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Abstract
Forthcoming H.R.1 Medicaid eligibility changes requiring documentation of work, school, or volunteer activities are projected 
to result in significant disenrollment. High-risk beneficiaries, including those experiencing homelessness, are more likely to 
experience barriers in navigating the eligibility process, such as qualifying for work requirement exemptions. We utilized an 
existing set of linked data across the medical safety net, state Medicaid agency, housing services providers, and justice 
agencies as a case study to understand the prevalence of select potential medical and social exemptions from work 
requirements, examine safety net system utilization to identify potential touch points to prevent coverage loss, and 
estimate medical costs to inform planning and resourcing efforts to support continued enrollment. We found a high 
prevalence of Medicaid members potentially exempt from work requirements and of interactions with the medical safety 
net and with housing service providers specifically within the group experiencing homelessness. Increased medical costs 
that would likely shift to the safety net if coverage loss occurred demonstrate an opportunity for community efforts to 
support enrollment. Our case study can serve as a model for other communities proactively to plan for the local impact of 
H.R.1 eligibility changes, including data integration, coordination, and support efforts.
Keywords: Medicaid coverage, work requirements, homeless, enrollment support, cross-sector coordination, data integration

Key Points 

• Communities can begin planning and implementing 
coordinated efforts across health and housing ser
vice providers to minimize H.R.1-related coverage 
loss for high-risk Medicaid beneficiaries.

• Potential exemptions from Medicaid eligibility work 
requirements are prevalent and safety net providers 
can support communication and documentation.

• Cross-sector data integration and coordination will fa
cilitate consolidating outreach and enrollment sup
port efforts that are likely to be resource constrained.
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Introduction 
In July 2025, US Congress passed H.R.1,1 introducing major 
Medicaid eligibility changes including community engagement 

provisions that require documentation of work, school, or volun
teer activities (hereafter, “work requirements”) for adults who 
gained eligibility under the Affordable Care Act based on incomes 
up to 138% of the federal poverty level ($22 024.80 for a family 
size of 12). H.R.1 also specifies criteria excluding individuals 
from work requirements including caretaker status, medical 
frailty, incarceration, and pregnancy. On June 1, 2026, an interim 
final rule with comment period (IFC) was released interpreting 
the H.R.1 statute related to work requirements imposing consid
erations of severity and functional capacity to the definition of 
the medically frail exemption.3 The Congressional Budget 
Office projects that more than 5.2 million people will lose 
Medicaid coverage over the next decade due to inability to 
meet or prove exemption from work requirements, many of 
whom will become uninsured.4 To reduce the disenrollment 
risk among eligible members, H.R.1 directs state Medicaid agen
cies to use automated systems to screen for compliance with 
these provisions or exemptions and to proactively outreach en
rollees, ideally coordinating with local service providers, before 
rolling out work requirements.
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Potential exemptions from work requirement documentation are 
relevant to the broader Medicaid beneficiary population and par
ticularly to the subset experiencing homelessness. H.R.1 does not 
include homelessness in the criteria excluding individuals from 
work requirements. The IFC explicitly states that the experience 
of homelessness is not a medical condition and cannot deem a per
son as medically frail, but individuals experiencing homelessness 
may have a medically frail condition qualifying them for the exclu
sion. Past research on work requirements in other public programs 
reveals that this population is disproportionately disenrolled be
cause their lack of stable housing complicates their ability to prove 
their identity, address, citizenship, work, or exemption status.5,6

Loss of Medicaid coverage for many individuals experiencing home
lessness would not only result in losing access to medical care but 
also housing-related services, given that many states have approval 
for Medicaid to cover these as a strategy to improve health out
comes and control costs.7,8

The health and housing sectors can play crucial support roles 
throughout the Medicaid eligibility process by identifying those 
at risk of coverage loss, making the business case to plan and 
budget outreach resources, and conducting enrollment support 
to high-risk individuals. Previous research demonstrates that au
tomated methods, paired with systematic, data-informed coord
ination across clinical, social service, and community partners, 
improve Medicaid retention at renewal.9 This requires more ro
bust cross-sector data-sharing and collaboration than typically 
exists in many communities but is feasible10 and necessary to 
prevent coverage loss.

Health and homeless service providers should not wait until 
federal and state guidance is finalized to begin planning and pre
paring to support their clients. However, they will need to under
stand operational implementations and have access to relevant 
enrollment and eligibility information. Linked health and hous
ing data may increase communities’ ability to identify people ex
periencing homelessness, identify Medicaid enrollment status, 
verify exemption and compliance status, and minimize disrup
tion to enrollment and services.

To understand what proactive preparation could look like in 
practice, we leveraged an existing linked administrative dataset 
as a descriptive case study. In light of the case study analysis and 
findings, we discuss how communities can prepare to minimize 
disruption in Medicaid coverage.

Methods 
Our case study utilized a historical 2021 dataset created as part 
of a prior project focused on data analytics to support the align
ment of high-risk adult programs and services. This work was 
centered at Denver Health, a large urban safety-net health sys
tem serving a high proportion of Medicaid members, including 
those experiencing homelessness. Specifically, we leveraged 
data-sharing agreements and matched data between Denver 
Health’s electronic health records (EHRs), the state Medicaid of
fice (Department of Health Care Policy and Financing), the re
gional Homeless Management Information System (HMIS), and 
criminal justice agencies (state Department of Corrections, muni
cipal jail system).

In the current analysis, the adult Medicaid Expansion group, 
ages 19 to 64 years, subject to future work requirements was 

identified based on the presence of modified adjusted gross in
come (MAGI) adult as the primary eligibility description available 
via monthly rosters of fee-for-service Medicaid members attrib
uted primarily through historical claims to Denver Health in 
2021 as a primary care medical provider (PCMP) under the state’s 
accountable care collaborative.11 MAGI adult eligibility was 
deemed to be a valid estimation of the Medicaid Expansion group 
in the historical dataset based on data supplied in the current 
monthly roster where the Medicaid Expansion group is newly 
flagged; 97.5% of the MAGI adult eligibility group is flagged as 
Medicaid Expansion and 96.8% of the Medicaid Expansion group 
has MAGI adult eligibility.

We modeled a subset of H.R.1-identified medical and social 
factors that could potentially exempt members from work re
quirements. Individuals could be identified in multiple groups, 
specifically the following: 

• Medically frail: based on EHR diagnoses of mental health 
(MH) or substance use disorders (SUDs) identified through 
International Classification of Diseases, Tenth Revision 
(ICD-10) codes, as an encounter diagnosis in the past 3 years 
or a problem list diagnosis active as of the historical 2021 
time frame. Mental health was identified based on ICD-10 
codes F20–F99 or R45–R46. Substance use disorder was 
identified based on ICD-10 codes F10–F19, excluding F17 
codes for nicotine dependence. Medically frail was also 
identified through the 3M clinical risk group (CRG) 
severity-adjusted diagnosis grouper to approximate individ
uals with serious or complex medical conditions.12 Denver 
Health uses the CRG to assess health risk for delivery system 
administrative purposes, including determining primary 
care practice panel sizes and risk, segmenting the popula
tion for care management services. Prior research has vali
dated that people identified as medically complex in this 
diagnosis grouper manner have increased risk of hospital
ization and total costs.13 The CRG was analyzed as the 
grouper’s core health status group concept. These groups 
range from 1 to 9 corresponding to increasing number of 
medical conditions and severity. We limited to groups of 
6–9, reflecting significant or dominant chronic disease in 
multiple organ systems, dominant and metastatic malig
nancies, and catastrophic conditions.

• Recent incarceration: identified via an EHR corrections regis
try populated based on release in the past 12 months per 
justice agency release files. This registry was developed to 
support a corrections transition clinic and model a con
tinuum of care after release.14 Although the work require
ment exemption is specific to current incarceration or 
within 3 months, this was the scope of the data in our histor
ical dataset and used as a proxy.

• Pregnant women: based on EHR documentation of delivery 
in the prior 12 months or an EHR obstetrical episode active 
during the 2021 historical time frame. Evidence of pregnancy 
in the EHR was selected given that this exemption status 
could be missed by state algorithms which may rely on 
pregnancy-specific eligibility codes and miss pregnant peo
ple who qualified through Medicaid Expansion specific eligi
bility codes.

• Caregivers: adults with the same Medicaid household identi
fier as a child aged 13 years or younger with at least a 15-year 
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age difference between the adult and any children within the 
same Medicaid household. The age difference was included 
to identify parents/caregivers as opposed to older siblings 
living in the same household. We did not model other exempt 
caregiver groups, such as caregivers of older children or 
adults with disabilities.

• Medicare enrollees: based on the flag indicating Medicare en
rollment in a monthly Medicaid roster or EHR encounter in 
2021 with Medicare financial class.

To understand the particular risks for people experiencing home
lessness, we also identified this population. Homelessness was de
termined through HMIS documentation of services for shelter, 
street outreach, or housing (including permanent supportive hous
ing, rapid re-housing, other permanent housing, transitional hous
ing, and safe haven) or through a robust EHR-based registry 
inclusive of registration-based information, geocoded matching of 
patient addresses to housing services providers, homeless diagno
sis (Z59.0X), nursing or care management assessments, and health- 
related social needs screening.15 Any evidence of homelessness 
during the 2021 historical time frame was used for identification. 
Although this method likely undercounts people experiencing 
homelessness, it includes a broad representation across the medic
al safety net including assessments and screenings taking place 
within the emergency department and the social safety net given 
the centralization of data within HMIS for all recipients of federal 
Housing and Urban Development (HUD) dollars under the 
Continuum of Care (CoC) Program.

We calculated the prevalence of the select potential work re
quirement exemptions within the broader adult Medicaid 
Expansion population as well as within the subset of this popula
tion experiencing homelessness. To inform potential health sys
tem touchpoints, we calculated the prevalence of key health 
care utilization, including primary care, emergency department, 
or inpatient admission. Utilization data were sourced from the 
Denver Health EHRs and supplemented with Medicaid data for 
the emergency department and hospital admission outcomes. 
We also calculated the prevalence of utilization of homeless serv
ices via HMIS documentation inclusive of not only the service pro
viders detailed previously to identify homelessness (shelter, 
street outreach, and housing) but also HMIS-documented services 
for homelessness prevention or standalone supportive services, 
such as childcare, employment assistance, or transportation. To 
estimate the potential financial impact of coverage loss, we lever
aged data that had been shared by the state Medicaid agency to 
support the historical project. We calculated Medicaid total cost 
of care in the historical 2021 time frame from the payer perspec
tive inclusive of all utilization and costs and summarized as me
dians and interquartile ranges (IQRs) per member per month 
(PMPM) based on months of Medicaid attribution in 2021 for the 
different groups. This case study was embedded within a broader 
project, which was reviewed and approved by the Colorado 
Multiple Institution Review Board.

Our case study has several limitations. We only modeled select 
work requirement exemption categories and did so with the data 
available to us through a prior project and based on the lens of 
where the safety net may be able to inform Medicaid eligibility 
with data the state may not have access to. Our methods may 
have mischaracterized some of the categories. We did not ac
count for the functional capacity consideration of medically frail 

as imposed by the IFC. Our methods also may have incorrectly 
identified homelessness given the transient nature of that experi
ence and our awareness of it only through specific point-in-time 
contacts with the safety net. Although our analysis includes sev
eral external data sources, the EHR data are from a single insti
tution and do not reflect diagnoses, assessments, or utilization 
from other health care delivery sites. Conversely, our case study 
is based on a group of Medicaid enrollees who are attributed to 
the delivery system and that attribution is largely based on prior 
claims with the institution. Therefore, our estimates of utilization 
and connection to the system which can help inform potential 
reach may be overstated for a broader Medicaid enrollee popu
lation that may not have engaged in care. Finally, the existing 
data that we leveraged were from 2021, while Medicaid continu
ous coverage was in effect in response to the COVID-19 
pandemic.

Results 
Of 71 127 Colorado Medicaid members who were attributed to 
Denver Health in 2021, nearly one-third (32.2%) were enrolled 
under the Medicaid Expansion group, ages 19 to 64 years, that 
must document work or exemption status. The steps to identify 
the population are summarized in Figure S1. Of the 22 879 individ
uals in the Medicaid Expansion group, 52.4% have at least 1 of the 
select medical and social factors modeled that may indicate work 
requirement exemption (Figure 1). Nearly half (47.2%) were clas
sified as potentially medically frail (with catastrophic, cancer, 
multiple chronic health, or SUD/MH conditions) and 7.1% as care
givers. Recent incarceration status (1.4%), pregnancy (1.1%), and 
dual Medicare enrollment (0.9%) were much less prevalent. 
Among people experiencing homelessness (n = 2074), three- 
quarters (76.0%) were classified as meeting any modeled poten
tial work requirement exemption. Sociodemographic characteris
tics of the cohorts are summarized in Table S1.

Among the Medicaid Expansion population with any modeled 
exemption, primary care utilization was most prevalent (56.8%) 
followed by emergency department utilization (46.7%) and hos
pital admission (13.8%) (Figure 2). This pattern was similar for 
the broader Medicaid Expansion population, but they utilized 
less services across all service categories. Among the cohort ex
periencing homelessness, emergency utilization was highly 
prevalent (74.0%), primary care utilization was less prevalent 
(43.0%), and hospital admission was more prevalent (25.4%) 
than within the broader population. Utilization of housing serv
ices, including shelter, street outreach, housing, prevention, 
and supportive services, was also highly prevalent (80.2%) within 
the subset experiencing homelessness.

Among Medicaid Expansion enrollees, members with any 
modeled exemption had a median total cost of care of $302.43 
PMPM (IQR: $165.99–$671.02) and $468.35 PMPM (IQR: $230.12– 
$1182.19) for those experiencing homelessness, compared with 
a population median of $207.40 PMPM (IQR: $118.25–$435.84).

Practical implications 
Our case study illustrates the safety net’s high prevalence of 
Medicaid enrollees who are at risk of coverage disruption or 
loss due to new administrative processes required by H.R.1 and 
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who are potentially exempt from future work requirement docu
mentation. The utilization review highlighted frequent inter
action with the health system and also with housing service 

providers among the homeless cohort. The analysis of total 
cost of care demonstrated higher costs in the group who may 
qualify for an exemption and was further pronounced within 

Figure 1. Select H.R.1-identified medical and social factors that potentially exempt members from meeting work requirements among Denver Health 
2021 Medicaid-attributed enrollees (n = 71 727) eligible through expansion criteria and within the subpopulation experiencing homelessness.

Figure 2. Health care and housing services utilization among Denver Health 2021 Medicaid attributed enrollees (n = 71 127) eligible through expansion 
criteria and within the subpopulations (1) modeled with select H.R.1-identified medical and social factors that exempt members from meeting work 
requirements and (2) within those experiencing homelessness.
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the subpopulation experiencing homelessness. These findings 
can serve as a model for other health and homeless service pro
viders to consider how to prepare to support their communities 
to minimize coverage disruptions.

Leverage existing data to estimate who is most 
vulnerable to coverage loss 
This analysis demonstrates how communities can approach 
identifying patients at high risk of losing Medicaid coverage. 
This serves not only to flag likely exemptions but also to identify 
potential system solutions and to focus outreach efforts. Of the 
select medical and social exemptions we modeled, medical 
frailty was the most prevalent. These people are particularly at 
risk of adverse health outcomes if they lose Medicaid coverage 
under H.R.1. Some of this “high-risk” group may need health sys
tem support in documenting medical conditions for work re
quirement exemption. Alternatively, nonexempt, high-risk 
patients may need assistance navigating new work requirement 
documentation procedures to prevent harmful coverage gaps.

Make the business case for enrollment support 
Knowing who is at risk of coverage loss is only the first step: 
health systems can also make the business case for institutional 
and community investment in enrollment support, especially 
since federal funding for eligibility assistance has been cut.16

Our examination of utilization and cost experience suggests 
that Medicaid coverage loss would be medically and financially 
detrimental for patients who may be exempt from work require
ments and for the safety-net health systems they rely on. Total 
cost of care was higher in the cohort modeled with any exemp
tion compared with the broader Medicaid Expansion population, 
indicating that more health care services are utilized. This effect 
is more pronounced in the population of members experiencing 
homelessness; these members incur health spending more than 
100% greater than the broader Medicaid Expansion population. 
Coverage disruptions could lead to reduced access to ongoing 
treatment, increased medical debt, and higher and unsustain
able uncompensated care burdens for the medical safety net.

Beyond the financial case, our findings point to concrete, 
underutilized channels for reaching vulnerable patients before 
coverage disruptions occur. In particular, high rates of emergency 
department use and homelessness services engagement among 
high-risk homeless patients indicate frequent interaction with 
and potential opportunity to leverage existing partnerships be
tween health and housing systems. These points of contact re
present strategic opportunities to provide Medicaid enrollment 
support, particularly if staff are equipped with information, tools, 
and resources to meaningfully assist. Utilization of primary care is 
also most prevalent for the broader population that may qualify 
for an exemption and that setting may facilitate more appropriate 
eligibility support than can be provided in an acute care setting.

Integrate data to facilitate shared efforts 
Traditionally siloed information about Medicaid beneficiaries 
can be shared and integrated across payer, health, and social 
platforms to aid in focusing and coordinating outreach efforts 
and documentation needs related to eligibility and enrollment, 
but these efforts typically require cross-organization planning 
and implementation.

Data sharing between Health Insurance Portability and 
Accountability Act (HIPAA)–covered health systems and commu
nity partners providing care coordination to address health- 
related social needs has been difficult to navigate given that 
HIPAA Privacy Rule–proposed changes published in January 
2021 are not yet finalized.17 Communities with a robust commu
nity or social health information exchange may be able to lever
age this resource for data sharing and integration, but these 
systems face implementation barriers and are not yet broadly 
available.18 Alternatively, health systems may elect to put in 
place other safeguards related to data sharing with community 
care coordination partners, such as updating their Notice of 
Privacy Practices to expressly communicate care coordination 
data sharing, identifying key community partners to execute ap
propriate legal agreements such as business associate or data 
use agreements, and/or implementing workflows to collect 
patient-level release of information documentation.

To optimize outreach and support offered to Medicaid benefi
ciaries, health system and housing service providers will need 
states and health plans to share eligibility information every 
month. These data should include work requirement eligibility, 
Medicaid renewal dates, and detailed state criteria to define 
and document exemptions such as medical frailty. If states im
plement these processes primarily through manual workflows, 
health systems and providers would greatly benefit from add
itional funding to manage the volume, particularly during start- 
up. Providers can also begin planning for how this information 
can be ingested and/or made visible to staff to support the in
tended workflows. For example, health system registration staff 
who focus on scheduling and checking-in a patient for a visit may 
be the best resource for communicating eligibility reminders to 
patients, but they likely do not have visibility or regularly access 
the same screens and tools in the EHRs as clinical staff.

Identify health system outreach opportunities 
to prevent coverage loss 
Given that there is unlikely to be substantial new funding for 
health systems to provide Medicaid enrollment support, building 
on existing workflows will be essential. Many safety-net providers 
have developed operational processes and clinical workflows 
tailored to patients both at risk of adverse health outcomes 
and lack of coverage. In our illustrative setting, uninsured pa
tients are already directed to enrollment support, primary care 
and hospital staff can access information about patient risk 
and homelessness status, case managers receive referrals based 
on various risk assessments, patients are given personalized visit 
summaries with follow-up instructions plus recommended med
ical and community services, and automated outreach cam
paigns send patient portal and text message reminders of 
to-do actions. Safety-net providers such as hospital staff who en
gage in Medicaid presumptive eligibility activities are likely to 
have an additional role in supporting patients in navigating 
work requirements and potential exemptions. These and other 
workflows could be further adapted to more effectively assist pa
tients who need help applying for or renewing Medicaid, includ
ing focused outreach to high-risk populations.

Furthermore, health systems are especially well positioned to 
provide documentation for certain exemptions—for example, 
due to medical frailty or pregnancy. Health systems can begin 

Health Affairs Scholar, 2026, Volume 4, Issue 7                                                                                                                                                                                                              5

D
ow

nloaded from
 https://academ

ic.oup.com
/healthaffairsscholar/article/4/7/qxag162/8722812 by guest on 20 July 2026



developing interdisciplinary workflows and templated attesta
tions based on EHR diagnoses, disease severity, and functional 
capacity. Existing workflows for templated clinical documenta
tion, such as well child visits, and previsit questionnaires, such 
as those used for Medicare annual wellness visits, could be modi
fied to support required documentation. Although state Medicaid 
agencies are likely to have some visibility into this EHR informa
tion via covered claims, diagnoses may predate coverage or this 
documentation may be required until more automated proc
esses such as claims-based algorithms are developed. Planning 
can begin to make these resources available via patient portals 
and the EHR to all members of the care team so that patients 
do not have to repeatedly schedule an appointment with their 
provider to secure this documentation that may be needed every 
6 months for re-enrollment.

Identify housing service provider outreach 
opportunities to prevent coverage loss 
Housing service providers have additional opportunities to offer 
enrollment-support opportunities that health systems cannot 
fully replicate. But they too will need critical information, guid
ance, and support to assist.

Some shelters and supportive housing programs assist clients 
in applying for benefits and therefore understand the Medicaid 
enrollment process. Because some also collect and distribute 
mail on behalf of residents, they are well positioned to flag 
Medicaid enrollment packets and required documentation re
quests before deadlines pass. Staff at these programs often 
have established trusted relationships with residents who may 
be less likely to engage with clinical settings, making them effect
ive first-line navigators. Some homeless services organizations 
are creating opportunities for work/community engagement 
and may be able to support documenting hours for the popula
tion who will not be exempt from work requirements. Programs 
that already employ case managers or benefit navigators could 
formalize an application assister role, while those without exist
ing capacity could partner with Medicaid enrollment sites, legal 
aid organizations, or other community partners to provide assist
ance. Training for these trusted messengers will need to be de
veloped and offered in a language that is understandable to 
this audience. Furthermore, an individual receiving services 
from both health and housing partners may benefit from coordi
nated coverage-related outreach and support and the systems 
may benefit from shared, unduplicated efforts. The health sys
tem that our case study was embedded within has experience co
ordinating with housing partners through data integration, 
identification of shared clients at the point of care, documenta
tion of release of information, and an immediate in-person con
nection to a housing partner.8

Conclusion and considerations 
for states 
Prior research on state waiver programs has warned that work re
quirements are likely to disenroll the very people who may qualify 
for exemption and are less able to navigate new administrative re
quirements.19,20 This includes the medically frail population that 
our case study identified as prevalent within the safety net.

While H.R.1 directs state Medicaid agencies to leverage auto
mated “ex parte” eligibility processes—including screening for 
exemptions—states face complex and costly systems changes, 
with few staff and tight timelines.21 For example, best practices 
for identifying exempt populations and addressing data lags 
may require linking to external data sources.22 Some data are 
not likely to be available electronically, at least in the short 
term, such as functional capacity. As a result, most states plan 
to launch a “minimum viable product” to meet the legislative 
deadline of January 2027, with subsequent refinements over 
time. In the short term this will likely mean collecting compliance 
and exemption information manually—for example, through 
“auditable self-declaration”—until more seamless data ex
changes can be established.

Housing and homelessness sectors can potentially serve as 
first-line navigators for their affected clients. Health care pro
viders offer a complementary line of defense and can provide 
helpful information for shared clients. Both sectors will need 
training, data tools, and ideally, financial support to be effective. 
Training must be in plain language that connects insurance 
coverage with access to health and supportive services. Tools 
should be easily integrated into existing data and documentation 
systems. Collaborations between the health and housing sectors 
are both possible and well poised to create the partnerships 
needed to maintain coverage.

We demonstrate that assessing potential exemption status 
with linked data, including data sources from Medicaid, health 
care, regional HMISs, and justice agencies, is both feasible and es
sential to prevent harmful and costly coverage gaps, particularly 
for individuals who are likely to be exempt. Populations that are 
experiencing homelessness may especially benefit when states 
adopt robust ex parte processes that include automated exemp
tion screening as well as work verification. To mitigate disruption 
in services, states and communities must collaborate to identify 
people experiencing homelessness and other high-risk popula
tions, strengthen ex parte processes, and implement cross-sector 
outreach for exemption/compliance processes.
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