
The Protect MI Care coalition, now composed of more than 260 state and local organizations,
represents advocates, providers, health systems and community organizations across Michigan who
share a deep commitment to ensuring that Michiganders who are eligible for Medicaid remain
connected to the coverage they depend on. We write in follow-up to our earlier correspondence to
offer a set of implementation recommendations as the Michigan Department of Health and Human
Services (MDHHS) undertakes the substantial work of operationalizing the community engagement
requirement and other changes included in the federal Budget Reconciliation Act (H.R. 1).

We recognize that thoughtful implementation requires time, resources and cross-sector coordination.
Our goal in offering these recommendations is to support MDHHS in building systems that reduce
unnecessary coverage loss, minimize administrative strain and protect the fiscal stability of Michigan’s
Medicaid program. The decisions made now will have lasting consequences for the health of Michigan
residents and the providers who serve them.

Director Elizabeth Hertel 
CC: David Knezek (Chief Operating Officer), Meghan Groen (Chief Deputy Director, Health Services), Nicole Hudson (Senior
Advisor on Special Projects), Erin Frisch (Senior Deputy Director of Economic Stability Administration), Beneficiary Advisory
Council, Medicaid Advisory Committee

Michigan Department of Health & Human Services 
PO Box 30195 
Lansing, MI 48909 

Dear Director Hertel: 

I. Reducing Unnecessary Coverage Loss

We recognize that MDHHS is planning to adopt the first two approaches outlined in this section, and
we commend the department for this thoughtful direction. We include these recommendations to
underscore the coalition's strong support and to encourage their continuation through implementation
and beyond.

Adopt the federal minimum look-back period.
At both application and renewal, require applicants and enrollees to demonstrate one month of
compliance with or exemption from the community engagement requirement, which is the minimum
allowed under H.R. 1. Limiting the look-back period reduces administrative complexity and the risk of
erroneous terminations.

Conduct compliance checks at renewal only.
Checking compliance only at the point of renewal rather than on an ongoing basis will reduce staff
workload, limit opportunities for error and reduce churn among eligible enrollees.

Additionally, we recommend MDHHS adopt “Option 2” for the six-month renewal transition as
outlined in the March 6 Centers for Medicare & Medicaid Services (CMS) State Medicaid Director
Letter. This option will lessen the number of renewals Michigan must conduct in January 2027, spread
the work of determinations more evenly over the year, provide greater opportunity for outreach to
enrollees and allow more time for MDHHS to troubleshoot issues as they arise.
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Adopt all available short-term hardship exemptions.
MDHHS should adopt the full range of short-term hardship exemptions available under H.R. 1,
including for individuals experiencing a medical crisis, those who must travel for medical treatment,
those in counties with unemployment rates above 8% (or 1.5 times the national rate), and those in
disaster-affected areas. Exemptions should be granted for the longest duration permitted under
federal law.

Ensure Michigan can comply with the “automatic income proxy.”
H.R. 1 provides that individuals whose monthly income equals or exceeds the federal minimum wage
multiplied by 80 hours are automatically deemed compliant. MDHHS should ensure this provision is
applied automatically without requiring action from the enrollee or applicant.

Maximize ex parte processing for the administration of community engagement requirements.
Integrate community engagement requirements into the ex parte renewal process and leverage all
available data sources to determine compliance or exemption status automatically without contact
with enrollees. Relevant data sources could include:

Medicaid managed care organization (MCO) or other claims data
Supplemental Nutrition Assistance Program (SNAP) and other public benefit program data
Higher education enrollment data (National Student Clearinghouse, e.g.)
Income and employment verification sources, including the Unemployment Insurance Agency, The
Work Number, and quarterly wage data
U.S. Department of Veterans Affairs’ Application Programming Interface, which includes disability
ratings

Additionally, the application for Medicaid coverage captures information relevant to exemption
eligibility, including medical conditions, disabilities and employment status. MDHHS should ensure
the application review process is designed to automatically flag such data to screen applicants for
exemptions, which will reduce unnecessary paperwork burdens before enrollment begins.

For data sources not yet integrated, MDHHS should consider designing systems with the capacity to
incorporate additional sources in later phases of implementation.

Allow self-attestation for compliance and exemptions.
To the maximum extent possible, MDHHS should accept applicant and enrollee statements and
reasonable documentation alternatives (e.g., a supervisor's letter in lieu of a pay stub or bank deposit
records for self-employed individuals) regarding compliance with community engagement
requirements and exemption status. Allowance of applicant and enrollee statements will ease
administrative burden for staff and reduce reporting challenges particularly among gig, informal and
self-employed workers who may lack standard documentation.

Please note: Unlike SNAP, Medicaid exemptions under H.R. 1 do not require some applicants to attest
they are unable to work, and MDHHS should not import this standard into its Medicaid
implementation. Doing so ​could ​deter part-time and intermittent workers from seeking exemptions
they are entitled to​.
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Exclude family caregivers.
MDHHS should use the Recognize, Assist, Include, Support, and Engage (RAISE) Family Caregivers
Act definition of family caregiver, which includes individuals with a significant relationship to the care
recipient regardless of blood or marital tie. Where possible, exemptions should carry across programs
such as SNAP and Temporary Assistance for Needy Families (TANF). Further, MDHHS should
leverage community-based organizations (CBOs) to help identify and conduct targeted outreach to
caregivers who may not self-identify as exempt from the community engagement requirement.

Preserve the robust process for identifying medically frail enrollees and applicants.
Michigan has a well-developed medically frail identification process. We strongly encourage MDHHS
to maintain and build on this process by defining medical frailty broadly and consistent with H.R. 1.
Specifically, MDHHS should:

Allow self-attestation at application, recognizing that uninsured individuals often lack claims data
or provider access prior to enrollment
Use International Classification of Diseases (ICD-10) diagnosis Current Procedural Terminology
(CPT) service codes from claims and utilization data to proactively identify individuals with
qualifying conditions
Engage MCOs, providers and community partners in identifying medically frail enrollees who may
not self-identify or appear in claims data
Ensure medically frail status carries the maximum allowable duration before redetermination is
required

II. Communication and Outreach

Protect MI Care coalition members and our philanthropic partners are primed to support MDHHS with ​​
outreach, dissemination of materials​,​ ​and other such communication efforts ​with the shared goal of
mitigating confusion through cohesive and aligned messaging across all stakeholders.

Develop a centralized public resource hub.
MDHHS should create a publicly accessible, centralized landing page (as was done during the COVID-
19 public health emergency unwinding) that is screen reader accessible and serves as the primary
resource for enrollees, providers and community partners. The page should include:

Clear explanations of who is and who is not is subject to the community engagement requirement
and what qualifies as compliance of the requirement
How Medicaid community engagement requirements differ from and interact with those ​for SNAP​
and TANF​ and that verified compliance in one program satisfies verification across programs,
eliminating the need for duplicative reporting
Step-by-step instructions on how to report compliance, request an exemption and appeal a
termination
Contact information for eligibility workers and where to get help
Standard exemption forms and other relevant documents
A mechanism for submitting feedback and reporting issues

MDHHS should also publicly post data on the implementation of the community engagement
requirement, including a regularly updated dashboard tracking the number of individuals subject to
the requirement, exemptions granted, and coverage losses disaggregated by reason for denial or
disenrollment. This level of transparency will allow policymakers and stakeholders to identify
implementation problems early and work with the department to address them quickly.
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Undertake broad, multichannel public outreach.
Well in advance of implementation, MDHHS should deploy a comprehensive outreach campaign using
a diversity of formats (e.g., print, radio, social media) distributed through trusted community channels.
Outreach should be culturally and linguistically appropriate and should clarify proactively that no
changes will occur without individual notice. Community- and faith-based organizations, Medicaid
providers, MCOs as allowed under federal law, libraries, schools and other community anchors should
be considered partners in this effort. 

Ensure notices clearly inform people of their rights and obligations.
Notices should be written in plain language and communicate what is required of enrollees, what
exemptions are available, and how to appeal adverse decisions. All materials should be available in
multiple languages and dated so users can assess currency.

III. Staffing and Capacity

MDHHS should ensure sufficient staffing and training to administer the new federal requirements
without compromising existing eligibility functions. This includes filling existing vacancies, providing
comprehensive training on community engagement requirements and exemption categories, and
considering a specialized unit of staff dedicated to work requirement cases to reduce errors and
inappropriate coverage denials. MDHHS might also consider monitoring caseload changes, call wait
times, and processing times to track trends and identify resource needs most effectively. 

Increase local office staffing and in-person access.
MDHHS should prioritize local office staffing capacity and the accessibility of in-person assistance. As
new requirements take effect, many enrollees — particularly those facing transportation barriers,
limited digital access, or complex life circumstances — will rely on local, in-person support to navigate
eligibility, renewals and reporting. To reduce the risk of coverage losses, MDHHS should:

Ensure adequate staffing at local offices to meet increased demand for in-person assistance
Evaluate geographic gaps in local office access and consider strategies such as extended hours,
mobile enrollment units or co-locations with trusted community partners
Strengthen partnerships with community-based organizations, providers and other local entities
that can help enrollees and applicants understand and meet requirements
Prioritize a "meet people where they are" approach by offering assistance in settings that are
accessible, familiar and trusted

Without sufficient local presence and community-based support, eligible individuals risk losing
coverage not because they are ineligible, but because the administrative complexity is too great to
navigate alone. Strong local infrastructure should be central to the state’s implementation process.

Adopt a considered approach to any use of artificial intelligence (AI).
If MDHHS elects to deploy AI-assisted tools to support application review, eligibility determinations,
or enrollee communication, particularly under constrained staffing conditions, the coalition offers the
following recommendations to help ensure that any AI systems or tools adopted serve enrollees fairly
and transparently. In this context, AI assistance should:

Be tested and assessed for bias and reliability prior to implementation
Clearly disclose when users are interacting with automated systems rather than human eligibility
workers
Provide a clear and accessible pathway to reach a human eligibility worker
Include a mechanism for users to flag errors or concerns with AI-generated responses

4



Closing

The Protect MI Care coalition is committed to supporting MDHHS in this work. Our member
organizations are ready to assist with the aforementioned strategies and to ensure our communities
are prepared. We welcome the opportunity to discuss these recommendations further.

We also ask MDHHS to carefully consider Michigan’s implementation preparedness. If our state’s
systems and processes are not ready to administer these substantial new federal obligations, we
respectfully urge the department to seek a good faith implementation extension from CMS rather
than risk large-scale erroneous coverage losses for Michiganders who are eligible for, and depend
upon, their Medicaid coverage.

Thank you for your continued commitment to Michigan’s Medicaid program and the residents it serves.

Sincerely,

Protect MI Care Steering Committee

Center for Civil Justice
Community Mental Health Association
Michigan Association of Health Plans
Michigan Council for Maternal and Child Health
Michigan Elder Justice Initiative
Michigan Health & Hospital Association
Michigan League for Public Policy
Michigan Primary Care Association
SEIU Michigan
United Way for Southeastern Michigan
W.E. Upjohn Institute for Employment Research
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