
Section 8. Cost-Sharing and Payment  

 Check here if the State elects to use funds provided under Title XXI only to provide 
expanded eligibility under the State’s Medicaid plan, and continue on to Section 9.  

8.1.  Is cost-sharing imposed on any of the children covered under the plan? (42CFR 
457.505) Indicate if this also applies for pregnant women. (CHIPRA #2, SHO # 09-
006, issued May 11, 2009) 

8.1.1.   Yes 

8.1.2.   No, skip to question 8.8. 

8.1.1-PW  Yes 

8.1.2-PW  No, skip to question 8.8. 

Guidance:  It is important to note that for families below 150 percent of poverty, the same 
limitations on cost sharing that are under the Medicaid program apply. (These cost-sharing 
limitations have been set forth in Section 1916 of the Social Security Act, as implemented by 
regulations at 42 CFR 447.50 - 447.59). For families with incomes of 150 percent of poverty and 
above, cost sharing for all children in the family cannot exceed 5 percent of a family's income per 
year. Include a statement that no cost sharing will be charged for pregnancy-related services. 
(CHIPRA #2, SHO # 09-006, issued May 11, 2009) (Section 2103(e)(1)(A))  (42CFR 457.505(a), 
457.510(b) and (c), 457.515(a) and (c))  

8.2.  Describe the amount of cost-sharing, any sliding scale based on income, the group or 
groups of enrollees that may be subject to the charge by age and income (if applicable) and 
the service for which the charge is imposed or time period for the charge, as appropriate. 
(Section 2103(e)(1)(A))  (42CFR 457.505(a), 457.510(b) and (c), 457.515(a) and (c)) 

8.2.1.  Premiums:  

• $10 PFPM for families with children ages one (1) through five (5) with family 
incomes ranging from 143% FPL through 159% of FPL, 

• $10 PFPM for families with children ages six (6) through eighteen (18) with family 
incomes ranging from 134% FPL through 159% of FPL, 

• $15 PFPM for families with children ages one (1) through eighteen (18) with family 
incomes ranging from 143% to 160 % through 176% of the FPL, and  

• $25 PFPM for families with children ages one (1) through eighteen (18) with family 
incomes ranging from 177% to 212% of the FPL. 

(refer to CHIP MAGI State Plan Page CS21 for information on the effect of non-
payment of premiums). 

Incentives for pre-payment of premiums include the following:  Pay three (3) months 
get one (1) premium free month; pay six (6) months get two (2) premium free 
months; pay nine (9) months get three (3) premium free months.  

8.2.2.  Deductibles: 

8.2.3.  Coinsurance or copayments:  

8.2.4.  Other: 

8.2-DS  Supplemental Dental (CHIPRA # 7, SHO # #09-012 issued October 7, 2009) For 
children enrolled in the dental-only supplemental coverage, describe the amount of 
cost-sharing, specifying any sliding scale based on income. Also describe how the 
State will track that the cost sharing does not exceed 5 percent of gross family 



income. The 5 percent of income calculation shall include all cost-sharing for health 
insurance and dental insurance. (Section 2103(e)(1)(A)) (42 CFR 457.505(a), 
457.510(b), and (c), 457.515(a) and (c), and 457.560(a)) Please update Sections 
1.1-DS, 4.1-DS, 4.2-DS, 6.2-DS, and 9.10 when electing this option. 

8.2.1-DS   Premiums:       

8.2.2-DS   Deductibles:       

8.2.3-DS   Coinsurance or copayments:       

8.2.4-DS   Other:       

8.3.   Describe how the public will be notified, including the public schedule, of this cost sharing  
(including the cumulative maximum) and changes to these amounts and any differences 
based on income. (Section 2103(e)(1)(A))   (42CFR 457.505(b)) 

The public will be notified of cost sharing requirements and any other aspects of the DHCP 
through the State’s Administrative Procedures Act which requires publishing everything that 
has an impact on State citizens and provides an opportunity for public comment. 
Information is published in the Delaware Register of Regulations monthly as changes or 
new initiatives occur (www.state.de.us/research/dor/register.htm). Information will also be 
initially provided at public meetings and through outreach and educational efforts.  
Delaware will also use the Health Benefits Manager to educate and continue to do outreach 
similar to the DSHP. 

Guidance:  The State should be able to demonstrate upon request its rationale and justification 
regarding these assurances. This section also addresses limitations on payments for certain 
expenditures and requirements for maintenance of effort.  

8.4.   The State assures that it has made the following findings with respect to the cost 
sharing in its plan:  (Section 2103(e))   

8.4.1.   Cost-sharing does not favor children from higher income families over lower 
income families. (Section 2103(e)(1)(B)) (42CFR 457.530)       

8.4.2.   No cost-sharing applies to well-baby and well-child care, including age-
appropriate immunizations. (Section 2103(e)(2)) (42CFR 457.520)       

8.4.3.   No additional cost-sharing applies to the costs of emergency medical services 
delivered outside the network. (Section 2103(e)(1)(A)) (42CFR 457.515(f)) 
      

8.4.1- MHPAEA     There is no separate accumulation of cumulative financial require-
ments, as defined in 42 CFR 457.496(a), for mental health and substance abuse disorder 
benefits compared to medical/surgical benefits. (42 CFR 457.496(d)(3)(iii)) 

8.4.2- MHPAEA      If applicable, any different levels of financial requirements that are 
applied to different tiers of prescription drugs are determined based on reasonable factors, 
regardless of whether a drug is generally prescribed for medical/surgical benefits or mental 
health/substance use disorder benefits. (42 CFR 457.496(d)(3)(ii)(A))  

8.4.3- MHPAEA    Cost sharing applied to benefits provided under the State child health 
plan will remain capped at five percent of the beneficiary’s income as required by 42 CFR 
457.560 (42 CFR 457.496(d)(3)(i)(D)). 

8.4.4- MHPAEA   Does the State apply financial requirements to any mental health or sub-
stance use disorder benefits?  If yes, specify the classification(s) of benefits in which the 
State applies financial requirements on any mental health or substance use disorder bene-
fits. 



 Yes (Specify:      ) 
 No 

Guidance:   For the purposes of parity, financial requirements include deductibles, copay-
ments, coinsurance, and out of pocket maximums; premiums are excluded from 
the definition.  If the state does not apply financial requirements on any mental 
health or substance use disorder benefits, the state meets parity requirements for 
financial requirements.  If the state does apply financial requirements to mental 
health or substance use disorder benefits, the state must conduct a parity analy-
sis.  Please continue below. 
Please ensure that changes made to financial requirements under the State child 
health plan as a result of the parity analysis are also made in Section 8.2. 

8.4.5- MHPAEA   Does the State apply any type of financial requirements on any medi-
cal/surgical benefits? 

 Yes 

 No 

Guidance:   If the State does not apply financial requirements on any medical/surgical 
benefits, the State may not impose financial requirements on mental health or 
substance use disorder benefits.  

8.4.6- MHPAEA   Within each classification of benefits in which the State applies a type of 
financial requirement on any mental health or substance use disorder benefits, the State 
must determine the portion of medical and surgical benefits in the class which are subject 
to the limitation.   

 The State assures it has applied a reasonable methodology to determine the dol-

lar amounts used in the ratio described above (Section 6.2.5.2-MHPAEA) for each 

classification or within which the State applies financial requirements to mental 

health or substance use disorder benefits. (42 CFR 457.496(d)(3)(i)(E)) 

Guidance:  Please include the state’s methodology and results of the parity 
analysis as an attachment to the State child health plan.  

8.4.7- MHPAEA    For each type of financial requirement applied to any mental health or 
substance use disorder benefits within a given classification, does the State apply the same 
type of financial requirement to at least two-thirds (“substantially all”) of all the medical/sur-
gical benefits within the same classification? (42 CFR 457.496(d)(3)(i)(A)) 

 Yes 

 No 

Guidance: If the State does not apply a type of financial requirement to substantially all 
medical/surgical benefits in a given classification of benefits, the State may 
not impose financial requirements on mental health or substance use disorder 
benefits in that classification. (42 CFR 457.496(d)(3)(i)(A)) 

8.4.8- MHPAEA    For each type of financial requirement applied to substantially all medi-
cal/surgical benefits in a classification, the State must determine the predominant level (as 
defined in 42 CFR 457.496(d)(3)(i)(B)) of that type which is applied to medical/surgical ben-
efits in the classification.  For each type of financial requirement applied to substantially all 
medical/surgical benefits in a classification, the State assures: 



 The same reasonable methodology applied in determining the dollar amounts 

used in determining whether substantially all medical/surgical benefits within a clas-

sification are subject to a type of financial requirement also is applied in determining 

the dollar amounts used to determine the predominant level of a type of financial re-

quirement applied to medical/surgical benefits within a classification. (42 CFR 

457.496(d)(3)(i)(E)) 

 The level of each type of financial requirement applied by the State to mental 

health or substance use disorder benefits in any classification is no more restrictive 

than the predominant level of that type which is applied by the State to medical/sur-

gical benefits within the same classification. (42 CFR 457.496(d)(2)(i)) 

Guidance: If there is no single level of a type of financial requirement that exceeds the one-half 
threshold, the State may combine levels within a type of financial requirement such 
that the combined levels are applied to at least half of all medical/surgical benefits 
within a classification; the predominant level is the least restrictive level of the levels 
combined to meet the one-half threshold. (42 CFR 457.496(d)(3)(i)(B)(2)) 

 

8.5.   Describe how the State will ensure that the annual aggregate cost-sharing for a family does 
not exceed 5 percent of such family’s income for the length of the child’s eligibility period in 
the State. Include a description of the procedures that do not primarily rely on a refund 
given by the State for overpayment by an enrollee:  (Section 2103(e)(3)(B)) (42CFR 
457.560(b) and 457.505(e)) 

Since cost sharing is per family per month (PFPM), rather than per member per month, 
each family will pay the same amount no matter the number of children in the household. 
The premium rates are significantly less than those allowed by the Balance Budget Act of 
1997 for premiums (see chart below). Delaware believes these levels of cost sharing are 
affordable but, at the same time, provide an incentive for clients to responsibly use health 
care services.  

 

Premiums as a Percentage of Income 

Premium 
Amount 

Per Month 
Age 

Family 
Size 

134% 
FPL 
lower 
limit 

143% 
FPL 
lower 
limit 

159% 
FPL 

upper 
limit 

160% 
FPL 
lower 
limit 

176%FPL 
upper limit 

177% 
FPL 
lower 
limit 

212% 
FPL 

upper 
limit 

$10 
Monthly 
Premium 

1 through 5 1  0.69% 0.62%     

1 through 5 2  0.51% 0.46%     

1 through 5 3  0.40% 0.36%     

6 through 18 1 0.74%  0.62%     

6 through 18 2 0.54%  0.46%     

6 through 18 3 0.43%  0.36%     
$15 

Monthly 
Premium 

1 through 18 1    0.93% 0.84%   

1 through 18 2    0.68% 0.62%   

1 through 18 3    0.54% 0.49%   
$25 

Monthly 
Premium 

1 through 18 1      1.40% 1.17% 

1 through 18 2      1.03% 0.86% 

1 through 18 3      0.82% 0.68% 

*Based on the 2018 Poverty Limit of $12,140 for 1 person, $16,460 for 2, and $20,780 for 3. 

8.6. Describe the procedures the State will use to ensure American Indian (as defined by the 
Indian Health Care Improvement Act of 1976) and Alaska Native children will be excluded 



from cost-sharing. (Section 2103(b)(3)(D))  (42CFR 457.535) 

Delaware's application form asks for race group including American Indian/Alaskan Native 
and we accept self-declaration. This information is included in the automated record, which 
enables us to exclude these families from premium requirements. We will add a statement 
to the approval notices indicating that American Indian/Alaskan Native families are exempt 
from premium requirements. The approval notices include a toll free contact number. To 
exclude American Indian/Alaska Native enrollees from any copayments on non-emergent 
use of emergency room services, the premium and approval notices will include a 
statement advising families the AI/AN families are exempt. The notices will advise AI/AN 
families to call the Health Benefits Manager (HBM) at a toll-free number to identify 
themselves and request an exemption. MMIS has an exemption code that must be 
manually entered by the HBM. 

8.7. Provide a description of the consequences for an enrollee or applicant who does not pay a 
charge. (42CFR 457.570 and 457.505(c)) 

Coverage will be cancelled when the family is in arrears for two premium payments. The 
coverage will end the last day of the month when the second payment is due. A notice of 
cancellation will be sent to the family advising the family to report any change in 
circumstances, such as a decrease in income that may result in eligibility for Medicaid. If 
one premium payment is received by the last day of the cancellation month, coverage will 
be reinstated. Refer to attached MAGI page CS21. 

Guidance:  Section 8.7.1 is based on Section 2101(a) of the Act provides that the 
purpose of title XXI is to provide funds to States to enable them to initiate and expand the 
provision of child health assistance to uninsured, low-income children in an effective and 
efficient manner that is coordinated with other sources of health benefits coverage for 
children.  
8.7.1. Provide an assurance that the following disenrollment protections are being applied:  

Guidance:  Provide a description below of the State’s premium grace period 
process and how the State notifies families of their rights and responsibilities with 
respect to payment of premiums. (Section 2103(e)(3)(C))  

8.7.1.1.   State has established a process that gives enrollees reasonable notice 
of and an opportunity to pay past due premiums, copayments, 
coinsurance, deductibles or similar fees prior to disenrollment. (42CFR 
457.570(a))       

8.7.1.2.   The disenrollment process affords the enrollee an opportunity to show 
that the enrollee’s family income has declined prior to disenrollment for 
non-payment of cost-sharing charges. (42CFR 457.570(b)) 

8.7.1.3.   In the instance mentioned above, that the State will facilitate enrolling 
the child in Medicaid or adjust the child’s cost-sharing category as 
appropriate. (42CFR 457.570(b))       

8.7.1.4.   The State provides the enrollee with an opportunity for an impartial 
review to address disenrollment from the program. (42CFR 457.570(c)) 
      

8.8.  The State assures that it has made the following findings with respect to the 
payment aspects of its plan:  (Section 2103(e))   

8.8.1.   No Federal funds will be used toward State matching requirements. (Section 
2105(c)(4))  (42CFR 457.220) 

8.8.2.   No cost-sharing (including premiums, deductibles, copayments, coinsurance 



and all other types) will be used toward State matching requirements. 
(Section 2105(c)(5) (42CFR 457.224)   (Previously 8.4.5) 

8.8.3.   No funds under this title will be used for coverage if a private insurer would 
have been obligated to provide such assistance except for a provision limiting 
this obligation because the child is eligible under the this title. (Section 
2105(c)(6)(A))  (42CFR 457.626(a)(1)) 

8.8.4.   Income and resource standards and methodologies for determining Medicaid 
eligibility are not more restrictive than those applied as of June 1, 1997. 
(Section 2105(d)(1))  (42CFR 457.622(b)(5)) 

8.8.5.   No funds provided under this title or coverage funded by this title will include 
coverage of abortion except if necessary to save the life of the mother or if the 
pregnancy is the result of an act of rape or incest. (Section 2105)(c)(7)(B))  
(42CFR 457.475) 

8.8.6.   No funds provided under this title will be used to pay for any abortion or to 
assist in the purchase, in whole or in part, for coverage that includes abortion 
(except as described above). (Section 2105)(c)(7)(A)) (42CFR 457.475) 

 


