08 326.1 0.41 

Kansas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Kentucky −705.0 −1.16 70.5 0.12  −2,662.7 −2.75 266.3 0.28  −7,610.4 −4.14 761.0 0.41 

Louisiana −1,525.6 −1.99 152.6 0.20  −5,762.1 −4.70 576.2 0.47  −16,468.7 −7.06 1,646.9 0.71 
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State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$ 
(millions) % 

Maine −112.4 −0.60 11.2 0.06  −424.4 −1.41 42.4 0.14  −1,212.9 −2.12 121.3 0.21 

Maryland −1,467.5 −2.22 146.8 0.22  −5,542.7 −5.25 554.3 0.53  −15,841.7 −7.90 1,584.2 0.79 

Massachusetts −683.8 −0.67 68.4 0.07  −2,582.6 −1.59 258.3 0.16  −7,381.3 −2.39 738.1 0.24 

Michigan −615.1 −0.60 61.5 0.06  −2,323.2 −1.42 232.3 0.14  −6,640.0 −2.14 664.0 0.21 

Minnesota −608.2 −0.84 60.8 0.08  −2,297.1 −1.97 229.7 0.20  −6,565.5 −2.97 656.5 0.30 

Mississippi 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Missouri −993.7 −1.62 99.4 0.16  −3,753.1 −3.82 375.3 0.38  −10,726.8 −5.75 1,072.7 0.58 

Montana −142.0 −1.23 14.2 0.12  −536.3 −2.91 53.6 0.29  −1,532.8 −4.37 153.3 0.44 

Nebraska −119.8 −0.85 12.0 0.09  −452.5 −2.01 45.3 0.20  −1,293.4 −3.03 129.3 0.30 

Nevada −444.3 −2.07 44.4 0.21  −1,678.0 −4.89 167.8 0.49  −4,796.0 −7.36 479.6 0.74 

New 
Hampshire 

−55.4 −0.46 5.5 0.05  −209.4 −1.10 20.9 0.11  −598.4 −1.65 59.8 0.16 

New Jersey −1,107.1 −1.11 110.7 0.11  −4,181.2 −2.61 418.1 0.26  −11,950.4 −3.92 1,195.0 0.39 

New Mexico −780.2 −2.31 78.0 0.23  −2,946.8 −5.45 294.7 0.55  −8,422.1 −8.20 842.2 0.82 

New York −3,834.5 −0.97 383.5 0.10  −14,482.5 −2.29 1,448.3 0.23  −41,392.6 −3.44 4,139.3 0.34 

North Carolina −498.5 −0.60 49.9 0.06  −1,882.9 −1.43 188.3 0.14  −5,381.6 −2.14 538.2 0.21 

North Dakota −63.7 −0.90 6.4 0.09  −240.5 −2.13 24.0 0.21  −687.3 −3.20 68.7 0.32 

Ohio −1,143.9 −0.82 114.4 0.08  −4,320.3 −1.93 432.0 0.19  −12,347.8 −2.90 1,234.8 0.29 

Oklahoma −454.4 −1.49 45.4 0.15  −1,716.1 −3.51 171.6 0.35  −4,904.9 −5.28 490.5 0.53 

Oregon −1,603.5 −2.69 160.4 0.27  −6,056.3 −6.37 605.6 0.64  −17,309.4 −9.57 1,730.9 0.96 

Pennsylvania −1,040.6 −0.62 104.1 0.06  −3,930.2 −1.45 393.0 0.15  −11,232.9 −2.19 1,123.3 0.22 
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State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$ 
(millions) % 

Rhode Island −57.4 −0.41 5.7 0.04  −216.6 −0.98 21.7 0.10  −619.2 −1.47 61.9 0.15 

South Carolina 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

South Dakota −58.1 −1.11 5.8 0.11  −219.4 −2.63 21.9 0.26  −627.1 −3.95 62.7 0.40 

Tennessee 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Texas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Utah −274.7 −1.53 27.5 0.15  −1,037.5 −3.62 103.8 0.36  −2,965.3 −5.45 296.5 0.54 

Vermont −110.8 −1.16 11.1 0.12  −418.6 −2.74 41.9 0.27  −1,196.4 −4.12 119.6 0.41 

Virginia −1,278.1 −1.76 127.8 0.18  −4,827.1 −4.15 482.7 0.42  −13,796.4 −6.24 1,379.6 0.62 

Washington −865.8 −1.13 86.6 0.11  −3,269.9 −2.66 327.0 0.27  −9,345.6 −4.00 934.6 0.40 

West Virginia −379.7 −1.63 38.0 0.16  −1,434.1 −3.85 143.4 0.39  −4,098.7 −5.79 409.9 0.58 

Wisconsin −376.4 −0.71 146.7 0.28  −1,421.4 −1.68 554.0 0.65  −4,062.6 −2.52 1,583.3 0.98 

Wyoming 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
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Table B.4. State Budgetary Impact of Provider Taxes 

State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) % 

Alabama 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Alaska 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Arizona −142.4 −0.19 −142.4 −0.19  −931.9 −0.79 −931.9 −0.79  −4,518.0 −2.00 −4,518.0 −2.00 

Arkansas 0.0 0.00 0.0 0.00  −4.3 −0.01 −4.3 −0.01  −29.7 −0.03 −29.7 −0.03 

California −20,875.8 −3.79 −20,875.8 −3.79  −37,065.6 −4.21 −37,065.6 −4.21  −76,080.5 −4.54 −76,080.5 −4.54 

Colorado −105.5 −0.20 −105.5 −0.20  −690.8 −0.81 −690.8 −0.81  −3,354.9 −2.07 −3,354.9 −2.07 

Connecticut −44.8 −0.09 −44.8 −0.09  −389.8 −0.49 −389.8 −0.49  −2,094.7 −1.39 −2,094.7 −1.39 

Delaware 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

District of 
Columbia 

0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Florida 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Georgia 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Hawaii 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Idaho 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Illinois −1,957.5 −1.45 −1,957.5 −1.45  −3,475.6 −1.61 −3,475.6 −1.61  −8,004.4 −1.96 −8,004.4 −1.96 

Indiana 0.0 0.00 0.0 0.00  −199.6 −0.16 −199.6 −0.16  −2,650.0 −1.15 −2,650.0 −1.15 

Iowa 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Kansas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Kentucky 0.0 0.00 0.0 0.00  −5.4 −0.01 −5.4 −0.01  −37.6 −0.02 −37.6 −0.02 

Louisiana 0.0 0.00 0.0 0.00  −227.9 −0.19 −227.9 −0.19  −1,569.7 −0.67 −1,569.7 −0.67 
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State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) % 

Maine 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Maryland 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Massachusetts −314.4 −0.31 −314.4 −0.31  −570.0 −0.35 −570.0 −0.35  −2,249.5 −0.73 −2,249.5 −0.73 

Michigan −1,057.4 −1.04 −1,057.4 −1.04  −2,318.7 −1.42 −2,318.7 −1.42  −7,942.5 −2.56 −7,942.5 −2.56 

Minnesota 0.0 0.00 0.0 0.00  −86.2 −0.07 −86.2 −0.07  −1,619.9 −0.73 −1,619.9 −0.73 

Mississippi 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Missouri 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −212.6 −0.11 −212.6 −0.11 

Montana 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Nebraska −12.9 −0.09 −12.9 −0.09  −83.5 −0.37 −83.5 −0.37  −401.3 −0.94 −401.3 −0.94 

Nevada 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −411.3 −0.63 −411.3 −0.63 

New 
Hampshire 

0.0 0.00 0.0 0.00  −93.1 −0.49 −93.1 −0.49  −697.9 −1.92 −697.9 −1.92 

New Jersey −65.7 −0.07 −65.7 −0.07  −424.0 −0.26 −424.0 −0.26  −2,035.6 −0.67 −2,035.6 −0.67 

New Mexico 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −66.2 −0.06 −66.2 −0.06 

New York −2,901.8 −0.73 −2,901.8 −0.73  −5,152.3 −0.81 −5,152.3 −0.81  −10,564.1 −0.88 −10,564.1 −0.88 

North Carolina 0.0 0.00 0.0 0.00  −42.4 −0.03 −42.4 −0.03  −2,323.3 −0.93 −2,323.3 −0.93 

North Dakota 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Ohio −1,623.1 −1.16 −1,623.1 −1.16  −2,881.8 −1.29 −2,881.8 −1.29  −5,908.7 −1.39 −5,908.7 −1.39 

Oklahoma 0.0 0.00 0.0 0.00  −4.3 −0.01 −4.3 −0.01  −30.1 −0.03 −30.1 −0.03 

Oregon 0.0 0.00 0.0 0.00  −54.1 −0.06 −54.1 −0.06  −1,116.4 −0.62 −1,116.4 −0.62 

Pennsylvania 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 
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State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) % 

Rhode Island 0.0 0.00 0.0 0.00  −48.7 −0.22 −48.7 −0.22  −361.5 −0.86 −361.5 −0.86 

South Carolina 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

South Dakota 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Tennessee 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Texas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Utah 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Vermont −17.1 −0.18 −17.1 −0.18  −111.0 −0.73 −111.0 −0.73  −537.1 −1.85 −537.1 −1.85 

Virginia 0.0 0.00 0.0 0.00  −138.5 −0.12 −138.5 −0.12  −2,220.1 −1.00 −2,220.1 −1.00 

Washington 0.0 0.00 0.0 0.00  −4.8 0.00 −4.8 0.00  −34.4 −0.01 −34.4 −0.01 

West Virginia −160.0 −0.69 −160.0 −0.69  −504.6 −1.36 −504.6 −1.36  −1,866.6 −2.64 −1,866.6 −2.64 

Wisconsin 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Wyoming 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
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Table B.5. State Budgetary Impact of State-Directed Payments 

State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General 
Fund  

State Medicaid  
Fund 

State General 
 Fund 

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) % 

Alabama 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Alaska 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Arizona −1,947.3 −2.62 481.5 0.65  −5,595.9 −4.72 1,384.0 1.17  −19,070.1 −8.46 4,715.9 2.09 

Arkansas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

California −2,039.9 −0.37 714.0 0.13  −6,264.1 −0.71 2,192.4 0.25  −20,007.0 −1.19 7,002.4 0.42 

Colorado 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Connecticut 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Delaware 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

District of 
Columbia 

0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Florida 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Georgia −890.3 −1.50 302.4 0.51  −2,820.9 −2.97 958.0 1.01  −9,298.9 −5.15 3,157.9 1.75 

Hawaii 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Idaho 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Illinois 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Indiana 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Iowa −934.9 −3.55 283.4 1.08  −2,748.2 −6.53 833.2 1.98  −9,215.2 −11.52 2,793.7 3.49 

Kansas −14.6 −0.05 5.6 0.02  −50.4 −0.12 19.4 0.05  −147.3 −0.18 56.7 0.07 

Kentucky −1,889.7 −3.12 377.9 0.62  −5,558.8 −5.74 1,111.7 1.15  −18,628.4 −10.12 3,725.6 2.03 

Louisiana −1,194.7 −1.56 265.4 0.35  −3,517.9 −2.87 781.4 0.64  −11,781.9 −5.05 2,616.9 1.12 
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State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General 
Fund  

State Medicaid  
Fund 

State General 
 Fund 

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) % 

Maine 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Maryland 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Massachusetts −21.9 −0.02 7.7 0.01  −69.9 −0.04 24.5 0.02  −217.1 −0.07 76.0 0.03 

Michigan 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Minnesota 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Mississippi −1,224.0 −4.31 281.6 0.99  −4,119.8 −9.07 948.0 2.09  −12,445.0 −14.41 2,863.6 3.32 

Missouri −305.0 −0.50 73.0 0.12  −1,017.8 −1.04 243.7 0.25  −2,918.0 −1.56 698.8 0.38 

Montana 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Nebraska 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Nevada −501.1 −2.34 125.3 0.58  −1,440.6 −4.20 360.2 1.05  −4,907.6 −7.53 1,226.9 1.88 

New 
Hampshire 

0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

New Jersey −921.6 −0.92 296.8 0.30  −2,724.5 −1.70 877.7 0.55  −9,058.2 −2.98 2,917.1 0.96 

New Mexico 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

New York −754.9 −0.19 281.8 0.07  −2,233.9 −0.35 834.0 0.13  −7,455.1 −0.62 2,783.3 0.23 

North Carolina −1,650.4 −2.00 400.2 0.49  −4,738.2 −3.59 1,149.0 0.87  −16,147.1 −6.43 3,915.4 1.56 

North Dakota 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Ohio −48.7 −0.04 13.5 0.01  −141.2 −0.06 39.0 0.02  −477.8 −0.11 132.1 0.03 

Oklahoma −731.2 −2.39 173.1 0.57  −2,187.5 −4.48 517.2 1.06  −7,185.3 −7.74 1,701.6 1.83 

Oregon 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Pennsylvania 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 



 

70 

State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General 
Fund  

State Medicaid  
Fund 

State General 
 Fund 

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) %  

$  
(millions) % 

$  
(millions) % 

Rhode Island −100.5 −0.73 33.2 0.24  −309.1 −1.40 102.0 0.46  −996.4 −2.37 328.8 0.78 

South Carolina −1,442.0 −4.05 437.9 1.23  −4,356.5 −7.64 1,322.8 2.32  −15,194.5 −14.03 4,613.8 4.26 

South Dakota 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Tennessee −2,310.2 −4.04 812.5 1.42  −7,319.3 −8.01 2,574.3 2.82  −24,480.6 −14.09 8,610.3 4.96 

Texas −3,170.0 −1.41 1,267.7 0.56  −10,457.5 −2.91 4,181.9 1.16  −32,942.2 −4.82 13,173.6 1.93 

Utah 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Vermont 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Virginia −1,166.0 −1.60 339.2 0.47  −3,593.9 −3.09 1,044.4 0.90  −11,607.2 −5.25 3,375.8 1.53 

Washington −725.5 −0.94 223.9 0.29  −2,153.8 −1.75 664.6 0.54  −7,172.0 −3.07 2,213.1 0.95 

West Virginia −6.4 −0.03 1.2 0.01  −19.0 −0.05 3.6 0.01  −63.0 −0.09 11.8 0.02 

Wisconsin 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Wyoming 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
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Table B.6. State Budgetary Impact of More-Frequent Redeterminations 

State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund 

 State Medicaid  
Fund 

State General  
Fund 

 State Medicaid  
Fund 

State General 
Fund 

$ 
(millions) % 

$ 
(millions) % 

 $ 
(millions) % 

$ 
(millions) % 

 $  
(millions) % 

$ 
(millions) % 

Alabama 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Alaska −54.3 −0.49 5.4 0.05  −116.6 −0.65 11.7 0.07  −270.0 −0.80 27.0 0.08 

Arizona −1,308.5 −1.76 130.9 0.18  −2,809.2 −2.37 280.9 0.24  −6,504.5 −2.88 650.5 0.29 

Arkansas −173.5 −0.50 17.4 0.05  −372.6 −0.66 37.3 0.07  −862.6 −0.81 86.3 0.08 

California −1,354.7 −0.25 135.5 0.03  −2,908.4 −0.33 290.8 0.03  −6,734.1 −0.40 673.4 0.04 

Colorado −274.9 −0.51 27.5 0.05  −590.2 −0.69 59.0 0.07  −1,366.6 −0.84 136.7 0.08 

Connecticut −259.9 −0.52 26.0 0.05  −558.0 −0.70 55.8 0.07  −1,291.9 −0.85 129.2 0.09 

Delaware −166.7 −1.41 16.7 0.14  −357.9 −1.89 35.8 0.19  −828.6 −2.30 82.9 0.23 

District of 
Columbia 

−108.8 −0.57 10.9 0.06  −233.5 −0.76 23.4 0.08  −540.7 −0.93 54.1 0.09 

Florida 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Georgia 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Hawaii −74.2 −0.67 7.4 0.07  −159.3 −0.90 15.9 0.09  −369.0 −1.10 36.9 0.11 

Idaho −102.2 −0.70 10.2 0.07  −219.5 −0.93 22.0 0.09  −508.2 −1.14 50.8 0.11 

Illinois −711.8 −0.53 71.2 0.05  −1,528.2 −0.71 152.8 0.07  −3,538.3 −0.86 353.8 0.09 

Indiana −274.1 −0.36 27.4 0.04  −588.5 −0.49 58.9 0.05  −1,362.7 −0.59 136.3 0.06 

Iowa −248.5 −0.94 24.9 0.09  −533.6 −1.27 53.4 0.13  −1,235.5 −1.54 123.6 0.15 

Kansas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Kentucky −27.9 −0.05 2.8 0.01  −59.8 −0.06 6.0 0.01  −138.6 −0.08 13.9 0.01 

Louisiana −634.6 −0.83 63.5 0.08  −1,362.4 −1.11 136.2 0.11  −3,154.5 −1.35 315.5 0.14 
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State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund 

 State Medicaid  
Fund 

State General  
Fund 

 State Medicaid  
Fund 

State General 
Fund 

$ 
(millions) % 

$ 
(millions) % 

 $ 
(millions) % 

$ 
(millions) % 

 $  
(millions) % 

$ 
(millions) % 

Maine −139.2 −0.74 13.9 0.07  −298.8 −0.99 29.9 0.10  −691.8 −1.21 69.2 0.12 

Maryland −1,474.3 −2.23 147.4 0.22  −3,165.2 −3.00 316.5 0.30  −7,328.7 −3.65 732.9 0.37 

Massachusetts −237.8 −0.23 23.8 0.02  −510.4 −0.31 51.0 0.03  −1,181.9 −0.38 118.2 0.04 

Michigan −63.5 −0.06 6.4 0.01  −136.3 −0.08 13.6 0.01  −315.7 −0.10 31.6 0.01 

Minnesota −484.3 −0.67 48.4 0.07  −1,039.8 −0.89 104.0 0.09  −2,407.6 −1.09 240.8 0.11 

Mississippi 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Missouri −777.4 −1.27 77.7 0.13  −1,669.0 −1.70 166.9 0.17  −3,864.3 −2.07 386.4 0.21 

Montana −136.6 −1.18 13.7 0.12  −293.2 −1.59 29.3 0.16  −678.8 −1.94 67.9 0.19 

Nebraska −90.2 −0.64 9.0 0.06  −193.5 −0.86 19.4 0.09  −448.1 −1.05 44.8 0.11 

Nevada −263.0 −1.23 26.3 0.12  −564.6 −1.65 56.5 0.17  −1,307.2 −2.01 130.7 0.20 

New 
Hampshire 

−24.4 −0.21 2.4 0.02  −52.5 −0.28 5.3 0.03  −121.5 −0.34 12.2 0.03 

New Jersey −566.0 −0.57 56.6 0.06  −1,215.1 −0.76 121.5 0.08  −2,813.5 −0.92 281.4 0.09 

New Mexico −478.6 −1.42 47.9 0.14  −1,027.5 −1.90 102.8 0.19  −2,379.1 −2.32 237.9 0.23 

New York −2,109.0 −0.53 210.9 0.05  −4,527.9 −0.72 452.8 0.07  −10,483.8 −0.87 1,048.4 0.09 

North Carolina −41.8 −0.05 4.2 0.01  −89.7 −0.07 9.0 0.01  −207.7 −0.08 20.8 0.01 

North Dakota −51.0 −0.72 5.1 0.07  −109.4 −0.97 10.9 0.10  −253.4 −1.18 25.3 0.12 

Ohio −490.0 −0.35 49.0 0.04  −1,052.1 −0.47 105.2 0.05  −2,435.9 −0.57 243.6 0.06 

Oklahoma −361.2 −1.18 36.1 0.12  −775.5 −1.59 77.6 0.16  −1,795.5 −1.93 179.6 0.19 

Oregon −83.7 −0.14 8.4 0.01  −179.7 −0.19 18.0 0.02  −416.2 −0.23 41.6 0.02 

Pennsylvania −531.6 −0.32 53.2 0.03  −1,141.3 −0.42 114.1 0.04  −2,642.5 −0.51 264.3 0.05 
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State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund 

 State Medicaid  
Fund 

State General  
Fund 

 State Medicaid  
Fund 

State General 
Fund 

$ 
(millions) % 

$ 
(millions) % 

 $ 
(millions) % 

$ 
(millions) % 

 $  
(millions) % 

$ 
(millions) % 

Rhode Island −40.3 −0.29 4.0 0.03  −86.4 −0.39 8.6 0.04  −200.2 −0.48 20.0 0.05 

South Carolina 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

South Dakota −18.1 −0.35 1.8 0.04  −38.8 −0.46 3.9 0.05  −89.8 −0.57 9.0 0.06 

Tennessee 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Texas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Utah −224.4 −1.25 22.4 0.13  −481.7 −1.68 48.2 0.17  −1,115.4 −2.05 111.5 0.21 

Vermont −34.8 −0.36 3.5 0.04  −74.7 −0.49 7.5 0.05  −172.9 −0.59 17.3 0.06 

Virginia −423.3 −0.58 42.3 0.06  −908.8 −0.78 90.9 0.08  −2,104.3 −0.95 210.4 0.10 

Washington −393.8 −0.51 39.4 0.05  −845.4 −0.69 84.5 0.07  −1,957.5 −0.84 195.8 0.08 

West Virginia −204.6 −0.88 20.5 0.09  −439.2 −1.18 43.9 0.12  −1,017.0 −1.44 101.7 0.14 

Wisconsin 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Wyoming 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
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Table B.7. State Budgetary Impact of Changes to Emergency Federal Matching Assistance Percentage 

State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Alabama −0.3 0.00 −0.3 0.00  −0.6 0.00 −0.6 0.00  −1.4 0.00 −1.4 0.00 

Alaska 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Arizona −34.4 −0.05 −34.4 −0.05  −73.3 −0.06 −73.3 −0.06  −166.8 −0.07 −166.8 −0.07 

Arkansas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

California −2,191.1 −0.40 −2,191.1 −0.40  −4,665.7 −0.53 −4,665.7 −0.53  −10,616.2 −0.63 −10,616.2 −0.63 

Colorado 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Connecticut 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Delaware 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

District of 
Columbia 

0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Florida 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Georgia 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Hawaii 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Idaho 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Illinois 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Indiana 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Iowa −1.7 −0.01 −1.7 −0.01  −3.7 −0.01 −3.7 −0.01  −8.4 −0.01 −8.4 −0.01 

Kansas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Kentucky −7.2 −0.01 −7.2 −0.01  −15.4 −0.02 −15.4 −0.02  −35.0 −0.02 −35.0 −0.02 

Louisiana 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 
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State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Maine 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Maryland 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Massachusetts 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Michigan 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Minnesota 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Mississippi 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Missouri 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Montana 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Nebraska 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Nevada −10.8 −0.05 −10.8 −0.05  −23.1 −0.07 −23.1 −0.07  −52.5 −0.08 −52.5 −0.08 

New 
Hampshire 

0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

New Jersey −74.2 −0.07 −74.2 −0.07  −158.1 −0.10 −158.1 −0.10  −359.7 −0.12 −359.7 −0.12 

New Mexico 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

New York 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

North Carolina −20.7 −0.03 −20.7 −0.03  −44.1 −0.03 −44.1 −0.03  −100.3 −0.04 −100.3 −0.04 

North Dakota −0.2 0.00 −0.2 0.00  −0.4 0.00 −0.4 0.00  −1.0 0.00 −1.0 0.00 

Ohio −1.6 0.00 −1.6 0.00  −3.4 0.00 −3.4 0.00  −7.8 0.00 −7.8 0.00 

Oklahoma 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −0.1 0.00 −0.1 0.00 

Oregon −4.7 −0.01 −4.7 −0.01  −9.9 −0.01 −9.9 −0.01  −22.6 −0.01 −22.6 −0.01 

Pennsylvania −57.6 −0.03 −57.6 −0.03  −122.7 −0.05 −122.7 −0.05  −279.2 −0.05 −279.2 −0.05 
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State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Rhode Island 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

South Carolina 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

South Dakota −0.1 0.00 −0.1 0.00  −0.2 0.00 −0.2 0.00  −0.5 0.00 −0.5 0.00 

Tennessee 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Texas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Utah −0.5 0.00 −0.5 0.00  −1.1 0.00 −1.1 0.00  −2.5 0.00 −2.5 0.00 

Vermont 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Virginia −4.0 −0.01 −4.0 −0.01  −8.6 −0.01 −8.6 −0.01  −19.5 −0.01 −19.5 −0.01 

Washington 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

West Virginia 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Wisconsin 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −0.1 0.00 −0.1 0.00 

Wyoming 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
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Table B.8. State Budgetary Impact of Address Verification 

State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$  
(millions) % 

$ 
(millions) % 

Alabama 0.0 0.00 0.0 0.00  −0.2 0.00 0.0 0.00  −1.0 0.00 0.3 0.00 

Alaska 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Arizona 0.0 0.00 0.0 0.00  −154.9 −0.13 38.0 0.03  −878.0 −0.39 215.5 0.10 

Arkansas 0.0 0.00 0.0 0.00  −10.5 −0.02 2.4 0.00  −59.5 −0.06 13.6 0.01 

California 0.0 0.00 0.0 0.00  −194.2 −0.02 75.3 0.01  −1,100.6 −0.07 426.5 0.03 

Colorado 0.0 0.00 0.0 0.00  −29.7 −0.03 12.4 0.01  −168.2 −0.10 70.0 0.04 

Connecticut 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Delaware 0.0 0.00 0.0 0.00  −24.7 −0.13 8.2 0.04  −140.1 −0.39 46.2 0.13 

District of 
Columbia 

0.0 0.00 0.0 0.00  −23.5 −0.08 6.2 0.02  −132.9 −0.23 35.3 0.06 

Florida 0.0 0.00 0.0 0.00  −102.0 −0.05 43.0 0.02  −578.1 −0.15 243.5 0.06 

Georgia 0.0 0.00 0.0 0.00  −54.0 −0.06 18.3 0.02  −305.8 −0.17 103.8 0.06 

Hawaii 0.0 0.00 0.0 0.00  −20.1 −0.11 5.7 0.03  −113.9 −0.34 32.2 0.10 

Idaho 0.0 0.00 0.0 0.00  −3.6 −0.02 0.9 0.00  −20.3 −0.05 5.0 0.01 

Illinois 0.0 0.00 0.0 0.00  −85.7 −0.04 33.5 0.02  −485.9 −0.12 189.7 0.05 

Indiana 0.0 0.00 0.0 0.00  −77.0 −0.06 23.0 0.02  −436.4 −0.19 130.5 0.06 

Iowa 0.0 0.00 0.0 0.00  −36.4 −0.09 10.6 0.03  −206.5 −0.26 60.1 0.08 

Kansas 0.0 0.00 0.0 0.00  −38.7 −0.09 15.1 0.03  −219.5 −0.27 85.5 0.10 

Kentucky 0.0 0.00 0.0 0.00  −77.4 −0.08 16.8 0.02  −438.6 −0.24 95.1 0.05 

Louisiana 0.0 0.00 0.0 0.00  −74.9 −0.06 17.7 0.01  −424.2 −0.18 100.6 0.04 
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State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$  
(millions) % 

$ 
(millions) % 

Maine 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −0.1 0.00 0.0 0.00 

Maryland 0.0 0.00 0.0 0.00  −50.5 −0.05 20.6 0.02  −286.1 −0.14 116.5 0.06 

Massachusetts 0.0 0.00 0.0 0.00  −36.7 −0.02 16.4 0.01  −208.0 −0.07 92.8 0.03 

Michigan 0.0 0.00 0.0 0.00  −52.7 −0.03 14.9 0.01  −298.8 −0.10 84.4 0.03 

Minnesota 0.0 0.00 0.0 0.00  −36.8 −0.03 15.5 0.01  −208.7 −0.09 87.9 0.04 

Mississippi 0.0 0.00 0.0 0.00  −22.1 −0.05 5.3 0.01  −125.1 −0.14 29.9 0.03 

Missouri 0.0 0.00 0.0 0.00  −25.9 −0.03 7.6 0.01  −146.9 −0.08 43.1 0.02 

Montana 0.0 0.00 0.0 0.00  −0.3 0.00 0.1 0.00  −1.5 0.00 0.3 0.00 

Nebraska 0.0 0.00 0.0 0.00  −20.7 −0.09 7.5 0.03  −117.3 −0.27 42.3 0.10 

Nevada 0.0 0.00 0.0 0.00  −30.7 −0.09 8.2 0.02  −174.1 −0.27 46.3 0.07 

New 
Hampshire 

0.0 0.00 0.0 0.00  −0.4 0.00 0.2 0.00  −2.5 −0.01 1.1 0.00 

New Jersey 0.0 0.00 0.0 0.00  −49.0 −0.03 19.7 0.01  −277.8 −0.09 111.4 0.04 

New Mexico 0.0 0.00 0.0 0.00  −40.9 −0.08 8.7 0.02  −231.6 −0.23 49.1 0.05 

New York 0.0 0.00 0.0 0.00  −159.0 −0.03 68.0 0.01  −901.2 −0.07 385.6 0.03 

North Carolina 0.0 0.00 0.0 0.00  −38.3 −0.03 12.2 0.01  −217.3 −0.09 69.4 0.03 

North Dakota 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Ohio 0.0 0.00 0.0 0.00  −112.1 −0.05 33.8 0.02  −635.1 −0.15 191.3 0.05 

Oklahoma 0.0 0.00 0.0 0.00  −0.3 0.00 0.1 0.00  −1.9 0.00 0.5 0.00 

Oregon 0.0 0.00 0.0 0.00  −56.1 −0.06 16.3 0.02  −318.0 −0.18 92.6 0.05 

Pennsylvania 0.0 0.00 0.0 0.00  −88.9 −0.03 35.4 0.01  −503.9 −0.10 200.6 0.04 
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State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$  
(millions) % 

$ 
(millions) % 

Rhode Island 0.0 0.00 0.0 0.00  −14.3 −0.06 5.5 0.02  −81.2 −0.19 31.1 0.07 

South Carolina 0.0 0.00 0.0 0.00  −40.0 −0.07 12.2 0.02  −226.6 −0.21 69.2 0.06 

South Dakota 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −0.1 0.00 0.0 0.00 

Tennessee 0.0 0.00 0.0 0.00  −50.6 −0.06 17.5 0.02  −286.7 −0.17 99.3 0.06 

Texas 0.0 0.00 0.0 0.00  −166.8 −0.05 66.2 0.02  −945.1 −0.14 374.9 0.05 

Utah 0.0 0.00 0.0 0.00  −10.6 −0.04 2.9 0.01  −60.2 −0.11 16.6 0.03 

Vermont 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Virginia 0.0 0.00 0.0 0.00  −77.9 −0.07 28.1 0.02  −441.2 −0.20 159.0 0.07 

Washington 0.0 0.00 0.0 0.00  −32.9 −0.03 12.2 0.01  −186.2 −0.08 69.3 0.03 

West Virginia 0.0 0.00 0.0 0.00  −11.5 −0.03 2.6 0.01  −65.4 −0.09 14.7 0.02 

Wisconsin 0.0 0.00 0.0 0.00  −21.1 −0.02 8.2 0.01  −119.5 −0.07 46.6 0.03 

Wyoming 0.0 0.00 0.0 0.00  −0.1 0.00 0.0 0.00  −0.6 −0.01 0.3 0.00 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
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Table B.9. State Budgetary Impact of Changes to Good Faith Waiver for Erroneous Payments 

State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid 
Fund 

State General  
Fund 

$  
(millions) % 

$ 
(millions) %  

$  
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Alabama 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Alaska 0.0 0.00 0.0 0.00  −0.6 0.00 −0.6 0.00  −44.9 −0.13 −44.9 −0.13 

Arizona 0.0 0.00 0.0 0.00  −1.3 0.00 −1.3 0.00  −91.1 −0.04 −91.1 −0.04 

Arkansas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −1.5 0.00 −1.5 0.00 

California 0.0 0.00 0.0 0.00  −16.6 0.00 −16.6 0.00  −1,161.7 −0.07 −1,161.7 −0.07 

Colorado 0.0 0.00 0.0 0.00  −0.6 0.00 −0.6 0.00  −44.6 −0.03 −44.6 −0.03 

Connecticut 0.0 0.00 0.0 0.00  −2.3 0.00 −2.3 0.00  −157.5 −0.10 −157.5 −0.10 

Delaware 0.0 0.00 0.0 0.00  −1.5 −0.01 −1.5 −0.01  −101.4 −0.28 −101.4 −0.28 

District of 
Columbia 

0.0 0.00 0.0 0.00  −0.3 0.00 −0.3 0.00  −19.3 −0.03 −19.3 −0.03 

Florida 0.0 0.00 0.0 0.00  −3.4 0.00 −3.4 0.00  −240.9 −0.06 −240.9 −0.06 

Georgia 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −0.4 0.00 −0.4 0.00 

Hawaii 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Idaho 0.0 0.00 0.0 0.00  −1.8 −0.01 −1.8 −0.01  −123.3 −0.28 −123.3 −0.28 

Illinois 0.0 0.00 0.0 0.00  −5.4 0.00 −5.4 0.00  −378.5 −0.09 −378.5 −0.09 

Indiana 0.0 0.00 0.0 0.00  −1.9 0.00 −1.9 0.00  −134.0 −0.06 −134.0 −0.06 

Iowa 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Kansas 0.0 0.00 0.0 0.00  −0.4 0.00 −0.4 0.00  −30.5 −0.04 −30.5 −0.04 

Kentucky 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −1.3 0.00 −1.3 0.00 

Louisiana 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −0.8 0.00 −0.8 0.00 
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State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid 
Fund 

State General  
Fund 

$  
(millions) % 

$ 
(millions) %  

$  
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Maine 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Maryland 0.0 0.00 0.0 0.00  −0.6 0.00 −0.6 0.00  −43.4 −0.02 −43.4 −0.02 

Massachusetts 0.0 0.00 0.0 0.00  −2.2 0.00 −2.2 0.00  −154.6 −0.05 −154.6 −0.05 

Michigan 0.0 0.00 0.0 0.00  −2.2 0.00 −2.2 0.00  −151.5 −0.05 −151.5 −0.05 

Minnesota 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −1.0 0.00 −1.0 0.00 

Mississippi 0.0 0.00 0.0 0.00  −0.5 0.00 −0.5 0.00  −34.2 −0.04 −34.2 −0.04 

Missouri 0.0 0.00 0.0 0.00  −0.4 0.00 −0.4 0.00  −28.5 −0.02 −28.5 −0.02 

Montana 0.0 0.00 0.0 0.00  −0.1 0.00 −0.1 0.00  −5.4 −0.02 −5.4 −0.02 

Nebraska 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Nevada 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

New 
Hampshire 

0.0 0.00 0.0 0.00  −0.1 0.00 −0.1 0.00  −4.6 −0.01 −4.6 −0.01 

New Jersey 0.0 0.00 0.0 0.00  −1.6 0.00 −1.6 0.00  −111.6 −0.04 −111.6 −0.04 

New Mexico 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −3.4 0.00 −3.4 0.00 

New York 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −1.0 0.00 −1.0 0.00 

North Carolina 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −0.7 0.00 −0.7 0.00 

North Dakota 0.0 0.00 0.0 0.00  −0.2 0.00 −0.2 0.00  −11.3 −0.05 −11.3 −0.05 

Ohio 0.0 0.00 0.0 0.00  −4.9 0.00 −4.9 0.00  −341.3 −0.08 −341.3 −0.08 

Oklahoma 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Oregon 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Pennsylvania 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 
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State 

2028  2030  2034 

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid 
Fund 

State General  
Fund 

$  
(millions) % 

$ 
(millions) %  

$  
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Rhode Island 0.0 0.00 0.0 0.00  −0.5 0.00 −0.5 0.00  −38.1 −0.09 −38.1 −0.09 

South Carolina 0.0 0.00 0.0 0.00  −2.1 0.00 −2.1 0.00  −146.2 −0.13 −146.2 −0.13 

South Dakota 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Tennessee 0.0 0.00 0.0 0.00  −1.1 0.00 −1.1 0.00  −74.8 −0.04 −74.8 −0.04 

Texas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Utah 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −0.2 0.00 −0.2 0.00 

Vermont 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Virginia 0.0 0.00 0.0 0.00  −1.0 0.00 −1.0 0.00  −66.5 −0.03 −66.5 −0.03 

Washington 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  −2.5 0.00 −2.5 0.00 

West Virginia 0.0 0.00 0.0 0.00  −0.1 0.00 −0.1 0.00  −6.9 −0.01 −6.9 −0.01 

Wisconsin 0.0 0.00 0.0 0.00  −0.2 0.00 −0.2 0.00  −10.6 −0.01 −10.6 −0.01 

Wyoming 0.0 0.00 0.0 0.00  −0.1 0.00 −0.1 0.00  −5.9 −0.06 −5.9 −0.06 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
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Table B.10. State Budgetary Impact of Changes to Immigrant Eligibility 

State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$  
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Alabama −2.4 −0.01 0.7 0.00  −5.0 −0.01 1.3 0.00  −11.2 −0.01 3.0 0.00 

Alaska −2.6 −0.02 0.6 0.01  −5.3 −0.03 1.3 0.01  −11.9 −0.04 3.0 0.01 

Arizona −95.3 −0.13 23.8 0.03  −197.3 −0.17 49.2 0.04  −445.2 −0.20 111.1 0.05 

Arkansas −10.1 −0.03 2.4 0.01  −21.1 −0.04 5.0 0.01  −47.8 −0.04 11.3 0.01 

California −508.2 −0.09 204.5 0.04  −1,065.3 −0.12 428.8 0.05  −2,418.4 −0.14 973.3 0.06 

Colorado −71.0 −0.13 29.0 0.05  −147.6 −0.17 60.4 0.07  −333.8 −0.21 136.5 0.08 

Connecticut −16.0 −0.03 6.9 0.01  −32.9 −0.04 14.2 0.02  −73.9 −0.05 31.9 0.02 

Delaware −7.2 −0.06 2.3 0.02  −14.9 −0.08 4.9 0.03  −33.7 −0.09 11.0 0.03 

District of 
Columbia 

−5.5 −0.03 1.6 0.01  −11.5 −0.04 3.3 0.01  −26.2 −0.04 7.6 0.01 

Florida −143.9 −0.12 60.6 0.05  −301.0 −0.15 126.8 0.06  −682.4 −0.18 287.4 0.08 

Georgia −44.9 −0.08 15.2 0.03  −91.8 −0.10 31.2 0.03  −206.0 −0.11 69.9 0.04 

Hawaii −2.1 −0.02 0.6 0.01  −4.5 −0.03 1.3 0.01  −10.2 −0.03 3.0 0.01 

Idaho −4.4 −0.03 1.1 0.01  −8.3 −0.04 2.0 0.01  −17.7 −0.04 4.3 0.01 

Illinois −69.0 −0.05 28.3 0.02  −142.4 −0.07 58.5 0.03  −320.8 −0.08 131.7 0.03 

Indiana −19.3 −0.03 6.0 0.01  −38.8 −0.03 12.0 0.01  −86.2 −0.04 26.6 0.01 

Iowa −17.3 −0.07 5.1 0.02  −34.6 −0.08 10.1 0.02  −76.5 −0.10 22.4 0.03 

Kansas −7.1 −0.03 2.8 0.01  −14.1 −0.03 5.5 0.01  −31.0 −0.04 12.1 0.01 

Kentucky −38.2 −0.06 8.5 0.01  −77.1 −0.08 17.2 0.02  −171.5 −0.09 38.3 0.02 

Louisiana −20.8 −0.03 5.2 0.01  −43.7 −0.04 10.8 0.01  −99.3 −0.04 24.6 0.01 
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State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$  
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Maine −9.5 −0.05 3.2 0.02  −19.5 −0.06 6.5 0.02  −43.8 −0.08 14.7 0.03 

Maryland −68.9 −0.10 28.0 0.04  −143.3 −0.14 58.2 0.06  −324.2 −0.16 131.7 0.07 

Massachusetts −44.8 −0.04 19.2 0.02  −92.8 −0.06 39.8 0.02  −209.3 −0.07 89.8 0.03 

Michigan −42.0 −0.04 11.9 0.01  −85.2 −0.05 24.2 0.01  −190.3 −0.06 54.0 0.02 

Minnesota −23.0 −0.03 9.7 0.01  −46.5 −0.04 19.6 0.02  −103.6 −0.05 43.7 0.02 

Mississippi −3.1 −0.01 0.7 0.00  −6.5 −0.01 1.5 0.00  −14.7 −0.02 3.5 0.00 

Missouri −18.3 −0.03 5.4 0.01  −36.7 −0.04 11.0 0.01  −81.6 −0.04 24.4 0.01 

Montana −4.6 −0.04 1.1 0.01  −9.6 −0.05 2.2 0.01  −21.6 −0.06 5.0 0.01 

Nebraska −15.8 −0.11 5.7 0.04  −32.4 −0.14 11.6 0.05  −72.5 −0.17 25.9 0.06 

Nevada −14.6 −0.07 4.0 0.02  −30.2 −0.09 8.3 0.02  −68.1 −0.10 18.8 0.03 

New 
Hampshire 

−3.7 −0.03 1.6 0.01  −7.7 −0.04 3.4 0.02  −17.2 −0.05 7.6 0.02 

New Jersey −49.5 −0.05 20.7 0.02  −103.5 −0.06 43.2 0.03  −234.8 −0.08 97.9 0.03 

New Mexico −8.4 −0.02 1.8 0.01  −17.2 −0.03 3.6 0.01  −38.7 −0.04 8.2 0.01 

New York −120.6 −0.03 53.9 0.01  −249.0 −0.04 111.2 0.02  −560.9 −0.05 250.5 0.02 

North Carolina −43.2 −0.05 14.4 0.02  −88.0 −0.07 29.3 0.02  −196.6 −0.08 65.5 0.03 

North Dakota −1.6 −0.02 0.6 0.01  −3.2 −0.03 1.2 0.01  −7.0 −0.03 2.6 0.01 

Ohio −36.5 −0.03 11.1 0.01  −73.6 −0.03 22.4 0.01  −163.8 −0.04 49.8 0.01 

Oklahoma −20.3 −0.07 5.0 0.02  −42.4 −0.09 10.3 0.02  −95.9 −0.10 23.4 0.03 

Oregon −23.4 −0.04 7.2 0.01  −48.3 −0.05 14.8 0.02  −108.5 −0.06 33.2 0.02 

Pennsylvania −58.5 −0.03 23.5 0.01  −119.7 −0.04 48.0 0.02  −268.4 −0.05 107.6 0.02 
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State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$  
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Rhode Island −9.5 −0.07 3.6 0.03  −19.8 −0.09 7.5 0.03  −44.7 −0.11 16.9 0.04 

South Carolina −12.4 −0.03 3.8 0.01  −25.2 −0.04 7.7 0.01  −56.3 −0.05 17.2 0.02 

South Dakota −1.7 −0.03 0.6 0.01  −3.3 −0.04 1.2 0.01  −7.2 −0.05 2.6 0.02 

Tennessee −39.0 −0.07 13.5 0.02  −80.8 −0.09 28.0 0.03  −182.2 −0.10 63.1 0.04 

Texas −231.2 −0.10 91.7 0.04  −481.1 −0.13 190.7 0.05  −1,087.9 −0.16 431.3 0.06 

Utah −11.3 −0.06 2.9 0.02  −23.0 −0.08 5.9 0.02  −51.3 −0.09 13.2 0.02 

Vermont −6.9 −0.07 2.8 0.03  −14.1 −0.09 5.7 0.04  −31.6 −0.11 12.8 0.04 

Virginia −211.5 −0.29 79.1 0.11  −443.7 −0.38 165.9 0.14  −1,007.4 −0.46 376.7 0.17 

Washington −63.5 −0.08 24.2 0.03  −130.5 −0.11 49.7 0.04  −293.3 −0.13 111.8 0.05 

West Virginia −1.1 0.00 0.3 0.00  −2.4 −0.01 0.6 0.00  −5.5 −0.01 1.3 0.00 

Wisconsin −15.1 −0.03 5.8 0.01  −30.1 −0.04 11.5 0.01  −66.4 −0.04 25.4 0.02 

Wyoming −0.9 −0.03 0.4 0.01  −1.9 −0.03 0.9 0.02  −4.3 −0.04 2.0 0.02 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
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Table B.11. State Budgetary Impact of Introducing Cost-Sharing for Expansion Adults 

State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$ 
(millions) %  

$  
(millions) % 

$  
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Alabama 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Alaska −0.9 −0.01 0.1 0.00  −2.6 −0.01 0.2 0.00  −6.2 −0.02 0.6 0.00 

Arizona −7.2 −0.01 0.7 0.00  −21.8 −0.02 2.1 0.00  −51.9 −0.02 5.0 0.00 

Arkansas −2.4 −0.01 0.2 0.00  −7.3 −0.01 0.8 0.00  −17.2 −0.02 1.8 0.00 

California −61.7 −0.01 6.2 0.00  −186.7 −0.02 18.7 0.00  −443.1 −0.03 44.3 0.00 

Colorado −4.3 −0.01 0.4 0.00  −13.1 −0.02 1.3 0.00  −31.2 −0.02 3.1 0.00 

Connecticut −4.0 −0.01 0.4 0.00  −12.0 −0.02 1.3 0.00  −28.4 −0.02 3.0 0.00 

Delaware −0.6 0.00 0.1 0.00  −1.8 −0.01 0.2 0.00  −4.2 −0.01 0.6 0.00 

District of 
Columbia 

−1.3 −0.01 0.1 0.00  −3.8 −0.01 0.4 0.00  −9.0 −0.02 0.9 0.00 

Florida 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Georgia 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Hawaii −1.4 −0.01 0.1 0.00  −4.2 −0.02 0.4 0.00  −10.0 −0.03 1.0 0.00 

Idaho −1.3 −0.01 0.1 0.00  −3.8 −0.02 0.4 0.00  −9.1 −0.02 1.0 0.00 

Illinois −9.6 −0.01 1.0 0.00  −29.2 −0.01 2.9 0.00  −69.2 −0.02 7.0 0.00 

Indiana −7.1 −0.01 0.7 0.00  −21.6 −0.02 2.2 0.00  −51.2 −0.02 5.2 0.00 

Iowa −2.2 −0.01 0.2 0.00  −6.6 −0.02 0.7 0.00  −15.7 −0.02 1.7 0.00 

Kansas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Kentucky −5.2 −0.01 0.5 0.00  −15.9 −0.02 1.6 0.00  −37.6 −0.02 3.8 0.00 

Louisiana −7.8 −0.01 0.8 0.00  −23.5 −0.02 2.5 0.00  −55.8 −0.02 5.9 0.00 
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State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$ 
(millions) %  

$  
(millions) % 

$  
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Maine −1.2 −0.01 0.1 0.00  −3.7 −0.01 0.4 0.00  −8.7 −0.02 0.9 0.00 

Maryland −4.7 −0.01 0.5 0.00  −14.3 −0.01 1.4 0.00  −34.0 −0.02 3.3 0.00 

Massachusetts −4.5 0.00 0.5 0.00  −13.6 −0.01 1.4 0.00  −32.2 −0.01 3.2 0.00 

Michigan −7.2 −0.01 0.7 0.00  −21.7 −0.01 2.2 0.00  −51.6 −0.02 5.2 0.00 

Minnesota −2.4 0.00 0.3 0.00  −7.4 −0.01 0.8 0.00  −17.6 −0.01 2.0 0.00 

Mississippi 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Missouri −4.2 −0.01 0.4 0.00  −12.8 −0.01 1.3 0.00  −30.4 −0.02 3.1 0.00 

Montana −0.9 −0.01 0.1 0.00  −2.7 −0.01 0.3 0.00  −6.4 −0.02 0.7 0.00 

Nebraska −0.8 −0.01 0.1 0.00  −2.3 −0.01 0.2 0.00  −5.4 −0.01 0.6 0.00 

Nevada −3.5 −0.02 0.3 0.00  −10.5 −0.03 1.0 0.00  −24.9 −0.04 2.4 0.00 

New 
Hampshire 

−0.6 0.00 0.1 0.00  −1.8 −0.01 0.2 0.00  −4.2 −0.01 0.6 0.00 

New Jersey −6.5 −0.01 0.6 0.00  −19.5 −0.01 1.9 0.00  −46.4 −0.02 4.5 0.00 

New Mexico −3.4 −0.01 0.3 0.00  −10.2 −0.02 1.0 0.00  −24.2 −0.02 2.4 0.00 

New York −23.9 −0.01 2.4 0.00  −72.5 −0.01 7.2 0.00  −172.0 −0.01 17.2 0.00 

North Carolina −7.4 −0.01 0.8 0.00  −22.5 −0.02 2.3 0.00  −53.5 −0.02 5.5 0.00 

North Dakota −0.3 0.00 0.0 0.00  −0.8 −0.01 0.1 0.00  −2.0 −0.01 0.2 0.00 

Ohio −8.5 −0.01 0.9 0.00  −25.7 −0.01 2.6 0.00  −61.0 −0.01 6.2 0.00 

Oklahoma −2.7 −0.01 0.3 0.00  −8.2 −0.02 0.8 0.00  −19.6 −0.02 2.0 0.00 

Oregon −7.5 −0.01 0.8 0.00  −22.7 −0.02 2.3 0.00  −53.9 −0.03 5.5 0.00 

Pennsylvania −10.0 −0.01 1.0 0.00  −30.2 −0.01 3.0 0.00  −71.8 −0.01 7.2 0.00 
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State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund 

$ 
(millions) % 

$ 
(millions) %  

$  
(millions) % 

$  
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Rhode Island −0.4 0.00 0.0 0.00  −1.1 0.00 0.1 0.00  −2.5 −0.01 0.3 0.00 

South Carolina 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

South Dakota −0.3 −0.01 0.0 0.00  −1.0 −0.01 0.1 0.00  −2.4 −0.02 0.3 0.00 

Tennessee 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Texas 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Utah −1.1 −0.01 0.1 0.00  −3.3 −0.01 0.3 0.00  −7.9 −0.01 0.7 0.00 

Vermont −0.8 −0.01 0.1 0.00  −2.4 −0.02 0.2 0.00  −5.6 −0.02 0.5 0.00 

Virginia −7.5 −0.01 0.7 0.00  −22.8 −0.02 2.3 0.00  −54.1 −0.02 5.4 0.00 

Washington −6.7 −0.01 0.7 0.00  −20.3 −0.02 2.1 0.00  −48.2 −0.02 5.0 0.00 

West Virginia −1.9 −0.01 0.2 0.00  −5.8 −0.02 0.6 0.00  −13.7 −0.02 1.4 0.00 

Wisconsin 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Wyoming 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
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Table B.12. State Budgetary Impact of Expanding Home- and Community-Based Services Waivers 

State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid 
Fund 

State General  
Fund  

State Medicaid 
Fund 

State General  
Fund 

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Alabama 5.8 0.02 −1.5 0.00  40.7 0.08 −10.9 −0.02  171.2 0.17 −45.6 −0.05 

Alaska 1.9 0.02 −0.5 0.00  13.4 0.07 −3.2 −0.02  56.1 0.17 −13.3 −0.04 

Arizona 12.8 0.02 −3.1 0.00  89.7 0.08 −22.0 −0.02  376.8 0.17 −92.5 −0.04 

Arkansas 5.9 0.02 −1.3 0.00  41.4 0.07 −9.5 −0.02  174.1 0.16 −39.8 −0.04 

California 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Colorado 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Connecticut 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Delaware 2.3 0.02 −0.8 −0.01  16.1 0.09 −5.3 −0.03  67.7 0.19 −22.3 −0.06 

District of 
Columbia 

3.4 0.02 −0.9 0.00  23.8 0.08 −6.3 −0.02  100.0 0.17 −26.6 −0.05 

Florida 27.8 0.02 −11.7 −0.01  195.3 0.10 −82.3 −0.04  820.6 0.22 −345.6 −0.09 

Georgia 11.7 0.02 −4.0 −0.01  82.1 0.09 −27.9 −0.03  344.9 0.19 −117.1 −0.06 

Hawaii 2.0 0.02 −0.6 −0.01  14.1 0.08 −4.0 −0.02  59.1 0.18 −16.7 −0.05 

Idaho 2.5 0.02 −0.6 0.00  17.9 0.08 −4.4 −0.02  75.1 0.17 −18.7 −0.04 

Illinois 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Indiana 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Iowa 4.8 0.02 −1.4 −0.01  33.9 0.08 −9.9 −0.02  142.4 0.18 −41.5 −0.05 

Kansas 5.8 0.02 −2.2 −0.01  40.4 0.09 −15.7 −0.04  169.7 0.21 −66.1 −0.08 

Kentucky 10.0 0.02 −2.2 0.00  70.5 0.07 −15.3 −0.02  296.2 0.16 −64.3 −0.03 

Louisiana 13.1 0.02 −3.1 0.00  91.7 0.07 −21.7 −0.02  385.4 0.17 −91.4 −0.04 
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State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid 
Fund 

State General  
Fund  

State Medicaid 
Fund 

State General  
Fund 

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Maine 3.7 0.02 −1.2 −0.01  25.6 0.09 −8.5 −0.03  107.7 0.19 −35.5 −0.06 

Maryland 14.5 0.02 −5.9 −0.01  101.5 0.10 −41.4 −0.04  426.6 0.21 −173.8 −0.09 

Massachusetts 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Michigan 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Minnesota 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Mississippi 4.8 0.02 −1.2 0.00  34.0 0.07 −8.1 −0.02  143.0 0.17 −34.2 −0.04 

Missouri 11.3 0.02 −3.3 −0.01  79.2 0.08 −23.3 −0.02  332.9 0.18 −97.7 −0.05 

Montana 2.0 0.02 −0.5 0.00  13.8 0.07 −3.3 −0.02  57.9 0.17 −13.8 −0.04 

Nebraska 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Nevada 3.8 0.02 −1.0 0.00  26.6 0.08 −7.1 −0.02  112.0 0.17 −29.8 −0.05 

New 
Hampshire 

0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

New Jersey 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

New Mexico 5.6 0.02 −1.2 0.00  39.1 0.07 −8.3 −0.02  164.4 0.16 −34.9 −0.03 

New York 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

North Carolina 15.8 0.02 −5.0 −0.01  110.6 0.08 −35.3 −0.03  464.9 0.19 −148.5 −0.06 

North Dakota 1.5 0.02 −0.6 −0.01  10.6 0.09 −4.1 −0.04  44.5 0.21 −17.4 −0.08 

Ohio 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Oklahoma 5.3 0.02 −1.3 0.00  36.9 0.08 −9.0 −0.02  154.9 0.17 −37.9 −0.04 

Oregon 10.9 0.02 −3.2 −0.01  76.6 0.08 −22.3 −0.02  321.7 0.18 −93.7 −0.05 

Pennsylvania 36.5 0.02 −14.5 −0.01  256.0 0.09 −101.9 −0.04  1,075.5 0.21 −428.1 −0.08 
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State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid 
Fund 

State General  
Fund  

State Medicaid 
Fund 

State General  
Fund 

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Rhode Island 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

South Carolina 6.7 0.02 −2.0 −0.01  46.8 0.08 −14.3 −0.03  196.6 0.18 −60.0 −0.06 

South Dakota 1.1 0.02 −0.4 −0.01  7.4 0.09 −2.7 −0.03  31.2 0.20 −11.2 −0.07 

Tennessee 11.4 0.02 −3.9 −0.01  79.8 0.09 −27.6 −0.03  335.1 0.19 −116.1 −0.07 

Texas 48.4 0.02 −19.2 −0.01  339.6 0.09 −134.7 −0.04  1,427.1 0.21 −566.0 −0.08 

Utah 3.2 0.02 −0.9 0.00  22.5 0.08 −6.2 −0.02  94.6 0.17 −26.0 −0.05 

Vermont 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Virginia 14.8 0.02 −5.3 −0.01  103.7 0.09 −37.4 −0.03  435.6 0.20 −157.0 −0.07 

Washington 15.9 0.02 −5.9 −0.01  111.6 0.09 −41.5 −0.03  469.0 0.20 −174.4 −0.07 

West Virginia 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Wisconsin 11.3 0.02 −4.4 −0.01  79.1 0.09 −30.8 −0.04  332.5 0.21 −129.6 −0.08 

Wyoming 0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
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Table B.13. State Budgetary Impact of Rural Health Transformation Program 

State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid 
Fund 

State General  
Fund 

$ 
(millions) % 

$  
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Alabama 541.6 1.65 0.0 0.00  974.8 1.86 0.0 0.00  1,083.1 1.09 0.0 0.00 

Alaska 490.8 4.39 0.0 0.00  883.5 4.95 0.0 0.00  981.7 2.89 0.0 0.00 

Arizona 475.9 0.64 0.0 0.00  856.7 0.72 0.0 0.00  951.9 0.42 0.0 0.00 

Arkansas 537.2 1.53 0.0 0.00  966.9 1.73 0.0 0.00  1,074.3 1.01 0.0 0.00 

California 522.7 0.10 0.0 0.00  940.8 0.11 0.0 0.00  1,045.4 0.06 0.0 0.00 

Colorado 493.9 0.92 0.0 0.00  889.0 1.04 0.0 0.00  987.8 0.61 0.0 0.00 

Connecticut 405.2 0.82 0.0 0.00  729.4 0.92 0.0 0.00  810.4 0.54 0.0 0.00 

Delaware 410.4 3.47 0.0 0.00  738.7 3.90 0.0 0.00  820.8 2.28 0.0 0.00 

District of 
Columbia 

0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00  0.0 0.00 0.0 0.00 

Florida 486.7 0.39 0.0 0.00  876.0 0.44 0.0 0.00  973.3 0.26 0.0 0.00 

Georgia 551.7 0.93 0.0 0.00  993.0 1.05 0.0 0.00  1,103.3 0.61 0.0 0.00 

Hawaii 439.7 3.97 0.0 0.00  791.5 4.47 0.0 0.00  879.4 2.62 0.0 0.00 

Idaho 505.9 3.44 0.0 0.00  910.7 3.87 0.0 0.00  1,011.9 2.26 0.0 0.00 

Illinois 515.2 0.38 0.0 0.00  927.4 0.43 0.0 0.00  1,030.5 0.25 0.0 0.00 

Indiana 501.8 0.66 0.0 0.00  903.2 0.75 0.0 0.00  1,003.5 0.44 0.0 0.00 

Iowa 528.5 2.01 0.0 0.00  951.3 2.26 0.0 0.00  1,057.0 1.32 0.0 0.00 

Kansas 550.5 2.04 0.0 0.00  991.0 2.29 0.0 0.00  1,101.1 1.34 0.0 0.00 

Kentucky 564.9 0.93 0.0 0.00  1,016.9 1.05 0.0 0.00  1,129.9 0.61 0.0 0.00 

Louisiana 497.7 0.65 0.0 0.00  895.8 0.73 0.0 0.00  995.4 0.43 0.0 0.00 
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State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid 
Fund 

State General  
Fund 

$ 
(millions) % 

$  
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Maine 506.6 2.69 0.0 0.00  911.8 3.03 0.0 0.00  1,013.1 1.77 0.0 0.00 

Maryland 410.6 0.62 0.0 0.00  739.1 0.70 0.0 0.00  821.2 0.41 0.0 0.00 

Massachusetts 409.1 0.40 0.0 0.00  736.3 0.45 0.0 0.00  818.2 0.27 0.0 0.00 

Michigan 528.8 0.52 0.0 0.00  951.9 0.58 0.0 0.00  1,057.6 0.34 0.0 0.00 

Minnesota 525.2 0.72 0.0 0.00  945.4 0.81 0.0 0.00  1,050.5 0.48 0.0 0.00 

Mississippi 564.7 1.99 0.0 0.00  1,016.5 2.24 0.0 0.00  1,129.5 1.31 0.0 0.00 

Missouri 554.5 0.90 0.0 0.00  998.1 1.02 0.0 0.00  1,109.1 0.60 0.0 0.00 

Montana 526.1 4.56 0.0 0.00  946.9 5.14 0.0 0.00  1,052.1 3.00 0.0 0.00 

Nebraska 517.3 3.68 0.0 0.00  931.1 4.15 0.0 0.00  1,034.5 2.42 0.0 0.00 

Nevada 474.4 2.21 0.0 0.00  853.9 2.49 0.0 0.00  948.8 1.46 0.0 0.00 

New 
Hampshire 

471.7 3.95 0.0 0.00  849.0 4.45 0.0 0.00  943.3 2.60 0.0 0.00 

New Jersey 398.7 0.40 0.0 0.00  717.6 0.45 0.0 0.00  797.3 0.26 0.0 0.00 

New Mexico 507.4 1.50 0.0 0.00  913.3 1.69 0.0 0.00  1,014.7 0.99 0.0 0.00 

New York 490.9 0.12 0.0 0.00  883.7 0.14 0.0 0.00  981.9 0.08 0.0 0.00 

North Carolina 547.4 0.66 0.0 0.00  985.3 0.75 0.0 0.00  1,094.8 0.44 0.0 0.00 

North Dakota 499.7 7.07 0.0 0.00  899.5 7.96 0.0 0.00  999.4 4.65 0.0 0.00 

Ohio 510.8 0.37 0.0 0.00  919.5 0.41 0.0 0.00  1,021.7 0.24 0.0 0.00 

Oklahoma 556.5 1.82 0.0 0.00  1,001.6 2.05 0.0 0.00  1,112.9 1.20 0.0 0.00 

Oregon 492.3 0.83 0.0 0.00  886.1 0.93 0.0 0.00  984.5 0.54 0.0 0.00 

Pennsylvania 491.3 0.29 0.0 0.00  884.4 0.33 0.0 0.00  982.7 0.19 0.0 0.00 
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State 

2028  2030  2034 

State Medicaid 
Fund 

State General  
Fund  

State Medicaid  
Fund 

State General  
Fund  

State Medicaid 
Fund 

State General  
Fund 

$ 
(millions) % 

$  
(millions) %  

$ 
(millions) % 

$ 
(millions) %  

$ 
(millions) % 

$ 
(millions) % 

Rhode Island 390.5 2.82 0.0 0.00  702.9 3.17 0.0 0.00  781.0 1.85 0.0 0.00 

South Carolina 497.8 1.40 0.0 0.00  896.0 1.57 0.0 0.00  995.6 0.92 0.0 0.00 

South Dakota 510.1 9.77 0.0 0.00  918.2 11.00 0.0 0.00  1,020.3 6.43 0.0 0.00 

Tennessee 549.4 0.96 0.0 0.00  989.0 1.08 0.0 0.00  1,098.8 0.63 0.0 0.00 

Texas 562.7 0.25 0.0 0.00  1,012.8 0.28 0.0 0.00  1,125.4 0.17 0.0 0.00 

Utah 480.0 2.68 0.0 0.00  864.0 3.02 0.0 0.00  960.0 1.76 0.0 0.00 

Vermont 481.8 5.04 0.0 0.00  867.2 5.67 0.0 0.00  963.5 3.32 0.0 0.00 

Virginia 480.9 0.66 0.0 0.00  865.7 0.75 0.0 0.00  961.9 0.44 0.0 0.00 

Washington 484.4 0.63 0.0 0.00  871.9 0.71 0.0 0.00  968.8 0.42 0.0 0.00 

West Virginia 508.3 2.18 0.0 0.00  914.9 2.46 0.0 0.00  1,016.6 1.44 0.0 0.00 

Wisconsin 523.5 0.99 0.0 0.00  942.3 1.11 0.0 0.00  1,047.0 0.65 0.0 0.00 

Wyoming 526.5 14.98 0.0 0.00  947.6 16.86 0.0 0.00  1,052.9 9.86 0.0 0.00 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
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Table B.14. Relative Importance of Provisions by State, by Percentage (2025–2034) 

State Provider Taxes Redeterminations RHTP SDPs Work Requirements Other 

Alabama 0.00 0.00 90.49 0.00 0.00 9.51 

Alaska 0.00 10.17 41.08 0.00 46.16 2.59 

Arizona 19.14 12.40 2.02 30.40 33.34 2.71 

Arkansas 1.03 13.54 18.74 0.00 66.13 0.55 

California 57.29 2.28 0.39 4.90 25.29 9.85 

Colorado 52.32 9.59 7.70 0.00 27.22 3.17 

Connecticut 33.39 9.27 6.46 0.00 47.80 3.09 

Delaware 0.00 19.90 21.91 0.00 50.75 7.44 

District of Columbia 0.00 11.25 0.00 0.00 86.63 2.12 

Florida 0.00 0.00 56.93 0.00 0.00 43.07 

Georgia 0.00 0.00 15.00 83.49 0.00 1.51 

Hawaii 0.00 7.51 19.89 0.00 71.33 1.27 

Idaho 0.00 13.96 30.88 0.00 48.22 6.93 

Illinois 42.36 8.43 2.73 0.00 42.98 3.50 

Indiana 23.43 5.42 4.44 0.00 63.69 3.02 

Iowa 0.00 9.54 9.07 55.08 25.18 1.14 

Kansas 0.00 0.00 84.57 6.96 0.00 8.47 

Kentucky 0.32 0.53 4.82 63.58 29.22 1.52 

Louisiana 10.09 9.12 3.20 29.45 47.62 0.52 

Maine 0.00 22.55 36.69 0.00 39.53 1.24 

Maryland 0.00 30.12 3.75 0.00 65.10 1.03 

Massachusetts 32.77 7.75 5.96 1.03 48.38 4.12 

Michigan 66.45 1.19 4.42 0.00 25.00 2.93 
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State Provider Taxes Redeterminations RHTP SDPs Work Requirements Other 

Minnesota 25.78 17.24 8.36 0.00 47.02 1.60 

Mississippi 0.00 0.00 10.48 88.91 0.00 0.61 

Missouri 2.52 20.58 6.56 13.13 57.13 0.07 

Montana 0.00 20.01 34.47 0.00 45.19 0.33 

Nebraska 22.73 11.42 29.30 0.00 32.97 3.58 

Nevada 7.37 10.53 8.49 32.95 38.65 2.01 

New Hampshire 46.34 3.63 31.32 0.00 17.88 0.84 

New Jersey 15.91 9.89 3.12 24.00 42.02 5.06 

New Mexico 1.21 19.50 9.24 0.00 69.03 1.02 

New York 28.37 12.67 1.32 6.27 50.02 1.35 

North Carolina 20.01 0.80 4.71 52.66 20.85 0.96 

North Dakota 0.00 12.33 54.05 0.00 33.45 0.17 

Ohio 42.50 7.89 3.67 1.24 39.97 4.72 

Oklahoma 0.47 12.71 8.75 43.14 34.73 0.20 

Oregon 11.54 1.94 5.09 0.00 80.54 0.90 

Pennsylvania 0.00 17.09 7.06 0.00 72.67 3.18 

Rhode Island 23.59 5.88 25.48 21.78 18.18 5.09 

South Carolina 0.00 0.00 8.35 88.70 0.00 2.95 

South Dakota 0.00 4.82 60.82 0.00 33.64 0.72 

Tennessee 0.00 0.00 6.39 92.24 0.00 1.38 

Texas 0.00 0.00 5.29 92.99 0.00 1.72 

Utah 0.00 21.57 20.63 0.00 57.34 0.46 

Vermont 32.60 4.72 29.24 0.00 32.68 0.77 

Virginia 15.40 6.57 3.34 28.55 43.06 3.09 

Washington 0.42 10.85 5.97 30.55 51.82 0.38 
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State Provider Taxes Redeterminations RHTP SDPs Work Requirements Other 

West Virginia 39.35 9.65 10.72 0.54 38.89 0.86 

Wisconsin 0.00 0.00 29.12 0.00 68.96 1.92 

Wyoming 0.00 0.00 98.64 0.00 0.00 1.36 

NOTE: These figures show the relative importance of provisions’ impacts on total state budgets (sum of Medicaid impact and general fund 
impact) in absolute value, relative to state Medicaid fund. 

Table B.15. Medicaid Enrollment Impacts, by Provision and State (2034) 

State 
Provider 

Taxes 
Emergency 

FMAP 
Good Faith 

Waiver Redetermination 
Work 

Requirements 
Qualified 

Immigrants 
Deduplicated 

Total 

Alabama 0 0 0 0 0 −100 −100 

Alaska 0 0 −1,300 −2,500 −12,700 −100 −15,000 

Arizona −94,200 −2,300 −3,200 −65,700 −198,800 −5,000 −327,400 

Arkansas −900 0 −100 −13,100 −71,800 −500 −84,800 

California −656,600 −100,100 −27,000 −87,400 −1,076,100 −27,400 −1,880,900 

Colorado −48,400 0 −1,100 −23,200 −74,300 −3,600 −143,300 

Connecticut −25,100 0 −3,000 −13,800 −79,800 −900 −114,300 

Delaware 0 0 −1,900 −7,200 −20,900 −400 −27,900 

District of Columbia 0 0 −400 −5,400 −45,800 −300 −51,300 

Florida 0 0 −7,800 0 0 −7,300 −12,700 

Georgia 0 0 0 0 0 −2,200 −2,200 

Hawaii 0 0 0 −5,600 −59,200 −100 −64,500 

Idaho 0 0 −4,400 −7,600 −29,200 −200 −37,400 

Illinois −88,600 0 −9,700 −47,700 −270,900 −3,700 −393,300 

Indiana −42,600 0 −3,000 −11,800 −154,000 −1,000 −193,600 

Iowa 0 −100 0 −17,200 −50,900 −900 −68,300 
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State 
Provider 

Taxes 
Emergency 

FMAP 
Good Faith 

Waiver Redetermination 
Work 

Requirements 
Qualified 

Immigrants 
Deduplicated 

Total 

Kansas 0 0 −500 0 0 −300 −800 

Kentucky −800 −500 0 −1,300 −81,800 −1,900 −84,900 

Louisiana −38,700 0 0 −37,500 −218,200 −1,100 −259,800 

Maine 0 0 0 −10,500 −20,600 −500 −31,300 

Maryland 0 0 −700 −66,700 −161,600 −3,600 −230,000 

Massachusetts −20,900 0 −2,400 −13,100 −91,300 −2,200 −122,500 

Michigan −165,900 0 −5,900 −5,100 −118,700 −2,100 −284,300 

Minnesota −15,400 0 0 −19,400 −59,300 −1,200 −89,300 

Mississippi 0 0 −1,100 0 0 −200 −1,200 

Missouri −4,600 0 −700 −41,100 −127,200 −900 −168,300 

Montana 0 0 −200 −8,900 −22,600 −200 −31,500 

Nebraska −4,400 0 0 −3,700 −12,200 −800 −19,300 

Nevada −16,400 −1,000 0 −20,300 −83,100 −800 −107,300 

New Hampshire −8,500 0 −100 −2,000 −10,900 −200 −21,000 

New Jersey −21,200 −2,500 −1,900 −34,200 −162,600 −2,700 −211,600 

New Mexico −2,500 0 −100 −28,500 −112,600 −400 −140,800 

New York −59,600 0 0 −133,100 −595,900 −6,500 −744,600 

North Carolina −56,300 −1,200 0 −12,900 −113,700 −2,200 −177,400 

North Dakota 0 0 −200 −1,900 −5,800 −100 −7,700 

Ohio −59,700 −100 −9,300 −30,500 −172,600 −1,800 −254,200 

Oklahoma −900 0 0 −29,900 −92,000 −1,100 −121,400 

Oregon −25,900 −300 0 −5,200 −238,600 −1,300 −244,900 

Pennsylvania 0 −1,600 0 −31,500 −150,900 −3,000 −182,800 

Rhode Island −4,600 0 −700 −2,300 −8,100 −500 −15,400 
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State 
Provider 

Taxes 
Emergency 

FMAP 
Good Faith 

Waiver Redetermination 
Work 

Requirements 
Qualified 

Immigrants 
Deduplicated 

Total 

South Carolina 0 0 −6,800 0 0 −600 −7,300 

South Dakota 0 0 0 −1,400 −11,400 −100 −12,400 

Tennessee 0 0 −2,200 0 0 −2,000 −3,500 

Texas 0 0 0 0 0 −11,700 −11,700 

Utah 0 0 0 −12,000 −35,800 −500 −47,800 

Vermont −6,200 0 0 −2,400 −18,400 −400 −26,000 

Virginia −29,800 −100 −1,200 −18,800 −138,200 −11,500 −183,300 

Washington −500 0 −100 −27,400 −145,600 −3,300 −175,700 

West Virginia −38,300 0 −300 −13,200 −59,500 −100 −102,000 

Wisconsin 0 0 −200 0 −75,200 −700 −75,900 

Wyoming 0 0 −100 0 0 0 −200 

TOTAL −1,537,800 −110,000 −97,800 −923,100 −5,288,900 −120,300 −7,615,400 

SOURCES: Authors’ calculations featuring information from data sources described in Appendix A. 
NOTE: Numbers might not sum because of rounding. 
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Abbreviations 

ACA Affordable Care Act 
ACR average commercial rate 
ACS American Community Survey 
AHRQ Agency for Healthcare Research and Quality 
AMC academic medical center 
CBO Congressional Budget Office 
CHIP Children’s Health Insurance Program 
CMS Centers for Medicare & Medicaid Services 
COVID-19 coronavirus disease 2019  
DSH Disproportionate Share Hospital 
FFS fee-for-service 
FMAP federal matching assistance percentage 
FPL federal poverty limit 
HCBS home- and community-based services 
HCRIS  Healthcare Cost Reporting and Information System  
HRSA Health Resources and Services Administration 
ICF intermediate care facility 
LPR lawful permanent resident 
MCO managed care organization 
MBES Medicaid Budget and Expenditure System 
MEPS Medical Expenditure Panel Survey 
NHEA National Health Expenditure Accounts 
OBBBA One Big Beautiful Bill Act 
OIG Office of Inspector General 
PERM Payment Error Rate Measurement 
RHTP Rural Health Transformation Program 
SDP state-directed payment 
SNF skilled nursing facility 
T-MSIS Transformed Medicaid Statistical Information System 
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