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Introduction
Community health centers (CHCs) and local health departments (LHDs) have long been the
primary, if not the only, source of medical care for millions low-income individuals, including
many who have no health insurance and cannot afford to pay for care. Due to the Affordable
Care Act of 2010 (ACA), CHCs and LHDs face increasing demand from those who are newly
insured.1
Yet 36 million individuals remain uninsured under the ACA, of which the majority includes
citizens and legal immigrants.2 For example, 4 million citizens and legal immigrants who remain
uninsured are eligible for Medicaid, but live in one of the 21 states that have not expanded
Medicaid.3 Moreover, due to complex eligibility rules and misinformation, immigrants are often
eligible for affordable coverage, but not enrolled.4 Whether insured or not, immigrants are more
likely to continue to seek services at CHCs and LHDs because of trusted relationships, locations
in the community, and enabling services such as language access that they rely on.
This paper seeks to:


Increase understanding of the barriers immigrants face in accessing primary clinical care
and public health services;



Provide best practices that help encourage immigrants to seek care and coverage;



Identify health programs and services that should be available to all individuals
regardless of immigration status.

Section I. Providing safety-net clinical care at CHCs post ACA
As a result of the ACA, almost 23 million Americans have gained coverage. This includes 11.7
million individuals who have purchased health policies through the health insurance
Marketplaces and almost 11 million newly eligible individuals covered by Medicaid and the
Children’s Health Insurance Program (CHIP).5
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In the 29 states that have expanded Medicaid under the ACA, CHCs are already experiencing
increased demand. 6 CHCs are included
in the majority of Medicaid managed
care plan networks and continue to
Model Legislation
accept new Medicaid patients more often
To
overcome
difficulties in contracting
than private practioners.7 Moreover,
with private health insurers, LHDs in
individuals who are newly insured by
Arizona successfully passed HB 2430 in
Medicaid are more likely to remain with
2013 that requires insurance plans to
their existing provider.8
provide in network reimbursement to
LHDs, regardless of contract status. For

Individuals who are newly insured with
more info, go to Publications at
private subsidized coverage from the
www.naccho.org.
health insurance marketplaces may also
make up some of the new patient mix.
Although CHCs and LHDs traditionally
have not contracted with commercial plans, there will be increased opportunities due to ACA’s
requirement on plans in the marketplaces to include “Essential Community Providers,” such as
CHCs, in their networks.9
Section II. Identifying and Overcoming Immigrants’ Barriers to Care
There is no federal, state, or local law that prevents immigrants, including those who are not
lawfully present (or undocumented) from accessing health care services. Nor is there any law
that prevents health care providers from treating individuals without lawful immigration status or
prevents health insurance companies from selling health coverage to individuals without
immigration status. However, many federally funded health programs, as discussed below, limit
eligibility based on immigration status. Those restrictions are often incorrectly applied by
providers, eligibility workers, as well as immigrants to all health services.
This section discusses common barriers that immigrants face in accessing clinical care, the
publicly funded health care programs and services for which immigrants are eligible, and
existing laws that may help promote or deter access to care.
A. Common Barriers for Immigrants Seeking Care
Barriers are faced by immigrants, whether they are citizens, legal immigrants, or are
undocumented, when they attempt to access care or apply for health coverage. These barriers
also deter other immigrants who may have only heard about the challenges accessing care,
creating a chilling effect that keeps many more individuals in the family or community from
getting the care they may need.
Cultural and Linguistic Barriers
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The U.S. health care system may be very different
from what many immigrants were accustomed to in
their home country, and holistic health care practices
may be more trusted than “modern” American
medical care.10 For instance, the concept of health
insurance and the need for regular, preventive care
(including lab work, x-rays, medications for chronic
conditions) may be unfamiliar to immigrants.
Add to the challenge of these cultural barriers, the
inability of immigrants who are Limited English
Proficient (LEP) to communicate or understand their
health care provider or written instructions or forms
when language access is not provided.11

Additional resources:
HHS Office of Minority
Health’s “A Patient-Centered
Guide To Implementing
Language Access Services In
Healthcare Organizations,”
National Health Law
Program’s “Language
Services Resource Guide for
Health Care Providers
(Appendix F)

About 25 million people in the United States, 9% of
the total population, speak a language other than English at home.12 Title VI of the Civil Rights
Act of 1965 requires health care entities that receive federal funding, either directly via Public
Health Services Act Section 330 or by serving Medicare and Medicaid patients, to provide
language interpretation and translation of materials to individuals who are LEP.13 CHCs and
LHDs are required by law to ensure access to linguistically and culturally competent care and
must increasingly do so simply in response to the changing demographics of their patients
throughout the U.S.14
Collecting and reporting of immigration status
There are approximately 12 million undocumented immigrants living in the U.S., which
represents about 3.5% of the total U.S. population.15 The immigrant population also includes
naturalized citizens and legal immigrants, such as lawful permanent residents, refugees, or visa
holders. Thus, an immigrant family often has individual members with different immigration
statuses, referred to as a “mixed-status” family, such as a family with U.S. citizen children and
parents who are undocumented. As a result, there may be individuals in a mixed status family
who are eligible for federally funded health care programs such as Medicaid or federal subsidies
in the health insurance marketplaces, but there may also be one or two family members who are
undocumented and are ineligible for affordable coverage. Assuming all family members have the
same immigration status, for example, has likely resulted in U.S. citizen children of immigrant
parents being disproportionately uninsured than those with native-born parents.16
Undocumented immigrants may be reluctant to seek care because they believe health care
providers will report them to immigration authorities. Citizens and legal immigrants in a family
may also not seek health care or apply for coverage if doing so could potentially harm their legal
status or would place undocumented family members at risk of deportation. For instance, the
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request for immigration status and Social Security Number (SSN) of all family members on an
application or intake form may lead immigrants to
believe such information is required to get care and
that it will be shared with immigration authorities;
The U.S. Immigration and
Customs Enforcement (ICE)
thus, the questions on an application or form alone
agency issued a memo in
may create a chilling effect, even for those in the
October 2013 in English and
family who are citizens or legal immigrants.
Spanish to reassure immigrants
that it was safe to apply for
health coverage under the ACA.

Under the ACA, only those members of the family
who are applying for non-emergency Medicaid,
CHIP, or premium tax credits in the marketplaces
are required to provide an SSN and their citizenship
or immigration status.17 This information will be electronically verified against federal databases,
but only for purposes of determining health care eligibility.18 If an individual’s immigration
status cannot be electronically verified during the application process, this only indicates that his
or her information could not be found in the database, not that the individual is undocumented. In
this case, the marketplace or CHIP may simply deny the individual health care coverage, or he or
she may be approved for Emergency Medicaid only.
Even if a patient states he or she is undocumented, health care providers are not mandated by law
to report individuals who are undocumented to legal authorities. In fact, individuals seeking
services that are available regardless of immigration status, such as Federally Qualified Health
Centers (FQHCs), should not be asked or required to provide their immigration status so that a
patient’s immigration status should remain unknown.19 Moreover, hospitals, CHCs, and LHDs
should be considered exempt from immigration enforcement actions as “sensitive locations,” but
even when immigration authorities request patients’
immigration status, a warrant must be required before
providing that information.20
For a list of programs
that are not considered
as public charge, see
Public Charge Fact
Sheet available at
www.uscis.gov.

Being Considered a “Public Charge”

Immigrants may not seek or apply for health care
coverage because they fear that they or their family
members will be considered a “public charge” by
immigration authorities, thereby preventing them from
obtaining lawful permanent residency or citizenship. An
immigrant is considered a “public charge” if he or she will
likely need to rely on government assistance for basic necessities in the long-term, and prior use
of government benefits may indicate reliance on assistance in the future. However, use of noncash benefits, such as public health care or nutrition programs should not be considered in the
public charge evaluation.21 Moreover, the public charge test does not apply to immigrants who
already have their green card, are naturalized citizens, or are seeking government benefits for
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their U.S. citizen children; these individuals can apply and seek health care services without fear
of public charge.
B. Health programs and services for which immigrants are eligible
Although affordable health coverage options may be limited for undocumented immigrants,
many legal immigrants or citizens are eligible for affordable care options, but remain uninsured.
Individuals who are “eligible, but not enrolled” are the result of complicated immigrant
eligibility rules, lack of proper training of enrollment assisters and eligibility workers, and
misinformation among the immigrant community.22
Below are some key public health coverage options for both undocumented and legal immigrants
that may increase access to services for patients. They may also help provide additional revenue
for CHCs whose patients are immigrants.
Programs available regardless of status
The Personal Responsibility Work Opportunity Reform Act of 1996 (PRWORA) severely
restricted eligibility for "federal public benefits,” including Medicaid, for both undocumented
and lawfully present immigrants.23 However, there are four exceptions to the restrictions, listed
below, where programs can be provided to a broader group of immigrants. While there is no
exhaustive list of programs that are available regardless of status, as long as a program or service
meets one of the following four exceptions, they are available to individuals regardless of
immigration status. Examples of current programs that are available regardless of immigration
status that fall within each exception are listed below.
1) Services or programs that were explicitly exempted from the PRWORA;24




Emergency Medicaid
Public health assistance for immunizations and treatment of symptoms of
communicable diseases “whether or not such symptoms are caused by a
communicable disease”
“Short-term, non-cash, in-kind emergency disaster relief”

2) Services or programs that are not designated as a “federal public benefit” subject to the
1996 restrictions; 25







Community health centers or hospitals
Family planning services
Early Breast Cancer Detection
Women Infants and Children (WIC)
School lunch and breakfast
Charity care or financial assistance

3) State or locally funded services or programs;



Healthy San Francisco
Illinois’ All Kids program
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California’s Children’s Health Initiatives (CHIs) (a.k.a., Healthy Kids)(funded by
tobacco tax)

4) Services, programs, or assistance that are provided at the community level or are
needed to “protect life and safety” as designated by the U.S. Attorney General; 26







Community food banks, soup kitchens
Short-term shelter or housing assistance for
homeless persons or runaway, abused, or
abandoned children
Crisis counseling and intervention programs
Treatment of mental illness and substance
abuse
Child protection, adult protective services,
violence and abuse preventions
Senior nutrition programs such as Meals on
Wheels, and other nutritional services for
persons requiring special assistance

Complaints of discrimination
based on national origin, such as
being restricted from programs
that should be available to
everyone, can be filed with
HHS’ Office of Civil Rights by
any individual or entity.

Private Health Insurance
Immigrants who are “lawfully present” can buy health insurance and obtain premium tax credits
through the ACA’s marketplaces without any waiting periods, unlike in Medicaid.27 In addition,
an undocumented parent can apply for health insurance and premium tax credits through the
marketplace on behalf of eligible family members if the family otherwise qualifies and the parent
agrees to file taxes.28
Although the health insurance marketplaces created under the ACA require proof of citizenship
or immigration status, there are no similar restrictions on the purchase of private health insurance
that is sold outside the marketplace.29

Medicaid and Children’s Health Insurance Program (CHIP)
Medicaid and CHIP are federal health coverage programs available to low to middle income
individuals who meet certain eligibility criteria. To qualify for CHIP or non-emergency
Medicaid, immigrants must also have an immigration status that is listed under the federal
definition of "qualified" immigrant and must wait five years before they can apply.30
States can expand coverage, with federal funding, to a broader group of immigrants by electing
the state options to provide prenatal care under CHIP to pregnant women regardless of status and
non-emergency Medicaid and CHIP to “lawfully residing” immigrant children and pregnant
women without a five year waiting period.31 Currently, fifteen states provide prenatal care to
pregnant women regardless of status and twenty eight states cover immigrant children and
women without a waiting period.32
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Emergency Medicaid
If they meet all other Medicaid eligibility criteria, undocumented immigrants as well as legal
immigrants who are “qualified” and in their five year waiting period or who are “not qualified”
for non-emergency Medicaid are eligible for emergency Medicaid.33 Under Emergency
Medicaid, providers must screen potentially eligible individuals and bill Medicaid for services
rendered to treat an “emergency medical condition, defined as:
“a medical condition (including emergency labor and delivery) manifesting itself by acute
symptoms of sufficient severity (including severe pain) such that the absence of immediate
medical attention could reasonably be expected to result in:
(A) placing the patient’s health in serious jeopardy,
(B) serious impairment to bodily functions, or
(C) serious dysfunction of any bodily organ or part.”34
Because there must be a “sudden onset” of the original emergency condition for treatment to be
reimbursable under Emergency Medicaid, preventative care or medications are not covered.35
However, services need not be performed in a hospital emergency department to be covered.
Any treatment needed to prevent “serious impairment” or damage to a “bodily organ or part,”
whether inpatient or outpatient care, should be covered under Emergency Medicaid. For
example, in some states, dialysis treatment performed by an outpatient dialysis center is billed to
and paid for by Emergency Medicaid.
Note that Emergency Medicaid may cover treatment beyond what may be required under the
Emergency Medical Treatment & Labor Act (EMTALA).36 EMTALA requires services to be
provided to the point where the patient is stabilized, but Emergency Medicaid may cover
additional procedures, such as surgery, if medically necessary to treat the underlying emergency
medical condition so that the patient’s health is no longer in jeopardy.
Section III. Best practices
Below are suggested best practices for CHCs and LHDs with patient populations that include
immigrants and immigrant family members to help ensure linguistic and culturally competent
care and identifying potential revenue sources for uninsured immigrants.
1. Educate and outreach to immigrant communities to allay fears and encourage the use
of all available public health services.


Develop culturally and linguistically appropriate outreach and education to patients to
educate them about health services and programs for which immigrants are eligible or that
are available regardless of status.37
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o For example, use trusted messengers or trusted health educators in outreach and
enrollment efforts. For example, the Promotoras de Salud model of health educators
is an example of an effective approach in reaching Hispanic immigrants as the
educators themselves are immigrants and live in the communities they educate.38
Develop consumer friendly materials that directly address immigrants’ fears about public
charge, reporting of their information to immigration authorities and other myths that can be
dispelled through education.
Educate immigration attorneys in the community that they should not be deterring
immigrants from seeking care, as health is not a public charge.

2. Assess and train clinic staff, enrollment assisters, and providers to address gaps in
knowledge about immigrants.
 As a precursor to training, conduct an informal survey of staff and patients about their
perceived beliefs and understanding of immigrants’ eligibility for health services and barriers
to seeking care. Develop training and materials that specifically address common concerns or
misinformation.
 Work with a local consumer health or immigrant rights’ advocacy group to develop a training
curriculum about the different health programs and services for which immigrants may be
eligible.
 Provide training regarding immigrants’ eligibility for programs to enrollment assisters, all
clinic staff (including at the front desk), as well as providers, who are often most trusted by
immigrants.
 Connect patients to a health consumer ombudsman or advocacy group in the community.
Immigrants may need additional help applying for coverage as they are often incorrectly
denied coverage because eligibility workers often misunderstand or misapply immigrant
eligibility rules or information is not translated.
3. Review current forms or applications to make sure only necessary information is
requested to avoid deterring immigrant patients from applying or seeking care.
 Review what information is being collected from patients at what point in the process and
determine if it is absolutely necessary. For example, requesting an SSN or immigration status
is not relevant for treatment purposes and thus is not needed on
an initial intake form, but may be requested at the time of
collecting payment as an optional question.
 Do not request or require a SSN or immigration status for health
U.S. Department of Health
programs that are available regardless of immigration status,
and Human Services’ Office
such as services at FQHCs, public health treatments, Emergency
of Civil Rights provides
Medicaid, or family planning services. If existing intake or
Model Notices of Privacy
admission forms request an SSN and immigration status,
Practices (in Spanish and
consider deleting the questions, or at a minimum, clearly
English) to help inform
indicate on the form that those questions are optional.
patients of how their
 Inform patients that information about other family members is
information will be used.
not required on admission forms for treatment purposes, with
the exception of a minor child needing a parent or guardian to
provide consent.
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When assisting families apply for health coverage, make clear that the immigration status and
an SSN are needed only for those family members applying for coverage, not for everyone in
the household. Ensure that on any state or federal application for health coverage that the
request for SSN is marked optional and there is an explanation as to how the SSN will be
used. 39

4. Strengthen privacy policies regarding patient information as well as access to facilities.
 Review and ensure compliance with state privacy laws that may be stricter than what is
required under The Health Insurance Privacy and Portability Act (HIPPA).40
o For example, in California, medical information is protected from disclosure for
marketing purposes by providers as well as insurance companies, and health care
facilities are subject to fines for privacy violations.41
 Reassure patients that information they provide on an application will not be shared for
immigration enforcement purposes.
o For example, provide a copy of the October 2013 ICE memo (see earlier text box)
that informs immigrants it is safe for them to apply.
 To protect against immigration enforcement action at CHCs or LHDs:
o Partner with an immigration attorney in the community for referrals and legal advice.
o Educate immigrant patients about their right to remain silent and avoid incriminating
statements.
o Train staff to not provide verbal or written information about patients without a
warrant.
o Do not consent to a search of the premises without a warrant. Only public areas are
searchable by law enforcement without a warrant.
o Designate areas of the CHC or LHD as private and public, including the waiting
room.
5. Increase screening and use of Emergency Medicaid for outpatient services.
 Work with the state Medicaid agency on improving and simplifying billing of Emergency
Medicaid services.
o Request your state’s Medicaid agency to allow pre-qualification of Emergency
Medicaid.42
o Ensure the state Medicaid agency permits outpatient providers, clinics, health centers
and public health departments to bill for emergency services under Emergency
Medicaid and that it does not limit billing to only inpatient providers.
 Train enrollment assisters and billing staff about the availability of Emergency Medicaid for
both legal and undocumented immigrants.
 Make clear that the requirements for treatment under Emergency Medicaid are broader than
what may be required by EMTALA.
 Develop a form that explains the definition of “emergency medical condition” and would
allow practioners to easily document why a prescribed treatment falls within the definition.
The form could be used as supporting document when filing an Emergency Medicaid claim.
6. Increase cultural competence and language access capacity.
 Hire bilingual and bicultural staff.
 Provide initial and ongoing training to volunteer interpreters.43
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Do not allow family members to act as interpreters. If an interpreter is not available, inform
the patient of his/her right to an interpreter and require consent to allowing a family member
or friend to serve as an interpreter.
Do not allow minor children to serve as interpreter, even with the patient’s consent.
Educate administrative and legal staff about the benefits of language access for risk
management and reducing potential tort liability.
Create an on-line repository of sample forms, privacy practices, and translated materials for
patients that can be shared among CHCs, LHDs, and hospitals.
For other best practices on medical interpretation, read National Standards Of Practice For
Interpreters In Health Care, National Council on Interpreting in Health Care, September
2005.

Conclusion
Individuals with diverse immigrant backgrounds make up a growing percent of patients seeking
care at CHCs and LHDs across the nation. Many immigrants are eligible for Medicaid, CHIP or
private insurance through the ACA’s marketplaces but may be unaware or reluctant to apply for
coverage, or may face barriers in the application process. There are also many federal or state
programs that are available regardless of immigration status that can provide access to health and
social services to legal and undocumented immigrants. CHCs and LHDs that adopt best
practices for serving immigrant patients will not only improve quality of care and health
outcomes for these patients, but can increase revenue by connecting eligible immigrants to
affordable care options.
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