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As you are aware, the Senate proposed and passed a new LIP model based on the coverage 
expansion outlined in the FHIX program. Earlier this week in her testimony before our 
Committee on Ethics and Elections, AHCA Secretary Liz Dudek indicated our Senate plan 
would be the model the agency submits to CMS on behalf of the State of Florida.  
 
Unfortunately, at this juncture, we do not know when the plan will be formally submitted as a 
waiver application. Additionally, CMS is under no obligation to respond to Florida’s application 
by any particular deadline.  
 
Considering this uncertainty surrounding critical health care issues, I have asked Chair Lee to 
utilize the first portion of the final meeting of our Committee on Appropriations, scheduled for 
Tuesday, April 21, at 10:00 a.m. to host a workshop during which all Senators will have the 
opportunity to hear from our Senate professional staff about potential funding scenarios and 
implications for their constituents.  
  
The workshop will also include a brief history and summary of the issues surrounding the 
discussion on LIP and Medicaid, as well as background on the Senate’s comprehensive plan for 
Medicaid Sustainability. We will include time for public testimony to enable Senators to hear 
from the people who will be impacted by our decisions on these issues.  
 
I encourage all Senators to make this workshop a priority and look forward to seeing you there.  
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Problem and Solution Matrix

Funding Coverage

LIP1

 $2.1 billion total funding

 $1.5 billion in net payments to hospitals

 Targeted support for critical facilities and services

 Statewide benefit from local partnerships

 Supports access for Medicaid enrollees by 
compensating for reimbursement shortfalls

 Supports specialized services such at trauma care, 
rural hospitals, hospital-based primary care systems

 Supports services provided to uninsured patients, i.e. 
uncompensated care 

Expansion2

 100% federal funding through CY 2016

 Estimated $3 billion federal funding in FY 2015-16

 Savings available from phase out of Medically Needy 
(estimated $400 m)

 951,826 estimated eligible

 834,674 estimated enrollees

1 Navigant, Study of Hospital Funding and Payment Methodologies for Florida Medicaid (January 2015)., p.26: “We do not believe that a 
decision to expand Medicaid in Florida would be sufficient as a full replacement of the LIP program.”
2Ibid., p. 201: “However, expansion would not replace the portion of the LIP program funding the difference between Medicaid payments 
and hospitals’ costs to treat Medicaid recipients.”



 

History of LIP and IGT Funding 

• Initiated in 2006 as part of the Medicaid reform pilot launched by Governor Jeb Bush;  

o LIP modified and expanded a previous supplemental hospital payment system known as UPL (upper 
payment limit); UPL accounted for approximately $631 m in annual hospital payments prior to Medicaid 
reform. 

o UPL refers to the maximum amount Medicaid can pay a provider, which is the Medicare payment level; 
since Medicaid pays less than Medicare, the federal government allows supplemental payments to 
providers up to the UPL. 

o Supplemental payments are only allowed in fee-for-service systems;  

o Florida’s expansion of managed care means that special permission (waiver) is needed to continue 
supplemental payments.  

• CMS initially authorized up to $1 B in annual supplemental payments to providers: 

o Supplemental payments are made in quarterly lump sum distributions to qualified providers; 

o LIP supplemental payments are not linked to specific services or specific patients like claims-based 
reimbursement; providers qualify for LIP based on special criteria or policies. 

o Florida’s LIP program uses several policy criteria used to allocate payments in various silos; 

• IGT funding is used not only for LIP, but also to increase hospital rates for 130 of the state’s 225 hospitals 

o IGTs are repaid through LIP, but some are used to fund automatic (or policy-based) rate enhancements 

o Between 2008-2014, Florida allowed self-funded rate enhancements 

 During this period, these payments grew from about $30 m in payments for less than a dozen 
hospitals to almost $1b for 80 hospitals 

 Self-funded rate enhancements are not compatible with managed care because the donor 
cannot be certain of earning back the donation and the price differential discourages use of 
hospitals with higher rates. 

• In 2014-15, CMS gave Florida 1 year for an increase in LIP to give transitional support to hospitals 

o The 1-year authority allowed LIP to increase from $1 billion to $2.1 billion; 

o Approximately $967 m of this increase replaced previously “self-funded” rate increases. 

o Funding for physicians affiliated with medical schools ($204 M) constituted the remaining amount of the 
one-year increase 

• Though primarily used as a way to fund hospitals, LIP payments are also made to other providers 

o LIP funds FQHCs and health departments, primary care initiatives, premium assistance programs in two 
counties, emergency room diversion, and poison control centers; 

o LIP payments to non-hospital providers totaled $321 m in FY 2014-15 

 

 



LIP and IGT Basics 
 

Low Income Pool (LIP) 
Payment Method 

Intergovernmental Transfers (IGTs) 
Financing Method 

Waiver required: 
• To make provider payments outside of 

capitation; 
• Waivers are not subject to specific federal rules; 
• Federal policies have been inconsistent over time 

and for different states; 
• No time limits on negotiations. 

Federal requirements: 
• Must come from public sources; 
• Payments can’t exceed costs; 
• No hold harmless provisions or practices. 

Florida LIP structure: 
• Used primarily to repay IGT donors; 
• Policy silos: 

o Special LIP (six categories including rural, 
trauma, primary care, etc) 

o LIP 4 = financing silo (8.5% ROI) 
o LIP 6 = replacement for self-funded rates 

($964 m) 
o LIP 7 = new silo in 2015 Senate plan 
o Provider Access Systems (PAS) = funding for 

health departments, FQHCs, etc. ($117 m) 
o Physician UPL = supplemental payments for 

medical schools ($204 m) 
• Because LIP repays IGTs, these sources are also 

available to fund Disproportionate Share Hospital 
(DSH) and enhanced rates: 
o DSH funding = $239 m in hospital payments; 
o IGT funded rate enhancements = $797 m 

Local requirements: 
• Sources must be local taxes or other public 

revenue. 
• Fiduciary responsibilities to local taxpayers 

prohibit donations that do not yield a net benefit. 

Without LIP supplemental payments 
• Net benefits cannot be guaranteed to donors and 

without these guarantees, donations may not 
continue. 

• Payments can only be made through rates; 
o Base rate increases benefit all hospitals; 
o Facility adjusters can be used to benefit 

selected hospitals. 
• Differential rates drive patients to lower cost 

hospitals in a managed care environment. 

Without IGTs 
• Hospital payments are reduced by $1.3 b or 15% 

below current levels; hospital payments currently 
average 49% of costs. 

• Federal approval of hospital rates may be 
withheld if the rates are not “adequate”. 

• Lower hospital rates reduce managed care 
capitation rates. 

• Below-market funding of hospital rates may 
cause capitation rates to fall below actuarially 
sound levels. 

• Continuation of statewide managed care 
depends on actuarially sound rates. 

Spending Alternatives 
• Allow hospital payments to be reduced. 
• Maintain current levels with other funds. 
• Mitigate reductions with other funds. 

Funding Alternatives 
• GR, through allocations and reprioritizations 
• Provider assessments 

 

 



Parameters for LIP and IGTs 

 

Problem Statement 
Without federal approval for LIP payments, Medicaid payments to Florida 

hospitals will be reduced by $1.3 b or 15% of current levels. 
 

• Hospital payments 
o Federal regulations require provider payment rates to be “adequate”. 
o State capitation rates must be “actuarially sound” enabling the managed care organization to pay 

providers at market-based rates. 
o Based on the Navigant study, Florida Medicaid payments to hospitals currently constitute, on average, 

just 49% of the costs for Medicaid and uncompensated care. 
o The pay to cost ratios range from a high of 55% (for 104 hospitals that contribute IGTs and receive 

related payments) to 22% of costs for 88 non-IGT hospitals. 
o The 104 IGT-hospitals account for 70% of Medicaid hospital claims. 

• Net payments 
o 139 hospitals receive $1.6 B in net benefit from LIP/IGT related payments. 
o Nets range from $115,634 (Sacred Heart, Gulf Coast) to $270 M for Jackson Memorial 
o $679 m in state funds are needed to sustain these nets without IGTs. 
o If only 60% of the net benefits are preserved, $407 M in state funds are required. 
o 23 hospitals receive more than $15 M in net benefits; $497 M in state funds are required to sustain nets 

for these 23 hospitals. 
• Payment methods 

o Claims-based payments are made either directly as fees for services (FFS) or through managed care 
organizations 

o Supplemental payments require a waiver; supplemental payments are the only way to ensure net 
benefits remain proportionate to prior payments. 

o Payments to providers made as part of an approved rate structure do not require a waiver. 
o States have considerable flexibility in setting provider rates; rates can be enhanced for all hospitals 

when the base is increased or for certain hospitals when facility adjusters are used. 
o Facility adjusters that increase the difference in payment levels for some hospitals can negatively affect 

use of that hospital in a managed care environment. 
• Funding sources 

o Since 1986, a variety of policies have replaced state GR in hospital payments with funds from other 
sources; currently, state GR constitutes only 37% of the state share of Medicaid payments to hospitals. 

o IGTs are voluntary donations and their availability depends on incentives to the donors. 
o GR is only available depending on other state spending priorities. 
o Provider assessments (PMATF): could be used to replace IGTs or as a transition to more GR. 

• Beneficiaries 
o Old LIP/IGT primarily benefits public hospitals 
o Senate LIP plan extends benefits (through increases in base DRG rates) to almost all hospitals 
o Amount of GR required to replace IGTs is lowered marginally by limiting number of beneficiaries or 

limiting degree of benefit 



 Florida Health Insurance Affordability Exchange (FHIX) Program 

Florida 
Medicaid 
Background 

o The Medicaid program is a partnership between the federal and state governments to 
provide medical care to low income children and disabled persons.  

o Florida Medicaid is administered by the Agency for Health Care Administration (AHCA) 
and is financed with federal and state funds. The Department of Children and Families 
(DCF) determines eligibility for the Medicaid program and transmits that information to 
the AHCA. The AHCA is designated as the single state Medicaid agency and has the lead 
responsibility for the overall program.  

o Over 3.7 million Floridians are currently enrolled in Medicaid and the program’s 
estimated expenditures for the 2014-2015 fiscal year are $23.4 billion. The federal 
government currently pays 59.56% of the costs of Medicaid services with the state 
paying 40.44%. Florida has the fourth largest Medicaid program in the country.  

o Medicaid currently covers:  
 20% of Florida’s population;  
 27% of Florida’s children; 
 62.2% of Florida’s births;  
 69% of Florida’s nursing homes days. 

 

FHIX Program 
Principals 

The FHIX program is a consumer-driven approach to providing high-quality, affordable health 
care coverage while promoting personal responsibility.  FHIX participants will have access to a 
state-operated marketplace to shop and select coverage, services and products. The FHIX 
Program is based on the following principals: 

• Fair Value; 
• Consumer Choice; 
• Simplicity; 
• Portability; 
• Promotes Employment; 
• Consumer Empowerment; and 
• Risk adjustment. 

Coverage 
Population & 
Eligibility 
Requirements 

o The FHIX program will extend coverage to an estimated 800,000 low-income Floridians. 
o Applicant must be a Florida resident between ages of 19-64. 
o The expanded population will include individuals whose income is at or below 133% of 

the Federal Poverty Level (FPL). 
 Individuals who earn an annual income up to $16,000; or  
 Parents who earn up to an annual income of $33,000 for a family of four.  

Products & 
Services 

o All Florida Health Choices Program products and services; 
o All Medicaid Managed Care plans; 
o All products offered by Florida Healthy Kids Corporation; and 
o Employer sponsored plans. 

Responsibilities 
of Participants 

o Cost-Sharing Principles: 
 Participants must make mandatory monthly premium payments ranging from $3-

$25 based on their income to maintain health benefits coverage on the FHIX 
marketplace.   

 Participants may be charged for inappropriate use of emergency room visits up 
to $25.  

o Employment Requirements: 
 Participants are required to complete an initial application for coverage which 

includes proof of employment, on-the-job training or placement activities, or 
pursuit of educational opportunities and will submit a renewal annually. 



 Florida Health Insurance Affordability Exchange (FHIX) Program 

Application for 
Benefits 

o To enroll in the FHIX program, applicants will apply using the same process used today 
for Medicaid eligibility through the Department of Children and Families (DCF). The DCF 
is responsible for processing applications, determining eligibility and transmitting 
information to the AHCA or the corporation, depending on the phase on each applicant’s 
eligibility status. An application is only deemed complete when it has met all of the 
requirements under participant responsibilities. 

Implementation 

Implementation Activities 

Phase Start Date Activities 

Readiness Effective Date - 
Ongoing Based 
on Phase/Region 

• Implementation Activities.  
• AHCA will conduct a readiness review in consultation 

with the FHIX Workgroup. 

One July 1, 2015  • Enroll newly eligible, low-income, uninsured into 
Medicaid managed care plans. 

• Corporation readies for implementation of FHIX 
marketplace for Phase Two. 

• Healthy Kids prepares for customer service, financial 
support and choice counseling in Phase Two and 
Three. 

Two January 1, 2016* • Enroll newly eligible, low income, uninsured into 
FHIX. 

• Transition Phase One enrollees from MMA plans to 
FHIX by April 1, 2016. 

• Renew existing enrollees at annual enrollment date. 
• Healthy Kids prepares to transition enrollees to FHIX 

under Phase Three. 
Three July 1, 2016* • Enroll newly eligible, low income, uninsured into 

FHIX. 
• Renew existing enrollees at annual enrollment date. 
• Healthy Kids transitions enrollees to FHIX under 

Phase Three . 
*Phase Two implementation is contingent upon federal approval 

 

Estimated 
Fiscal 

 

o The expansion is fully funded by the federal government for calendar years 2015 and 2016. 
o States must begin covering a portion of the adult expansion costs in 2017. 
o States are required to contribute 10% of the adult expansion costs beginning in 2020. 
 
o Estimated FHIX program costs: 

 Year 1:  $2.8 billion from the federal government to cover 100% of costs for 
coverage of expanded adult population; $9.6 million from state  

 Year 2:  $3.7 billion from the federal government to cover 95% of costs for 
coverage of expanded adult population; $118.5 million from state 

 

 



Federal Requirements for 1115 Waiver Application  

Public Document 
Notice 

• AHCA must publish a Public Document Notice and include 
a comprehensive description of the 1115 Waiver  

• Application to notify and solicit public input must be 
available for a 30-day period before submission.  

Notify Indian Tribes  
• AHCA must notify the Seminole Indian Tribe and the 

Miccosukee Tribe through written correspondence to 
request input on the amendment request.   

Public Meetings 

• AHCA must publish public notices for at least two public 
meetings in the Florida Administrative Register (FAR).   

• AHCA must post the public meeting schedule including 
dates, times and locations as well as the public notice 
document for the 1115 Waiver Application on the agency’s 
home webpage. 

Submission of 1115 
Waiver Application 

• After 30 days of public input, AHCA may formally submit 
the 1115 Waiver Application to CMS for consideration.   

• There are no requirements or deadlines for CMS to 
respond to Florida’s 1115 Waiver Application once it is 
submitted.  

 



History of Medicaid Reform Waivers 
 

Florida Action Key Dates CMS Action and Date 

Medicaid Reform 
waiver 

1. Discussions/meetings:  
November, 2004 

2. Concept paper:  
January, 2005 

3. Formal application:  
August 30, 2005 

Approval: October 19, 2005 

First Renewal for 
Medicaid Reform 
Pilot 

1. SB 1484 directs AHCA to seek extension: 
April 30, 2010 

2. Formal application:  
June 30, 2010 

3. Respond to questions 
January 11, 2011 

4. Gov. Scott letter requesting approval 
January 31, 2011 

5. Letters requesting temporary extension 
June 20, 2011 
July 29, 2011 
August 12, 2011 
August 31, 2011 
September 13, 2011 
September 29, 2011 
October 12, 2011 
October 26, 2011 
November 10, 2011 
November 22, 2011 

Letter advising state of change in review authority: 
August 17, 2010 

 
Written questions: December 16, 2010 

 
Letters approving temporary extensions: 

June 28, 2011 
July 29, 2011 

August 31, 2011 
September 15, 2011 
September 30, 2011 

October 14, 2011 
October 31, 2011 

November 14, 2011 
November 29, 2011 

 
Approval:  

December 15, 2011 

Amendment to 
allow statewide 
expansion 

1. Letter advising of intent to expand: 
March 29, 2011 

2. Formal application:  
August 1, 2011 

3. Written responses to questions 
April 13, 2012 

4. Quality improvement strategies and implementation 
plan submitted: 

September/October, 2012 

Letter requesting more information:  
April 28, 2011 

Informal questions:  
January 3, 2012 

Letter of agreement in principle:  
February 20, 2013 

Approval:  
June 14, 2013 

Application for 
second 3-Year 
Extension 

1. Formal application:  
November 27, 2013 

 

Letter memorializing agreements:  
April, 2014 
Approval:  

August 1, 2014 

Request for LIP 
authority 

1. Navigant report submitted: 
January 15, 2015 

2. In-person meetings and phone calls: 
January 20, 2015 

3. Gov. Scott letter saying no state funds for backfill: 
March 4, 2015 

4. Senate plan informally presented by AHCA: 
March 26, 2015 

5. Email indicating Senate plan is formal proposal: 
April 13, 2015 

6. Formal application: 
April 20, 2015 (subject to 30 day public notice) 

Letter with guidance for LIP proposal 
April 14, 2015 
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AHCA Submits Senate’s LIP Model to Amend 1115 Medicaid Waiver 
- Amendment would request $2.167 billion for a redesigned Low Income Pool program - 

 
Tallahassee, FL – Today the Agency for Health Care Administration (Agency) sent the Senate 
Low Income Pool (LIP) proposal as an amendment to the 1115 Managed Medical Assistance 
Waiver which would extend the LIP program through June 30, 2017. Additional information 
from the public comment period will be submitted upon the conclusion of the public meetings 
scheduled for April 29th in Orlando, April 30th in Miami and May 1st in Tallahassee.  

Secretary Liz Dudek said, “We are submitting the Florida Senate’s LIP model to CMS today in 
hopes that they will quickly grant us approval or give us any feedback to continue supporting 
uncompensated care for low income Floridians. We are expediting our submission of this LIP 
model in order to help CMS speed up their decision. CMS knows that our budget depends on 
their rapid response to this model. After the federally required public comment period has 
concluded, the agency will compile the public comments, along with any needed adjustments 
and send them to CMS.” 

The LIP proposal shares some characteristics with the existing program but has been redesigned 
in key areas to support federal and state goals. The redesigned program built off of the Florida 
Senate’s LIP model: 
 

o Has a total funding level of $2.167 billion (including state, local and federal 
funds) 

o Includes restructured hospital distributions to more broadly distribute funding and 
encourage access for vulnerable populations 

o Maintains funding for Florida medical schools 
o Maintains funding to Florida’s County Health Departments (CHD) and Federally 

Qualified Health Centers (FQHCs) to encourage primary care 
o Includes enhanced reporting of LIP activities and fund flows to improve 

transparency 
 
Below is the process to submit a formal request for 1115 waiver amendment to the Centers for 
Medicare and Medicaid Services (CMS):  
 

Notify Tribes: The Agency has sent correspondence to the Seminole Tribe and the 
Miccosukee Tribe on April 20, 2015 requesting input on the amendment request. 
 

 

Facebook .com/AHCAFlor ida 
Youtube.com/AHCAFlor i da  

Twi t te r . com/AHCA_FL  
S l ideShare.net /AHCAFlo r ida  

 

2727 Mahan Dr i ve  •  Mai l  S top #2  
Ta l lahassee,  FL  32308 
AHCA.MyFlor i da.com 
 

mailto:AHCACommunications@ahca.myflorida.com


Public Meetings:  The Agency published public notices for three public meetings in the 
Florida Administrative Register (FAR).  
  

o April 29, 2015 in Orlando, 
 As required, during the April 29, 2015 meeting in Orlando, the Agency 

will be asking for input on this amendment request from the members of 
the Medical Care Advisory Committee, and the public at large 

o April 30, 2015 in Miami, and  
o May 1, 2015 in Tallahassee 

 
Public Comment Period:   
 

o Posted the Public Notice Document Amendment Request, today, April 20, 2015, 
on the Agency’s website (LINK) 

o The Public comment period will run for thirty days, beginning on April 21, 2015 
through May 22, 2015. 
 

 

The Agency for Health Care Administration is committed to better health care for all Floridians. The 
Agency administers Florida’s Medicaid program, licenses and regulates more than 45,000 health care 
facilities and 34 health maintenance organizations, and publishes health care data and statistics at 
FloridaHealthFinder.gov. For more information about the health information exchange, please visit 
http://www.fhin.net/ or https://www.florida-hie.net.  

# # # 

 
 

 

http://www.fhin.net/
http://click.icptrack.com/icp/relay.php?r=15132375&msgid=611075&act=ESTS&c=227375&destination=https%3A%2F%2Fwww.florida-hie.net%2F


FL Senate Appropriations ● History of LIP Program ● 4/21/2015
©2015 Navigant Consulting, Inc.  
Confidential and proprietary. Do not distribute or copy.

©2015 Navigant Consulting, Inc. All rights reserved. Navigant Consulting is not a certified public accounting firm and does not provide audit, attest, or public accounting services. See navigant.com/licensing for a complete 
listing of private investigator licenses. Investment banking, private placement, merger, acquisition and divestiture services offered through Navigant Capital Advisors, LLC., Member FINRA/SIPC.

SEE HOW FAR IMPACT CAN REACH.
SOLUTIONS THAT CREATE HIGH-PERFORMING HEALTHCARE ORGANIZATIONS

Hospital Reimbursement Levels from 
Florida Medicaid
April 21, 2015
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Current Medicaid Hospital Reimbursement Levels
Distribution of LIP Payments – 2014/15

Hospital rates are outside of the LIP program, but the LIP program provides a 
108.5% guaranteed return on IGTs contributed to fund rate enhancements.
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Current Medicaid Hospital Reimbursement Levels
Distribution of Florida Medicaid Hospital Payments – 2014/15

For hospitals, payments through the LIP program constitute a significant portion of 
overall reimbursement.
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Current Medicaid Hospital Reimbursement Levels
Pay-to-Cost Ratios with and without LIP – 2012/13

The “Without LIP and Rate Enhancement” values assume IGT funds previously 
contributed to Medicaid would be paid to the hospitals by the county governments.
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Current Medicaid Hospital Reimbursement Levels
Pay-to-Cost Ratios with and without LIP – 2012/13

The “Without LIP and Rate Enhancement” values assume IGT funds previously 
contributed to Medicaid would be paid to the hospitals by the county governments.
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Questions?

Questions
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1 Executive Summary 

1.1 Background 

Since the approval of its Medicaid Reform 1115 Waiver in 2005, the State of Florida has 

significantly expanded its Medicaid managed care program, representing a major transition 

from traditional Medicaid fee-for-service payment.  During 2014, this Medicaid managed care 

transition was accelerated and included rollout of mandatory managed care enrollment for 

nearly all Medicaid recipients throughout the state.  In contrast to state fiscal year (SFY) 2005/06, 

when managed care payments comprised approximately 13 percent of Medicaid payments, the 

Florida Agency for Health Care Administration (AHCA) estimates that by SFY 2015/16, 85 

percent of all Florida Medicaid recipients will be enrolled in managed care plans and 65 percent 

of Medicaid payments will be made for services provided to recipients enrolled in Medicaid 

managed care.   

 

Prior to the Medicaid Reform waiver, Florida Medicaid distributed payments annually 

(approximately $660 million in SFY 2005/06) to hospitals in the form of supplemental payments.  

These payments were made through the Upper Payment Limit (UPL) program which allows 

supplemental payments to be made to a Medicaid provider based on the difference between the 

amount paid in standard payment rates and a maximum amount referred to as the “Upper 

Payment Limit.”  However, federal regulations specify that standard UPL payments are 

allowed only for services provided through a traditional Medicaid fee-for-service program, and 

not through managed care.  As such, the transition from fee-for-service to managed care had the 

potential to significantly reduce the amount of funds Florida Medicaid could pay to providers 

through supplemental payments because of standard (non-waiver) federal regulations related 

to Medicaid supplemental payments.  In other words, the transition from fee-for-service to 

managed care made it necessary for Florida Medicaid to find another way to continue making 

these supplemental payments.   

 

To enable continued supplemental payments with the transition to Medicaid managed care, a 

new program was defined within the 2005 1115 demonstration waiver called the Low Income 

Pool (LIP) program.  The LIP program was “established to ensure continued government 

support for the provision of health care services to Medicaid, underinsured and uninsured 

populations.”1  As originally defined, the LIP program was limited to $1 billion in total 

payments each year.  In addition to replacing the UPL supplemental payment program, the LIP 

program increased total annually dispersed funds by approximately $300 million and increased 

the list of providers available to receive supplemental payments.  Under the former UPL 

program, supplemental payments were only made to acute care hospitals.  In contrast under the 

LIP program, supplemental payments could be made to a variety of provider types and in 

practice have been made to acute care hospitals, Federally Qualified Health Centers (FQHCs) 

and Community Health Departments (CHDs).   

                                                      
1 Centers for Medicare and Medicaid Services, Special Terms and Conditions for Florida Medicaid Reform Section 1115 

Demonstration, Document number 11-W-00206/4, (2005). 
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The LIP program has been an approved component of the State’s 1115 demonstration waiver 

through June 30, 2014.  In 2014, when the mandatory Medicaid managed care portion of the 

waiver was renewed for an additional three years, the LIP program was only renewed for one 

more year.  Included in this one-year renewal was a shift of self-funded IGT rate enhancements 

(totaling $963 million annually) and the teaching physician supplement payment program 

(totaling $204 million annually) into the LIP program.  These funds transitioning into the LIP 

program were in addition to the traditional $1 billion cap previously available through LIP.  

Thus in this renewal year, SFY 2014/15, a total of nearly $2.2 billion will be distributed as 

supplemental payments through LIP.   

 

Also included in CMS’s Special Terms and Conditions (STCs) for the 2014 waiver renewal was a 

requirement for AHCA to contract with an independent consultant to conduct a review of the 

state’s funding and payment mechanisms.  The intent of this study is to suggest “sustainable, 

transparent, equitable, appropriate, accountable, and actuarially sound Medicaid payment 

systems and funding mechanisms that will ensure quality health care services to Florida’s 

Medicaid beneficiaries throughout the state without the need for Low Income Pool (LIP) 

funding.”2 (emphasis added by Navigant)  To do this, the STC’s outlined several key 

requirements.  The report must: 

 

 Include detailed information on the historical methods of funding hospital payments, 

the interaction between state funded payments and provider funded payments, and 

describe the composition of payments, including base and supplemental payments. 

 

 Analyze the adequacy of current payment levels for Medicaid providers, and the 

adequacy, equity, accountability and sustainability of the state’s funding mechanisms 

for these payments.  The report must primarily focus on the types of providers 

supported by IGT or LIP funds. 

 

 Include an analysis of how future changes in Medicaid, including possible Medicaid 

expansion would affect Medicaid payment amounts and structure, including fee-for-

service payments, managed care, and LIP. 

 

 Recommend reforms to the Florida Medicaid financing system that can allow the state, 

beginning in state fiscal year 2015-2016, to move toward Medicaid fee-for-service and 

managed care payments to providers that ensure access and quality of care for Medicaid 

beneficiaries without the need for LIP funds.  These payments should be based on a 

rationalized, non-facility specific payment mechanism, which can be applicable to future 

changes in Medicaid including Medicaid expansion.  This type of rationalized payment 

                                                      
2 Centers for Medicare and Medicaid Services, Special Terms and Conditions for Florida Medicaid Reform Section 1115 

Demonstration, Document number 11-W-00206/4, (2014). 
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mechanism would not include payment based on facility specific costs or local tax 

revenue and would discontinue incentive payments through the LIP. 

 

In addition, the 2014 Legislature included proviso language in the 2014/15 General 

Appropriations Act stating additional requirements of the report including: 

 

 Identify federal regulations on the following: inter-governmental transfers (IGTs), 

including their sources, uses, and allowable repayment arrangements; supplemental 

hospital payments, including allowable types, purposes, and payees; and direct provider 

payments that are allowed within Medicaid programs that are based primarily on risk-

bearing managed care plans. 

 

 Identify other states’ uses of IGTs and supplemental hospital payments, including: 

arrangements for incenting or requiring IGTs; methods of payment, particularly in states 

with high managed care penetration; and specific federal waiver terms and conditions 

that apply to IGTs and supplemental hospital payments. 

 

AHCA engaged Navigant Consulting, Inc. (Navigant) to perform this study.  A draft of the 

resulting report is due to CMS no later than January 15, 2015 with the final report due March 1, 

2015.  

 

This study deals primarily with funding and payment made through the LIP program.  The vast 

majority of funds for the LIP program come from inter-governmental transfers (IGTs) made in 

the names of specific hospitals.  In addition, the vast majority of payments made through the 

LIP program are made to acute care hospitals.  As a result, the study has a very strong focus on 

Florida Medicaid hospital reimbursements and the funds gathered to enable those 

reimbursements.  In addition, the study considers hospital costs for care of uninsured and 

under-insured as well as Medicaid reimbursements for these patients which come from 

Disproportionate Share Hospital (DSH) payments and from a portion of payments made 

through the LIP program. 

1.2 Hospital Funding 

At a high level, funds that pass through a Medicaid program for payment for health care 

services for Medicaid recipients, the uninsured, and the underinsured, can be categorized as 

either “state share” or “federal share.”  For every dollar spent, a certain percentage of that dollar 

comes from the state share and the rest from the federal share.  For the State of Florida, the 

blended state share percentage has been in the low forties or high thirties over the last few 

years.  The federal share has been in the high fifties or low sixties over that same time period.  In 

state fiscal year 2014/15, for example, the state share percentage is 40.44 percent and the federal 

share percentage is 59.56 percent.  This means for every dollar spent by the Medicaid Agency in 

SFY 2014/15, 40.44 cents come from state resources and 59.56 cents come from federal resources.  

Another way to think of this is that $1.00 in state funds in SFY 2014/15 yields $2.47 in total funds 

for the Medicaid program (1 / 0.4044 = $2.47). 
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Prior to 1986, the entire state share of funds used for payments to hospitals under the Medicaid 

program came from state general revenue.  Starting in 1986 and continuing in subsequent years, 

a variety of legislation has been passed which has slowly reduced the percentage of the state 

share of hospital funding coming from general revenue and replaced that money with funds 

from other sources.  Those other sources are generated through a provider assessment and 

IGTs.  To a small degree, Florida Medicaid also utilizes certified public expenditures (CPEs).  

For a recent five year period, the percentages of funding for Florida Medicaid hospital 

reimbursement from each of the various sources are shown in Figure 1 below. 

 

 
Figure 1. Distribution of funding sources for state share of Medicaid hospital payments over the 

previous five years. 

 
 

Notes for Figure 1: 

1) The figure above includes funding for hospital fee-for-service rates, hospital managed 

care capitation rates, LIP supplemental payments and DSH supplemental payments.  

Medicare crossover claims, in which Medicare is the primary payer, are excluded.  

2) During these timeframes, the state portion of all funding for managed care capitation 

came from state general revenue.   
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3) Expenditures in SFY 2008/09 are understated because hospital managed care 

expenditures were not available for this year. 

 

1.2.1 General Revenue 

Funds coming from state general revenue offer Medicaid agencies significant flexibility in how 

provider reimbursements can be designed.  In addition, federal regulations require at least 40 

percent of funding for Medicaid programs come from state general revenue.  In the State of 

Florida, general revenue constitutes 61 percent, more than half, of the total state share when 

looking at the overall Medicaid program, including payment for all health care services, such as 

hospital, nursing home, physician, pharmacy, school programs, etc.  However specifically for 

hospital reimbursement, funds from general revenue constitute 37 percent, less than half, of the 

total state share.  In SFY 2012/13, general revenue contributed just over $1 billion towards 

funding Medicaid hospital reimbursements and $4.9 billion towards funding the entire 

Medicaid program, overall.3   

 

The state general revenue used to fund the Medicaid program is not spread evenly across the 

various types of providers and types of services offered to Medicaid recipients.  General 

revenue as a percentage of total state share varies by type of service anywhere from 100 percent 

of the funding at the high end of the range down to 23 percent at the low end of the range.  

General revenue funding for hospital services is at the low end of the range.  This can be seen in 

Figure 2 below. 

 

                                                      
3 Numbers generated from Florida Social Services Estimating Conference, August 2014, “Long-Term Medicaid Services 

and Expenditures Forecast,” plus AHCA reports of payments for hospital services provided to Medicaid recipients in 

managed care plans. 
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Figure 2. Percentage of state share from general revenue by type of service in SFY 2012/13. 

 
 

 

Specifically for hospital reimbursements, state general revenue is used primarily to fund 

inpatient and outpatient rates, distributed through fee-for-service claim payments, and to fund 

managed care capitation payments.  General revenue also funds very small portions of 

supplemental payments made within the LIP and DSH programs.   

1.2.2 Provider Assessment 

The provider assessment in Florida is referred to as the Public Medical Assistance Trust Fund 

(PMATF), and includes a 1.0 percent assessment of hospital outpatient net operating revenue 

and a 1.5 percent assessment of hospital inpatient net operating revenue.  This is a mandatory 

program, as defined in Florida statute.  In SFY 2012/13, nearly $470 million was collected 

through the PMATF program, which drew down over $641 million in federal matching funds, 

resulting in a total of $1.1 billion in funds available for Medicaid reimbursements.  These funds 

are combined with general revenue funds and used to reimburse hospitals through fee-for-

service claim rates and managed care capitation rates.   

 

In a majority of cases, the cost of the assessment is paid back to providers through an increase in 

the Medicaid reimbursement rate, but consistent with the federal redistributive and hold 

harmless provisions of health care-related tax programs, not all hospitals get back all that they 

were assessed.  Hospitals with very low Medicaid volume may not receive as much in increased 

rates as they paid out through the assessment. 
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1.2.3 Inter-Governmental Transfers 

Inter-governmental transfers (IGTs) are transfers of funds from a non-Medicaid governmental 

entity (e.g., counties, hospital taxing districts, providers operated by state or local government) 

to the Medicaid agency.  As long as the funds collected through IGTs are used in ways that 

comply with federal regulations, they may be used to draw down federal matching funds.  

“Federal policy regarding both the permissible sources of non-federal Medicaid expenditures 

and federal contributions toward those expenditures dates to Medicaid’s 1965 enactment.  Prior 

to 1965, health care services for low-income individuals were provided primarily through a 

patchwork of programs sponsored by state and local governments, charities, and community 

hospitals.  … While the administration of each state’s Medicaid program was required to be 

centralized at the state level, federal provisions allowed the pre-existing patchwork of programs 

to maintain primary responsibility for service delivery and non-federal financing of services 

that now qualified for federal payments.”4 

 

In Florida, IGTs are used to help fund hospital rate payments (inpatient and outpatient), the LIP 

program, the DSH program, and the physician supplemental payment program.  In SFY 

2014/15, for example, AHCA anticipates receiving a little over $1.3 billion5 in IGTs resulting in 

nearly $3.3 billion in reimbursements when combined with federal matching funds.  43 non-

Medicaid governmental entities are expected to contribute IGTs, and the State plans to spread 

these funds (along with related federal matching funds) across approximately 140 hospitals, 7 

medical schools, and 60 non-hospital facilities (primarily FQHCs and CHDs).   

 

Despite the significant sums of money and numbers of health care facilities benefiting from IGT 

funds, IGTs are optional contributions.  Generally, governmental agencies cannot be legally 

obligated to contribute IGTs towards the state Medicaid program.  To ensure continued 

contribution of IGT funds, payment methods are devised in ways that ensure a return on 

investment for funds contributed.  IGT contributors, most of which are county governments and 

hospital taxing districts, contribute money in the names of hospitals within their jurisdiction.  

Medicaid payment methods ensure payments to these named hospitals offer more value than 

would be afforded through keeping the funds within their local districts.  This is possible 

because of the fact that the IGT funds draw down federal matching funds resulting in enough 

total dollars to offer a return on investment to the named hospitals and still have additional 

funds available to distribute amongst other hospitals and some non-hospital providers.   

 

In previous years and in the current year (SFY 2014/15), IGTs fund nearly the entire state share 

of the traditional $1 billion LIP program and over 60 percent of the state share of the DSH 

program.  Prior to SFY 2014/15, IGTs also funded approximately 40 percent of fee-for-service 

claim payments and did not fund any managed care capitation payments.  Beginning in SFY 

                                                      
4 Medicaid and CHIP Payment and Access Commission (MACPAC), “Report to the Congress on Medicaid and CHIP,” 

(March 2012). 
5 The Florida Legislature, “Medicaid Hospital Funding Programs Fiscal Year 2014-2015 – Final Conference Report for House 

Bill 5001,” (April 29, 2014). 
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2014/15, these percentages changed.  Self-funded IGTs were moved from claim payments into 

the LIP program.  In addition, funds collected through IGTs for automatic rate enhancements 

now fund both fee-for-service rates and managed care capitation rates.  As a result of these 

changes, in SFY 2014/15 IGTs fund approximately 27 percent of hospital fee-for-service rates, 

and approximately 27 percent of the hospital portion of managed care capitation rates.  In 

addition, IGTs fund 100 percent of the state share of LIP-6, which was formerly known as self-

funded IGTs.  Also, beginning on January 1, 2014, IGTs fund the state share for the teaching 

physician supplemental payment program. 

 

The payment methods designed to incent contribution of IGTs have evolved over time to be 

relatively complicated within the State of Florida.  The payment methods are discussed in 

section 1.3 – Hospital Payments of the Executive Summary and discussed in greater detail in 

section 4.4 – Claim and Supplemental Payments.  It should be noted that, although the 

distribution of IGT funds benefits many health care facilities whose local governments do not 

contribute any IGTs, by far, greater financial benefit is provided to hospitals located in regions 

in which local government agencies are contributing IGTs.   

 

Not all IGTs are contributed by hospitals.  Many are contributed by local governmental 

agencies.  However, the IGTs contributed for the LIP program, automatic rate enhancements, 

and self-funded rate enhancements are all donated in the names of specific hospitals.  In this 

study, those IGTs are treated as donations from the named hospitals under the assumption that 

the local governments would find ways to contribute those funds directly to the named 

hospitals if they were not contributed as IGTs to the Medicaid agency.   

1.2.4 Certified Public Expenditures 

Certified public expenditures (CPEs) are expenditures made by a governmental entity, 

including a provider operated by state or local government, under the state’s approved 

Medicaid state plan, for health care services provided to Medicaid recipients.  The public 

provider of service certifies the uncompensated cost of services rendered to eligible individuals.  

The Medicaid agency records the certified expenditures and draws the Federal share of the 

expenditure from CMS.   

 

Florida Medicaid utilizes CPEs to help fund Medicaid payments for school-based services, 

hospital disproportionate share payments, and historically for physician supplemental 

payments.  In SFY 2012/13, CPEs comprised 100 percent of the state share of funding for school-

based Medicaid services, 34 percent of the state share for DSH payments and 100 percent of the 

state share for physician supplemental payments.  In terms of hospital reimbursements overall, 

CPEs comprised two percent of total state funding.  Beginning January 1, 2014, this percentage 

has dropped slightly as funding for the physician supplemental payment program has shifted 

from CPEs to IGTs.   
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1.3 Hospital Payments 

Payments to hospitals are generally made by the Florida Medicaid Agency in four forms, 1) 

claim payments for health care services provided to Medicaid fee-for-service recipients; 2) 

capitation payments to Medicaid managed care organizations, which in turn, pay hospitals for 

services provided to Medicaid managed care recipients; 3) quarterly supplemental payments 

determined through the LIP program; and 4) quarterly DSH payments determined through the 

DSH program.  Fee-for-service claim payments and Medicaid managed care capitation 

payments are both intended to compensate providers for services offered to recipients eligible 

for Medicaid health benefits.  In contrast, DSH payments are intended to compensate providers 

for costs associated with caring for a high proportion of uninsured or underinsured recipients 

(often referred to as “uncompensated care”).  Payments made through the LIP program are 

intended to compensate providers for both services offered to uninsured and underinsured 

recipients as well as help cover shortfalls between Medicaid payments and provider costs 

incurred from caring for Medicaid eligible recipients.   

 

Fee-for-service hospital claim payments and managed care capitation rates are funded through 

a combination of general revenue, provider assessment revenue, and automatic rate 

enhancement IGTs.  Payments made through the LIP program are funded almost entirely 

through IGTs.  Funding for the DSH program is a combination of IGTs and CPEs.  

 

As mentioned previously, Florida Medicaid has developed payment methods which ensure 

return on investment for contributors of IGTs.  This is done primarily in two ways.  First, all IGT 

funds collected for the traditional $1 billion LIP program and for automatic rate enhancements 

are summed together.  Hospitals in whose names these funds are contributed receive 

supplemental payments through the traditional $1 billion LIP program that equal 108.5 percent 

of the contribution amounts (8.5 percent return on investment).  This return on investment is 

documented within the LIP program as the “LIP Allocation Distribution,” and comprises a 

majority of the funds distributed through the traditional $1 billion LIP program.  For example in 

SFY 2012/13, $772 million was paid through the LIP Allocation Distribution, which meant only 

$228 million was available through the waiver program to fund safety net hospitals, 

uncompensated care, and various initiatives intended to improve the delivery of health care to 

Florida Medicaid recipients.  Thus, despite being a $1 billion program, only 23 percent of that 

money was made available for discretionary distribution.   

 

The second guaranteed return on investment occurs for LIP-6 funds, which were referred to as 

self-funded IGTs prior to SFY 2014/15.  IGT contributors have the option to designate their 

funds to be applied to traditional LIP and automatic IGT rate enhancements or to LIP-66.  Funds 

designated to LIP-6 provide contributors approximately 147 percent return on investment as the 

                                                      
6 IGT contributors also have the option to designate their funds be applied to the DSH program, the teaching 

physician supplemental payment program, or two other smaller sub-programs within the traditional $1 billion LIP 

program. 
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hospitals named for these contributions receive back the IGT contribution (the state share) plus 

all of the associated federal matching funds. 

 

The total amount of money Florida Medicaid may spend within each of these programs is finite.  

Each is controlled through federal regulation or state regulation, or both.  The total funds 

payable, distribution determination, and funding limitation for each program are depicted in 

Figure 3 below.   

 
Figure 3. Distribution of IGT funds by Florida Medicaid. 

 

Traditional $1 Billion LIP Program 
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Automatic IGT Rate Enhancements 
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Total Funds in SFY 2014/15: $963 million 

Distribution Determination: All IGT and federal 

matching funds paid 

to named hospital 
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In addition to the guaranteed returns mentioned above, some hospitals and, to a smaller extent, 

FQHCs and CHDs receive additional benefit from funds contributed to the traditional $1 billion 

LIP program and to automatic rate enhancements.  Funds that are not paid out through the LIP 

Allocation Distribution are distributed to these health care facilities a through complex set of 

policies and regulations designed to provide benefit for facilities considered to be most critical 

to the Medicaid program.  In recent years, just under $900 million has been available annually 

for more discretionary distribution designed to promote Medicaid program goals. 

 

In SFY 2014/15, fee-for-service and managed care claim payments, which are utilization based, 

constitute roughly two-thirds of the Medicaid payments made to hospitals.  The other third of 

hospital reimbursements come from supplemental payments, primarily through the LIP 

program (a total of nearly $2.2 billion in SFY 2014/15).  In addition, the distribution of funds 

originating from IGTs is designed in such a way that those hospitals with access to an IGT 

contributor are clearly reimbursed at higher levels than those who do not have access to IGTs.   

1.4 Evaluation of Florida Medicaid Hospital Funding and Payment 

1.4.1 Introduction 

One of the most fundamental and commonly quoted regulations within the Social Security Act 

is section 1902(a)(30)(A) which says,  

 

“A state plan for medical assistance must provide such methods and procedures relating 

to the utilization of, and the payment for, care and services available under the plan … as 

may be necessary to safeguard against unnecessary utilization of such care and services 

and to assure that payments are consistent with efficiency, economy, and quality of care 

and are sufficient to enlist enough providers so that care and services are available under 

the plan at least to the extent that such care and services are available to the general 

population in the geographic area.”7 

 

This regulation indicates Medicaid agencies must define policies and payment levels in a way 

that balances competing goals of access to care along with efficiency and economy with 

safeguards against unnecessary utilization.   

 

One seemingly reasonable measure of adequate payment would be a comparison of payments 

to the cost to render care to a Medicaid recipient.  In order to remain in operation, hospitals, like 

any other businesses, must receive enough income to cover all expenses including items such as 

labor, facilities, and equipment.  In addition, it is critical for all hospitals to be able to generate 

some margin over the cost of operations – for-profit hospitals need to satisfy investors and stock 

holders, and both for-profit and not-for-profit hospitals need to fund the replenishment of 

operating infrastructure and capital.  Thus, paying hospitals an amount equal to their costs or at 

least equal to reasonable market value for services provided, if such a number can be defined, 

                                                      
7 The Social Security Act, section 1902(a)(30)(A). 
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would be one way to measure payments.  In fact, in Medicaid Upper Payment Limit analyses, 

for example, hospital cost is accepted as a proxy for Medicare payment and can be used as the 

Upper Payment Limit or maximum allowable reimbursement amount.  Note however, that 

CMS does not consider operating margin to be a reasonable and necessary cost of providing 

services.  In addition, payment levels simply based on cost offer no incentive for hospitals to 

control costs.  Thus, purely cost-based payments do not promote efficiency and economy. 

 

In truth, defining adequate payment levels is not a precise science.  Medicaid agencies 

commonly pay less than full hospital cost and, yet, hospitals remain open and continue to 

accept Medicaid patients.  Traditionally, the assumption has been that hospitals are able to 

achieve or maintain sufficient operating margin by balancing relatively low revenues received 

from Medicaid with higher revenues received from commercial insurance companies.  This 

phenomenon is referred to as “cost-shifting,” and is more of a theoretical exercise than an actual 

function performed by hospital accountants.  Cost shifting is relatively easy to do for hospitals 

with a small amount of their business coming from Medicaid and uninsured patients.  On the 

opposite side, cost shifting is more difficult for hospitals with a relatively high percentage of 

their business coming from Medicaid and uninsured patients.  Note also that while it is CMS’ 

intent that the Medicare program pay for the reasonable and necessary costs of providing 

services to the Medicare population, critics of the Medicare program argue that such is not the 

case.  As such, the Medicare program also contributes to the need for hospitals to “cost-shift.”   

1.4.2 Florida Medicaid Aggregate Hospital Pay-to-Cost 

Overall pay-to-cost ratios for hospital services provided to Medicaid and uninsured recipients 

in Florida in SFY 2012/13 are shown in Table 1 below.  As shown in this table, we compare 

payments to costs in two ways for the Medicaid program by itself, and in two ways for a 

combination of the Medicaid program combined with care for uninsured and underinsured 

patients (referred to in the table as “uncompensated care”).  For the Medicaid program alone, 

aggregate pay-to-cost ratios were calculated with and without inclusion of LIP payments.  For 

the combination of Medicaid recipients and the uninsured, pay-to-cost ratios were calculated 

with and without inclusion of provider assessment fees and IGTs subtracted for hospital 

payments to estimate net hospital revenue.  Under guidelines defining upper payment limit and 

DSH limit calculations, provider assessment fees and IGT contributions are not considered to be 

valid hospital costs.  At the same time, provider assessment fees and IGTs coming from 

hospitals are included in Medicaid payments back to hospitals.  Thus, true net revenue to 

hospitals should take these hospital outlays into consideration.  
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Table 1. Pay-to-cost values for Medicaid program overall – SFY 2012/13. 

Description Payment 

Estimated 

Hospital Cost 

Pay-to-Cost 

Ratio 

Pay-to-cost - Medicaid recipients - w/o LIP $4,544 $5,770 79% 

Pay-to-cost - Medicaid recipients - w LIP payments $5,459 $5,770 95% 

Pay-to-cost - Overall including claim, LIP, and DSH 

payments as well as claim (Medicaid) 

and uncompensated care costs  

$5,699 $8,587 66% 

Pay-to-cost - Overall including claim, LIP, and DSH 

payments minus PMATF and IGT 

hospital contributions as well as claim 

(Medicaid) and uncompensated care 

costs 

$4,186 $8,587 49% 

Note(s): 

1) Dollar amounts are in millions. 

2) Payments include hospital inpatient and outpatient claim data from both FFS and managed care 

encounter claims. 

3) Data is from SFY 2012/13. 

 

The table above shows that aggregate pay-to-cost for hospitals when excluding supplemental 

payments was 79 percent in SFY 2012/13.  In that year, self-funded IGTs were included in claim 

payments, not in LIP.  In SFY 2014/15, self-funded IGTs, which total $963 million, have been 

moved out of claim payments and into the LIP program.  Thus, the aggregate pay-to-cost ratio 

for hospitals excluding supplemental payments in SFY 2014/15 will be approximately 62 

percent.   

 

The table above also shows the aggregate hospital pay-to-cost ratio is relatively high for a 

Medicaid program at 95 percent when including LIP payments.  However, this ratio does not 

take into consideration that LIP is intended to help offset both the cost of uncompensated care 

and the gap between Medicaid payments and hospital cost to care for Medicaid recipients.  The 

next pay-to-cost ratio shown in the table includes LIP and DSH payments as well as the cost of 

uncompensated care.  When all these values are included, the aggregate hospital pay-to-cost 

ratio drops to 66 percent. 

1.4.3 Florida Medicaid Hospital Pay-to-Cost Based on IGT Status 

Because IGTs play a significant role in funding and payment, we also compared pay-to-cost 

ratios across three categories of hospitals, 1) hospitals that contribute and receive IGTs; 2) 

hospitals that do not contribute IGTs, but do receive payments from IGT funds; and 3) hospitals 

that neither contribute nor receive IGT funds.  In truth, not all IGTs are contributed by hospitals; 

many are contributed by local governmental agencies.  However, the IGTs contributed for the 

LIP program, automatic rate enhancements, and self-funded rate enhancements (now part of 

the LIP program) are all donated in the names of specific hospitals.  We treat those IGTs as 

donated by the named hospitals under the assumption that the local governments would find 
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ways to contribute those funds directly to the named hospitals if they were not contributed as 

IGTs to the Medicaid agency.   

 

Pay-to-cost ratios are shown in Figure 4 for the four different methods we used to calculate the 

ratios.  With each method, hospitals that contribute IGTs and receive payments from IGT funds 

are paid the highest relative to cost.  Hospitals that neither contribute IGTs nor receive 

payments from IGT funds are paid lowest relative to cost.   

 
Figure 4. Hospital pay-to-cost ratios based on IGT status. 

 
 

 

Figure 4 above shows that payments within the Florida Medicaid program are not the same 

relative to cost when compared across hospitals.  However the hospitals that receive relatively 

higher payments are those that treat the majority of Medicaid patients.  This is shown in Figure 

5 below and is consistent with the state’s goal stated in the SFY 2005 1115 demonstration 

waiver, “The state will continue to foster and protect its safety net providers.”8   

 

                                                      
8 Florida Agency for Health Care Administration, Application for 1115 Research and Demonstration Waiver, (August 

2005). 
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Figure 5. Percentage of Medicaid business based on IGT status. 

 
 

Notes for Figure 5 : 

1) Data is based on claim payments and cost from SFY 2012/13.  Both fee-for-service 

and managed care program claims for hospital inpatient and outpatient services 

are included.  In addition, LIP payments, DSH payments, and the cost of 

uncompensated care are included. 

2) Data is limited to in-state hospitals with at least one submitted claim in SFY 

2012/13. 

 

1.5 Options for Future Hospital Funding and Payment 

1.5.1 Interaction between Funding and Payment 

In general, we categorized the funding options available to Florida Medicaid as either broad-

based or qualified.  The broad-based funding options include increasing the provider 

assessment (PMATF), creating a managed care assessment, and increasing general revenue for 

the Medicaid program.  The more qualified funding options include continued use of IGTs and, 

potentially, expansion of CPEs.  These categorizations have as much to do with how the funds 

are allocated across hospitals in Florida as they are related to who is contributing the funding.  

With the broad-based funding methods, Florida Medicaid would have significantly more 

flexibility with how the funds are ultimately distributed to providers.  IGTs tend to restrict how 

payers distribute the federal funds they are used to generate – generally obligating payers to 

return more than the IGT contribution, in amounts that provide enough financial return for the 

entity to make the contribution in the first place. Without the dependence on providers to make 

IGT contributions to replace the State’s share of funding, there could be less of an obligation to 

tie payments to the funding sources.  Payment allocations could be focused on achieving 

Florida Medicaid’s overall policy priorities, such as rewarding those providers who make a 
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commitment to serving Medicaid and uninsured patients, or improving the health of Medicaid 

patients.  

 

In contrast, we made the assumption that any payment allocation for IGTs must ensure a return 

on investment for those public hospitals and local governments contributing the State’s share of 

funding.  Thus, payment methods that rely on this type of funding must be designed in a way 

that takes into consideration who contributed money to fund the Medicaid program, as is the 

case today in Florida.  In addition, CPEs are limited to public institutions and the federal 

matching funds generated through CPEs generally must be paid to the entity that incurred the 

health care costs.  This tie between funding mechanism and payment flexibility is summarized 

in the following table: 

 
Table 2. Tie between funding source and payment flexibility. 

 

 

 

  Funding Sources 

  Health Care-

related Tax 

(New or 

Expand Existing 

Managed 

Care 

Assessment IGTs CPEs 

General 

Revenue 

Funds 

Payment 

Distribution 

Models 

Delivery System 

Reform Incentive 

Payment (DSRIP) 

Program 

XX XX X X XX 

Broad Based Rate 

Increases (FFS and 

PMPM) 

XX XX   XX 

UPL/Targeted 

Supplemental 
XX XX X X XX 

GME Payments 

(limited to qualified 

providers) 

X X X X X 

DSH Payments 

(limited to qualified 

providers) 

XX XX X X XX 

Uncompensated Care 

Pool Distributions 
XX XX X X XX 

Physician 

Supplemental 

Payment Program 

XX XX X X XX 

Legend: 

XX = generally would work for all provider types. 

X = would generally work only for hospitals that actually fund the state dollars. 
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1.5.2 Combination Funding and Payment Options Offered in this Study 

In this study, we define three very broad options that combine type of funding and payment 

distribution approaches.  These options all assume the LIP program, in its current form, has 

been discontinued, as that is a supposition defined in the requirements of this study.  The 

options are: 

 

1) Fully replace the funds currently used for the LIP program with a broad-based funding 

source and an increase in fee-for-service and capitation rates; 

2) Continue current level of IGTs, design, and implement a large Delivery System Reform 

Incentive Payment (DSRIP) program; 

3) Expand the Florida Medicaid program through the ACA combined with either a broad-

based funding source or IGTs for funding for the existing Medicaid population. 

 

For illustrative purposes, these non-LIP options describe all-encompassing funding methods for 

the funds currently used within the LIP program.  One option replaces all of the LIP funds, 

which are almost entirely IGTs, with a broad-based funding method.  Another option continues 

to use IGTs as the source for all of the funds.  In reality, there are a multitude of variations that 

could be applied related to these combinations of funding and payment.  Of course, if both 

types of funding are implemented the benefits and limitations of each method will apply.  For 

example, a hybrid option that moves a portion of LIP-6 into fee-for-service and capitation rates 

might need to reserve some amount, such as 110 or 120 percent of IGT contributions, for 

supplemental payments back to the hospitals named by the IGT contributors.  The 

supplemental payments would be needed to guarantee some return on investment for the IGT 

contributors. 

1.5.3 Modifying the Low Income Pool Program 

In addition to the options above which replace LIP, we believe continuation of a modified 

version of LIP should be a consideration.  Like the DSH program, the LIP program, to a degree, 

helps offset Florida’s relatively low federal DSH allotment by providing other funding that 

helps offset hospital costs for care to the uninsured.  However, the LIP program does not go 

through the same level of program oversight as the DSH program.  Both the LIP and DSH 

programs have a requirement that total reimbursement to hospitals should not exceed hospital 

cost to treat Medicaid and uninsured recipients.  Under the DSH program, states are required to 

prepare annual DSH reports comparing total payments to costs, and annual independent audits 

of those reports are performed to ensure this requirement is met.  Audits are not performed for 

the LIP program.  Instead, costs self-reported by hospitals are used to ensure total 

reimbursement is within applicable hospital costs.  If more program oversight and control is 

added to the LIP program, and greater transparency is provided related to the levels of funding 

and payment occurring through the LIP program and IGT-funded rate enhancements, perhaps 

continuation of the LIP program would be considered a viable option by CMS.   

 

In addition program oversight and transparency could be increased by developing reports 

which document a combination of claim payments and supplemental payments.  Separately, 
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AHCA monitors claim payments and supplemental payments in detail.  However, few, if any 

standard reports show the combination of both at the individual hospital level.  Creating such 

reports would be relatively easy for AHCA as they already monitor both types of payments.  

Combining more comprehensive payment reports with data on the source of funding at the 

hospital level, would significantly increase transparency within the program.   

 

Any change in funding and/or payment method will likely result in shifting Medicaid 

reimbursement levels between providers – particularly with a change as large as a replacement 

for the LIP program.  If a modified version of the LIP program would be acceptable to CMS, 

then this would likely generate the least amount of changes to the Florida Medicaid program.  

In addition, given the lead time required to design and implement many of the other options 

described in this report, being able to preserve much of what already is in place with the current 

LIP program makes it an attractive option. 

1.5.4 Delivery System Reform Incentive Payment Program 

A Delivery System Reform Incentive Payment (DSRIP) program is offered as an option for 

Florida Medicaid because DSRIP projects could, in theory, be developed in ways that allow 

contributors of IGTs to experience a return on investment.  DSRIP programs allow states to 

make incentive payments that are linked to performance-based incentive initiatives, or 

“projects,” aimed at improving health care processes, clinical outcomes, and otherwise 

positively transform health service delivery.  Generally, progress on these projects is tracked 

and payments are adjusted based on providers’ successes in meeting agreed-upon milestones.  

DSRIP programs are designed to advance CMS’s “Triple Aim” of improving the health of the 

population, enhancing the experience and outcomes of the patient and reducing the per capita 

cost of care.  The overarching goal is transformation of the Medicaid payment and delivery 

system in an effort to achieve measureable improvements in quality of care and overall 

population health.   

 

If a DSRIP program was implemented in place of LIP, payments would not be guaranteed as 

they are under LIP.  Hospitals would be required to document successes against predetermined 

measurable objectives specifically related to improving quality of care and overall population 

health.  Those that meet the objectives would receive incentive payments.  In addition, recently 

approved DSRIP programs have included initiatives that include multiple types of providers in 

addition to hospitals.  Thus, it is safe to assume reimbursements to individual hospitals would 

be different from those currently provided under the LIP program.   

 

In addition, it should be noted that the DSRIP landscape is rapidly changing.  Program design 

and related terms and conditions developed for states with currently approved DSRIP 

programs should not necessarily be indicative of CMS’ willingness to approve similar terms 

and conditions in other states considering DSRIP.  Consistent with the intent of 1115 

Demonstration Waivers, CMS is looking for innovative models intended to transform health 

care delivery.  Simply replicating another state’s model may not be consistent with CMS’ overall 

objectives in this regard. 
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1.5.5 Medicaid Expansion 

To a degree, the LIP program helps compensate hospitals for cost of care to the uninsured and 

under-insured (often referred to as uncompensated care).  This is particularly important in 

Florida because the State was not a heavy user of DSH funds at the time DSH funding became 

capped based on historical usage.  As a result, Florida’s program-wide Medicaid DSH limit is 

relatively low in comparison to the size of its uninsured population.  Expiration of the LIP 

program without any type of replacement would be detrimental to Florida hospitals for many 

reasons, one of which would be loss of compensation helping to cover the costs of 

uncompensated care.  

 

The decision whether or not to expand Medicaid is of particular concern to hospitals because 

the ACA can affect both payment increases and reductions for hospitals.  The ACA offers 

increases in hospital revenue through expanded Medicaid eligibility and new subsidies to help 

low and moderate income households buy coverage through health insurance exchanges.  

Accompanying this are planned reductions in Medicaid and Medicare DSH funding as well as a 

reduction on Medicare hospital fee-for-service payments through reductions or removals of 

planned future increases.9   

 

States that do not expand Medicaid receive their regular FMAP (around 59 percent for Florida) 

for new enrollment of recipients eligible for Medicaid.  In addition, federal subsidies are offered 

to families with incomes between 100 percent and 400 percent of the federal poverty level (FPL) 

to help them purchase commercial insurance coverage through a Health Information Exchange 

(which is now referred to as the “Marketplace”).  In contrast, for states that do expand their 

Medicaid program, federal subsidies are offered to families with incomes between 138 percent 

and 400 percent of the FPL to help them purchase commercial insurance coverage through the 

Marketplace.  Also in expanding states, Medicaid coverage is offered to all families up to 138 

percent of the FPL.  For recipients receiving Medicaid coverage under the expanded eligibility 

rules, states will receive 100 percent federal matching for costs in 2014 through 2016.  Between 

2017 and 2020, the federal matching percentage gradually decreases down to 90 percent and 

continues at 90 percent thereafter.10  There are two exceptions where states who had waiver 

programs covering childless adults for FPL percentages up to or over 100 percent prior to 

enactment of the ACA may receive the new, higher FMAP for these recipients.  However, we do 

not believe these exceptions apply to any existing programs within Florida Medicaid. 

 

Expansion would increase the number of Florida residents with medical insurance, bring a 

significant amount of federal funds into the state, and help offset planned reductions in DSH 

payments and Medicare fee-for-service payments to hospitals.  Of course, all of these benefits 

would only be achieved with some additional cost to the State.  After 2016, Florida would need 

to find a way to increase its state share of funding for the Medicaid program.   

 

                                                      
9 Urban Institute, The Financial Benefit to Hospitals from State Expansion of Medicaid. (March, 2013) 
10 Kaiser Family Foundation, A Guide to the Supreme Court’s Decision on the ACA’s Medicaid Expansion, (August, 2012). 
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Estimating the impact of Medicaid expansion in any state is not an exact science; a variety of 

assumptions must be made.  With that said, estimates adopted by the Florida Social Services 

Estimating Conference (SSEC) in March 2013 indicate Medicaid expansion would have a 

steady-state cost of just under $1 billion per year in additional non-federal funds when the 

FMAP drops to 90 percent.  For that additional cost, Florida would receive approximately $7.8 

billion in additional federal funds annually.11  Of course, if the federal government drops the 

FMAP percentage below 90 percent, the costs of Medicaid expansion to the state of Florida 

would increase above this estimate.   

 

If Medicaid expansion is to be implemented, there may be options as to how it can be 

implemented.  A standard implementation enrolls the uninsured below 138 percent of the FPL 

into Medicaid.  In addition, CMS has approved a few other implementations, some of which 

include offering premium assistance to help low income individuals and families buy 

commercial insurance through Marketplace Qualified Health Plans (QHPs).  These premium 

assistance programs may include other stipulations such as healthy behavior incentives, flexible 

spending accounts, and other tools designed to increase recipient impact in the costs of health 

care. 

 

There are four states with approved 1115 waivers related to Medicaid expansion – Arkansas, 

Iowa, Michigan and Pennsylvania.  In addition, CMS is currently reviewing Indiana’s waiver, 

while Utah and Tennessee are working toward alternative proposals.  CMS approved Arkansas 

and Iowa utilizing premium assistance programs.  Following Arkansas’ and Iowa’s approval, 

other states began developing similar approaches.  Common themes among the alternatives 

include: 

 

 Reliance on the private insurance market 

 Exemptions from current Medicaid rules on cost-sharing, benefits, time limits and work 

requirements 

 An emphasis on healthy behaviors and personal responsibility — in all states mandating 

premiums, the premiums will be eliminated or reduced for compliance with health 

behaviors12 

 Limits or contingencies on the expansion, including ending the expansion program if the 

federal government reduces its enhanced matching rate13 

 

We do not believe that a decision to expand Medicaid in Florida would be sufficient as a full 

replacement of the LIP program.  The LIP program funds some of the gap between Medicaid 

payments and the Medicare Upper Payment Limit (UPL).  This has been true throughout the 

                                                      
11 Retrieved from a presentation from the Florida Agency for Healthcare Administration (AHCA), available at 

http://edr.state.fl.us/Content/conferences/medicaid/FederalAffordableHealthCareActEstimates.pdf, (March, 2013). 
12 Kaiser Commission on Medicaid and the Uninsured, The ACA and Recent Section 1115 Medicaid Demonstration 

Waivers, November, 2014. 
13 Center for Health Care Strategies, Inc., Alternative Medicaid Expansion Models: Exploring State Options, February, 

2014. 

http://edr.state.fl.us/Content/conferences/medicaid/FederalAffordableHealthCareActEstimates.pdf
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life of the LIP program, and is particularly true in SFY 2014/15 in which self-funded IGTs have 

been moved into LIP.  In addition in SFY 2014/15 the LIP program contains supplemental 

payments to teaching physicians that would not get replaced by expanding Medicaid.  In the 

SFY 2014/15 LIP program, self-funded IGTs were estimated to equal $963 million (total 

computable) and supplemental payments to teaching physicians were estimated to equal $204 

million (total computable).  Also, increasing the number of recipients enrolled in Medicaid will 

increase the volume of patients for which hospitals receive payments below cost.  Thus, even 

with Medicaid expansion, we believe continuation of the LIP program, or some form of 

replacement for the LIP program will still be needed. 

1.5.6 Constraints for the Various Options 

In the discussion of various options, we consider current federal and state regulations as well as 

precedent related to what CMS has approved recently in 1115 demonstration waivers.  We also 

consider the ability of each option to maintain current program-wide payment levels to 

hospitals and teaching physicians.  In addition, we consider the potential to maintain payment 

levels for individual hospitals and teaching physicians similar to what is provided today.  (For 

teaching physicians, discussion in this study relates only to the supplemental payments made 

through the LIP program.  There is no consideration of physician fee-for-service rates.)  With 

the exception of uncompensated care pools, all payment methods have constraints that will 

likely result in placing limits on how funds are distributed at the individual hospital level.  

Even so, there are ways in which each option could be implemented to help mitigate changes in 

reimbursement for individual facilities.   

 

All options discussed could, in theory, maintain an overall Medicaid funding level at or above 

what exists today.  However, to do so, a federal waiver will be needed for distribution of some 

of the funds.  The current level of payments exceeds the Medicare upper payment limit and is 

helping reimburse costs not only for care of Medicaid recipients, but also for care of uninsured 

patients.  Maintaining a payment level above the UPL and/or reimbursing some costs for the 

uninsured outside of DSH would require a federal waiver.  Although the UPL only applies to 

the fee-for-service program, we assume payments reaching the upper payment limit are also the 

maximum that would be considered actuarially sound within the Medicaid managed care 

program. 

1.6 Conclusion 

As defined in CMS’s STCs for the 2014 renewal of Florida’s 1115 demonstration waiver, the 

intent of this study is to suggest “sustainable, transparent, equitable, appropriate, accountable, 

and actuarially sound Medicaid payment systems and funding mechanisms that will ensure 

quality health care services to Florida’s Medicaid beneficiaries throughout the state without the 

need for Low Income Pool (LIP) funding.”14  (emphasis added by Navigant)   

 

                                                      
14 Centers for Medicare and Medicaid Services, Special Terms and Conditions for Florida Medicaid Reform Section 1115 

Demonstration, Document number 11-W-00206/4, STC number 69, (2014). 
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In SFY 2014/15, the LIP program will distribute just under $2.2 billion, approximately $1.3 

billion15 of which is federal funds.  Thus, expiration of the LIP program without any sort of 

replacement would take $1.3 billion out of Medicaid payments to Florida hospitals, which is 

over 15 percent of their total Medicaid reimbursement.  This would be enough to create 

financial hardship for hospitals, particularly those with a high utilization from Medicaid and 

uninsured patients. 

 

We believe that funding and payment options do exist that can preserve the aggregate funding 

levels that have historically been achieved through the LIP program.  However, in the absence 

of a federal waiver, the UPL limitations in payments simply restrict how much funding can be 

federally matched.  This appears to be one of the unintended, but common consequences 

associated with a transition to a capitated managed care model.  Shifting the financial risk from 

the State to the Medicaid managed care plans also means that the State is passing substantial 

control of how payments are made over to the plans.  None of the options included in this study 

will likely afford the State the same flexibility to maintain the payment levels currently made to 

individual hospital providers. 

 

This study provides context in which decisions can be made about the future of hospital 

funding and payment within the Florida Medicaid program.  In this study, we provide 

background on the Florida Medicaid program, description of applicable federal and state 

regulations, and description of trade-offs for various individual funding and payment options.  

The study also describes combinations of funding and payment that will likely work well 

together.  Unfortunately, given the size, complexity, and variety of stakeholders involved with 

the Florida Medicaid program, no single option or combination thereof is void of drawbacks.  

Thus, there are no clear and obvious answers.  Ultimately, final decisions will come down to 

matching available options with the priorities of the Florida Medicaid program and of CMS.   

 

For example, implementation of Medicaid expansion would significantly reduce the amount of 

uncompensated care in the state.  However, the State may not want to absorb the additional 

costs of Medicaid expansion, including the risk that the FMAP gets reduced below 90 percent at 

some point in the future.  Similarly, the State may prefer an option that continues current levels 

of IGT funding.  However, if current IGT funding is maintained, payment methods will need to 

be developed that meet CMS requirements while still allowing sufficient incentives for IGT 

contributors.  CMS would likely prefer a shift to more broad-based funding, however, this may 

not be the preference of the State of Florida or the entities that contribute a portion of the State’s 

share of funding.  In addition, an option including IGT funding for a DSRIP program will need 

to balance meeting CMS’s goals for health care delivery transformation with the need to 

provide return on investment to IGT contributors. 

 

                                                      
15 The $1.3 billion estimate is based on the federal share of the total estimated LIP-based payments of approximately 

$2.168 billion.  The assumed FMAP for this calculation is 59.56 percent. 
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Whatever the course of action selected by the State of Florida, we strongly recommend that 

Florida maintain an open dialogue with CMS in determining how to best move forward, and 

use CMS as a partner in determining the best solutions. 

 

  



Senate 2015-16 Low-Income Pool Proposal

Including LIP and Hospital Rate Enhancements

Compared to 2014-15 LIP



Comparison of 2014-15 Hospital Funding Programs to 2015-16 Senate Proposal

Total Dollars IGT Portion
Federal Match 

drawn by IGTs
Total Dollars IGT Portion

Federal Match 

drawn by IGTs

1 LIP-4 $764,004,489 $308,963,415 $455,041,074 $1,249,597,303 $494,465,653 $755,131,650 1

2
Other Hospital 

Components
$118,911,922 $47,387,981 $69,792,981 $118,411,922 $46,155,598 $70,487,308 2

3
Critical-Needs Hospital 

Component
$233,719,378 $92,482,758 $141,236,620 3

4 LIP-6 / Residual LIP-6 $963,184,508 $389,511,815 $573,672,693 $244,372,316 $96,698,125 $147,674,191 4

5
Other Provider Access 

Sytems
$117,333,588 $39,029,977 $57,483,319 $117,333,588 $38,009,174 $58,046,359 5

6 Medical Schools $204,533,833 $82,713,482 $121,820,351 $204,533,833 $80,934,038 $123,599,795 6

7 Total LIP $2,167,968,340 $867,606,670 $1,277,810,417 $2,167,968,340 $848,745,346 $1,296,175,922 7

8
Hospital IP and OP Rate 

Enhancements
$797,054,938 $312,273,017 $459,915,452 $1,000,000,000 $385,644,000 $588,942,808 8

9
Total for Hospitals

(rows 1, 2, 3, 4, 8)
$2,643,155,856 $1,058,136,228 $1,558,422,200 $2,846,100,919 $1,115,446,133 $1,703,472,576 9

2014-2015 (Current LIP) 2015-2016 (Senate Proposal)

LIP contains $9.1 million GR. Rate enhancements contain $10 million GR. The GR and federal match it draws are not included in these figures.

IGT: Intergovernmental Transfer of funds to state government from a public hospital or local governmental authority.

Dollar figures for 2014-15 reflect spending authority appropriated in the 2014-15 General Appropriations Act.
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Redesigned LIP-6 Component
Senate LIP Proposal for 2015-16

Current LIP

LIP-6 Dollars

(2014-15 FMAP)

Additional Rate 

Enhancements

Additional

LIP-4 Dollars

Critical-Needs 

Hospital Component
Residual LIP-6

Totals

(2015-16 FMAP)

IGTs $389,511,815 $80,305,361 $111,645,863 $92,482,758 $96,698,125 $381,132,107

Federal match $573,672,693 $122,639,702 $170,501,882 $141,236,620 $147,674,191 $582,052,395

Total $963,184,502 $202,945,063 $282,147,745 $233,719,378 $244,372,316 $963,184,502

Distributed by

Inpatient rates for 

hospitals via SMMC 

or FFS

Current LIP-4 

methodology

Separate methodology 

for Critical-Needs 

Component

Current LIP-6 

methodology, 

prorated

Essential Community Providers:

Regional Perinatal Intensive Care Centers (RPICC):

Statutory Teaching Hospitals:

Trauma Centers:

Senate's 2015-2016 LIP Proposal: Distribution of Former LIP-6 Dollars

FMAP: Federal Medical Assistance Percentage. This is the percentage of Medicaid costs paid by the federal government.

For SFY 2014-15, the federal government pays 59.56%. For SFY 2015-16, that percentage will move to 60.43% for the purposes of LIP.

Critical-Needs Hospital Component

Hospitals that meet a number of federal criteria for serving predominantly low-income, medically underserved individuals

Hospitals specially designed and equipped to provide obstetrical services to women who have a high-risk pregnancy and 

to care for newborns with special health needs, such as critical illness or low birth-weight

Hospitals meeting the definition of "teaching hospital" under s. 408.07(45), Fla. Stat.

Hospitals meeting the criteria for trauma centers under s. 395.4025, Fla. Stat.

Distribution based on Medicaid utilization and on how many of the following critical-needs designations are met:
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Exhibit 1

Senate LIP Proposal for 2015-16

Net Dollars Compared to 2014-15, by Hospital

The 2014-15 figures in this document reflect letters of agreement with IGT donors and the 

corresponding allocations made effective after publication of spending authority appropriated in the 

2014-15 GAA. 



Senate LIP Proposal for 2015-16
Net Dollars Compared to 2014-15, by Hospital

Row Hospital 2014-15 Net
2015-16 Net

(projected)
Gain (Loss)

1 ALL CHILDREN'S HOSPITAL $55,562,140 $56,659,380 $1,097,240

2 ANN BATES LEACH EYE HOSPITAL $3,009,237 $1,886,937 ($1,122,300)

3 AVENTURA HOSPITAL & MEDICAL CENTER $0 $1,304,094 $1,304,094

4 BAPTIST HOSPITAL OF MIAMI $18,723,363 $23,487,634 $4,764,271

5 BAPTIST HOSPITAL OF PENSACOLA $7,662,147 $10,792,281 $3,130,134

6 BAPTIST MEDICAL CENTER $12,166,017 $17,997,589 $5,831,572

7 BAPTIST MEDICAL CENTER - BEACHES $0 $298,537 $298,537

8 BAPTIST MEDICAL CENTER - NASSAU $718,410 $825,283 $106,874

9 BARTOW REGIONAL MEDICAL CENTER $1,325,137 $1,184,880 ($140,257)

10 BAY MEDICAL CENTER $8,269,880 $7,183,479 ($1,086,401)

11 BAYCARE ALLIANT HOSPITAL $0 $239,479 $239,479

12 BAYFRONT MEDICAL CENTER $12,214,884 $13,257,310 $1,042,427

13 BERT FISH MEDICAL CENTER $2,062,037 $1,334,790 ($727,247)

14 BETHESDA HEALTHCARE SYSTEM $7,195,872 $8,599,595 $1,403,723

15 BLAKE MEDICAL CENTER $1,233,603 $1,121,896 ($111,707)

16 BOCA RATON COMMUNITY HOSPITAL $935,935 $840,928 ($95,008)

17 BRANDON REGIONAL HOSPITAL $6,398,746 $7,408,775 $1,010,029

18 BROOKS HEALTH SYSTEM $0 $244,603 $244,603

19 BROOKSVILLE REGIONAL HOSPITAL $4,429,110 $4,304,061 ($125,049)

20 BROWARD HEALTH - BROWARD GEN MED CENTER $62,749,667 $77,792,917 $15,043,249

21 BROWARD HEALTH - CORAL SPRINGS MED CENTER $9,890,446 $8,910,375 ($980,070)

22 BROWARD HEALTH - IMPERIAL POINT HOSPITAL $7,070,245 $7,651,199 $580,954

23 BROWARD HEALTH - NORTH BROWARD MED CENT $13,104,621 $12,930,301 ($174,319)

24 CALHOUN LIBERTY HOSPITAL $240,645 $254,392 $13,747

25 CAMPBELLTON-GRACEVILLE HOSPITAL $574,589 $364,060 ($210,529)

26 CAPE CANAVERAL HOSPITAL $0 $335,160 $335,160

27 CAPE CORAL HOSPITAL $5,101,179 $3,200,361 ($1,900,818)

28 CAPITAL REGIONAL MEDICAL CENTER $662,899 $1,302,467 $639,569

29 CENTRAL FLORIDA REGIONAL HOSPITAL $0 $658,148 $658,148

30 CHARLOTTE REGIONAL MEDICAL CENTER $0 $317,623 $317,623

31 CITRUS MEMORIAL HEALTH SYSTEM $1,982,444 $1,545,272 ($437,173)

32 CLEVELAND CLINIC FLORIDA WESTON $0 $123,694 $123,694

33 COLUMBIA HOSPITAL $2,398,655 $2,637,785 $239,131

34 COMMUNITY HOSPITAL $0 $772,191 $772,191

35 CORAL GABLES HOSPITAL $836,673 $1,275,302 $438,630

36 DELRAY MEDICAL CENTER $2,716,209 $2,274,943 ($441,266)

37 DESOTO MEMORIAL HOSPITAL $1,282,755 $1,447,739 $164,984

38 DOCTORS' HOSPITAL - CORAL GABLES $0 $245,555 $245,555

39 DOCTORS HOSPITAL OF SARASOTA $0 $138,448 $138,448

40 DOCTORS MEMORIAL HOSPITAL - HOLMES CO $2,419,515 $1,521,095 ($898,420)

41 DOCTORS MEMORIAL HOSPITAL - TAYLOR CO $725,400 $802,818 $77,418

42 ED FRASER MEMORIAL HOSPITAL $1,897,515 $1,145,903 ($751,612)

43 EDWARD WHITE HOSPITAL $0 $140,899 $140,899

44 ENGLEWOOD COMMUNITY HOSPITAL $0 $55,891 $55,891

45 FAWCETT MEMORIAL HOSPITAL $0 $366,211 $366,211

46 FISHERMEN'S HOSPITAL $270,179 $260,133 ($10,047)

47 FLAGLER HOSPITAL $1,072,290 $1,177,244 $104,954

48 FLORIDA HOSPITAL $59,077,862 $77,536,435 $18,458,573

49 FLORIDA HOSPITAL - WAUCHULA $374,250 $419,744 $45,494

50 FLORIDA HOSPITAL FISH MEMORIAL $2,147,620 $1,576,343 ($571,276)

51 FLORIDA HOSPITAL FLAGLER $968,562 $1,132,130 $163,568

52 FLORIDA HOSPITAL HEARTLAND MED. CTR. $980,433 $1,210,803 $230,370

53 FLORIDA HOSPITAL ORMOND MEMORIAL $0 $970,915 $970,915

Net LIP Dollars, Including LIP and Rate Enhancements

(does not include DSH)
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Senate LIP Proposal for 2015-16
Net Dollars Compared to 2014-15, by Hospital

Row Hospital 2014-15 Net
2015-16 Net

(projected)
Gain (Loss)

Net LIP Dollars, Including LIP and Rate Enhancements

(does not include DSH)

54 FLORIDA HOSPITAL WATERMAN $4,729,283 $3,317,257 ($1,412,026)

55 FLORIDA HOSPITAL WESLEY CHAPEL $0 $0 $0

56 FLORIDA HOSPITAL ZEPHYRHILLS $361,367 $988,645 $627,278

57 FLORIDA STATE HOSPITAL $0 $0 $0

58 FLORIDA STATE HOSPITAL - MED SURG. $0 $0 $0

59 FORT WALTON BEACH MEDICAL CENTER $0 $1,283,310 $1,283,310

60 G. PIERCE WOOD HOSPITAL $0 $0 $0

61 GEORGE E. WEEMS MEMORIAL HOSPITAL $224,986 $285,897 $60,911

62 GLADES GENERAL HOSPITAL $2,865,919 $2,674,200 ($191,719)

63 GOOD SAMARITAN MEDICAL CENTER $2,771,612 $2,053,312 ($718,300)

64 GULF COAST MEDICAL CENTER $4,002,040 $5,518,734 $1,516,694

65 H. LEE MOFFIT CANCER CENTER $18,939,572 $14,893,875 ($4,045,697)

66 H.H. RAULERSON $1,079,450 $1,333,872 $254,422

67 HALIFAX HEALTH $19,605,072 $19,320,687 ($284,385)

68 HEALTH CENTRAL $5,481,933 $4,315,495 ($1,166,438)

69 HEALTHMARK REGIONAL MEDICAL CENTER $330,841 $362,120 $31,279

70 HEALTHSOUTH EMERALD COAST REHAB HOSPITAL $0 $41,187 $41,187

71 HEALTHSOUTH REHAB HOSPITAL - TALLAHASSEE $0 $22,743 $22,743

72 HEALTHSOUTH REHAB HOSPITAL OF MIAMI $0 $58,521 $58,521

73 HEALTHSOUTH REHAB OF SPRING HILL $0 $6,867 $6,867

74 HEALTHSOUTH REHAB. HOSPITAL - LARGO $0 $40,582 $40,582

75 HEALTHSOUTH REHAB. HOSPITAL TREAS COAST $0 $35,494 $35,494

76 HEALTHSOUTH REHAB. INSTITUTE - SARASOTA $0 $19,647 $19,647

77 HEALTHSOUTH RIDGELAKE HOSPITAL $0 $36,259 $36,259

78 HEALTHSOUTH SEA PINES REHAB HOSPITAL $0 $19,428 $19,428

79 HEALTHSOUTH SUNRISE REHAB. HOSPITAL $0 $5,982 $5,982

80 HEART OF FLORIDA REGIONAL MEDICAL CENTER $3,890,630 $4,129,366 $238,736

81 HELEN ELLIS MEMORIAL HOSPITAL $0 $274,824 $274,824

82 HENDRY REGIONAL MEDICAL CENTER $385,547 $488,734 $103,186

83 HIALEAH HOSPITAL $6,329,444 $7,906,131 $1,576,687

84 HIGHLANDS REGIONAL MEDICAL CENTER $1,903,054 $1,276,805 ($626,249)

85 HOLMES REGIONAL MEDICAL CENTER $6,860,857 $8,865,544 $2,004,687

86 HOLY CROSS HOSPITAL $0 $588,097 $588,097

87 HOMESTEAD HOSPITAL $8,387,138 $9,793,763 $1,406,625

88 INDIAN RIVER MEDICAL CENTER $4,948,163 $4,010,690 ($937,472)

89 JACKSON HOSPITAL $2,139,078 $2,215,561 $76,483

90 JACKSON MEMORIAL HOSPITAL $237,240,249 $239,756,529 $2,516,280

91 JAY HOSPITAL $306,896 $378,150 $71,254

92 JFK MEDICAL CENTER $11,189,738 $10,962,738 ($226,999)

93 JUPITER MEDICAL CENTER $761,578 $703,410 ($58,168)

94 KENDALL REGIONAL  MEDICAL  CENTER $4,689,618 $9,344,998 $4,655,380

95 KINDRED HOSPITAL - CENTRAL TAMPA $0 $3,131 $3,131

96 KINDRED HOSPITAL - NORTH FLORIDA $0 $11,420 $11,420

97 KINDRED HOSPITAL - OCALA $0 $19,490 $19,490

98 KINDRED HOSPITAL - PALM BEACHES $0 $13,798 $13,798

99 KINDRED HOSPITAL - S FLORIDA - HOLLYWOOD $0 $9,035 $9,035

100 KINDRED HOSPITAL - S. FLA - CORAL GABLES $0 $1,372 $1,372

101 KINDRED HOSPITAL - SOUTH FLORIDA $0 $32,946 $32,946

102 KINDRED HOSPITAL BAY AREA - ST. PETE $0 $7,353 $7,353

103 KINDRED HOSPITAL BAY AREA - TAMPA $0 $11,520 $11,520

104 KINDRED HOSPITAL - MELBOURNE $0 $15,957 $15,957

105 LAKE BUTLER HOSPITAL $621,489 $660,607 $39,119

106 LAKE CITY MEDICAL CENTER $0 $166,878 $166,878
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Senate LIP Proposal for 2015-16
Net Dollars Compared to 2014-15, by Hospital

Row Hospital 2014-15 Net
2015-16 Net

(projected)
Gain (Loss)

Net LIP Dollars, Including LIP and Rate Enhancements

(does not include DSH)

107 LAKE WALES MEDICAL CENTERS $1,170,151 $817,680 ($352,471)

108 LAKELAND REGIONAL MEDICAL CENTER $17,927,839 $19,099,511 $1,171,672

109 LAKEWOOD RANCH MEDICAL CENTER $0 $126,293 $126,293

110 LARGO MEDICAL CENTER $1,532,203 $2,269,751 $737,547

111 LARKIN COMMUNITY HOSPITAL $1,585,372 $2,487,108 $901,736

112 LAWNWOOD REGIONAL MEDICAL CENTER $6,414,568 $10,835,821 $4,421,252

113 LEE MEMORIAL HOSPITAL $35,469,558 $46,218,972 $10,749,414

114 LEESBURG REGIONAL MEDICAL CENTER $4,913,465 $3,490,888 ($1,422,577)

115 LEHIGH REGIONAL MEDICAL CENTER $0 $252,153 $252,153

116 LOWER KEYS MEDICAL CENTER $1,748,422 $1,950,881 $202,459

117 MADISON COUNTY MEMORIAL HOSPITAL $255,261 $186,389 ($68,872)

118 MANATEE MEMORIAL HOSPITAL $10,866,302 $9,970,752 ($895,550)

119 MARINERS HOSPITAL $457,458 $337,593 ($119,865)

120 MARTIN MEMORIAL HOSPITAL $2,375,411 $1,983,073 ($392,337)

121 MEASE HOSPITAL - COUNTRYSIDE $4,792,394 $3,541,481 ($1,250,913)

122 MEASE HOSPITAL - DUNEDIN $433,331 $411,819 ($21,512)

123 MEMORIAL HOSPITAL - WEST VOLUSIA $3,654,213 $2,523,056 ($1,131,157)

124 MEMORIAL HOSPITAL JACKSONVILLE $0 $1,893,374 $1,893,374

125 MEMORIAL HOSPITAL MIRAMAR $11,639,410 $8,641,310 ($2,998,100)

126 MEMORIAL HOSPITAL OF TAMPA $0 $213,688 $213,688

127 MEMORIAL HOSPITAL PEMBROKE $6,962,179 $5,887,573 ($1,074,606)

128 MEMORIAL HOSPITAL WEST $16,370,729 $10,975,169 ($5,395,560)

129 MEMORIAL REGIONAL HOSPITAL $62,643,795 $75,742,281 $13,098,486

130 MERCY HOSPITAL $0 $0 $0

131 MIAMI CHILDRENS HOSPITAL $51,464,568 $56,122,356 $4,657,787

132 MIAMI JEWISH HOME & HOSPITAL $0 $0 $0

133 MORTON F. PLANT HOSPITAL $11,090,648 $11,009,626 ($81,022)

134 MORTON PLANT NORTH BAY HOSPITAL $0 $856,613 $856,613

135 MT. SINAI MEDICAL CENTER $16,413,531 $17,339,795 $926,264

136 MUNROE REGIONAL MEDICAL CENTER $3,353,359 $3,505,763 $152,404

137 N.E. FLORIDA STATE HOSPITAL $0 $0 $0

138 NATURE COAST REGIONAL HEALTH NETWORK $232,000 $264,014 $32,014

139 NCH DOWNTOWN NAPLES HOSPITAL $10,818,207 $9,620,333 ($1,197,874)

140 NEMOURS HOSPITAL $9,128,686 $9,315,227 $186,541

141 NORTH FLORIDA REGIONAL MEDICAL CENTER $0 $1,707,113 $1,707,113

142 NORTH OKALOOSA MEDICAL CENTER $0 $447,179 $447,179

143 NORTH SHORE MEDICAL CENTER $8,491,078 $11,865,137 $3,374,059

144 NORTHSIDE HOSPITAL & HEART INST. $1,999,577 $2,697,410 $697,833

145 NORTHWEST FLORIDA COMMUNITY HOSPITAL $425,932 $485,237 $59,305

146 NORTHWEST MEDICAL CENTER $0 $938,503 $938,503

147 OAK HILL HOSPITAL $0 $414,833 $414,833

148 OCALA REGIONAL MEDICAL CENTER $1,859,981 $1,948,592 $88,611

149 ORANGE PARK MEDICAL CENTER $0 $1,541,977 $1,541,977

150 ORLANDO HEALTH $54,845,355 $69,788,616 $14,943,261

151 OSCEOLA REGIONAL MEDICAL CENTER $4,498,963 $6,198,460 $1,699,497

152 PALM BAY HOSPITAL $0 $315,144 $315,144

153 PALM BEACH GARDENS MEDICAL CENTER $1,331,024 $969,659 ($361,365)

154 PALM SPRINGS GENERAL HOSPITAL $0 $289,950 $289,950

155 PALMETTO GENERAL HOSPITAL $7,081,793 $9,981,793 $2,900,000

156 PALMS OF PASADENA HOSPITAL $0 $132,751 $132,751

157 PALMS WEST HOSPITAL $7,600,976 $7,314,820 ($286,156)

158 PAN AMERICAN HOSPITAL $0 $251,256 $251,256

159 PARK ROYAL HOSPITAL $0 $0 $0
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Senate LIP Proposal for 2015-16
Net Dollars Compared to 2014-15, by Hospital

Row Hospital 2014-15 Net
2015-16 Net

(projected)
Gain (Loss)

Net LIP Dollars, Including LIP and Rate Enhancements

(does not include DSH)

160 PARRISH MEDICAL CENTER $4,679,924 $2,845,544 ($1,834,379)

161 PASCO REGIONAL MEDICAL CENTER $0 $230,265 $230,265

162 PEACE RIVER REGIONAL MEDICAL CENTER $0 $896,682 $896,682

163 PHYSICAN'S REGIONAL MEDICAL CENTER $2,007,118 $1,609,142 ($397,976)

164 PLANTATION GENERAL HOSPITAL $4,941,295 $8,604,611 $3,663,316

165 PUTNAM COMMUNITY MEDICAL CENTER $1,281,636 $1,494,699 $213,063

166 REGIONAL MEDICAL CENTER AT BAYONET POINT $206,266 $1,015,457 $809,191

167 SACRED HEART HOSPITAL $19,177,152 $28,497,981 $9,320,829

168 SACRED HEART HOSPITAL ON THE GULF $120,678 $91,663 ($29,014)

169 SACRED HEART OF THE EMERALD COAST $905,576 $1,057,252 $151,676

170 SAINT ANTHONY'S HOSPITAL $5,446,083 $5,414,298 ($31,785)

171 SAINT LUKE'S HOSPITAL $254,093 $434,910 $180,818

172 SAINT PETERSBURG GENERAL HOSPITAL $2,380,221 $2,984,241 $604,020

173 SAINT VINCENT'S MEDICAL CENTER $2,988,193 $4,706,284 $1,718,092

174 SANTA ROSA MEDICAL CENTER $2,064,819 $1,405,467 ($659,352)

175 SARASOTA MEMORIAL HOSPITAL $12,279,466 $9,806,750 ($2,472,716)

176 SEBASTIAN RIVER MEDICAL CENTER $0 $162,473 $162,473

177 SELECT SPECIALTY HOSP - ORLANDO $0 $43,828 $43,828

178 SELECT SPECIALTY HOSP - MEMORIAL HEALTH JAX $0 $0 $0

179 SELECT SPECIALTY HOSPITAL MIAMI $0 $5,968 $5,968

180 SELECT SPECIALTY HOSPITAL PANAMA CITY $0 $87,681 $87,681

181 SEVEN RIVERS COMMUNITY HOSPITAL $0 $478,764 $478,764

182 SHANDS AT JACKSONVILLE $94,922,651 $98,210,778 $3,288,127

183 SHANDS AT LAKE SHORE $5,503,568 $4,186,934 ($1,316,635)

184 SHANDS AT LIVE OAK $617,661 $825,154 $207,493

185 SHANDS AT STARKE $637,134 $751,904 $114,769

186 SHANDS TEACHING HOSPITAL & CLINIC $106,672,132 $114,917,338 $8,245,206

187 SHRINER'S HOSPITAL FOR CHILDREN $527,351 $571,189 $43,838

188 SISTER EMMANUEL HOSPITAL $0 $5,770 $5,770

189 SOUTH BAY HOSPITAL $456,282 $383,297 ($72,985)

190 SOUTH FLORIDA BAPTIST HOSPITAL $3,583,502 $3,434,128 ($149,374)

191 SOUTH FLORIDA STATE HOSPITAL $0 $0 $0

192 SOUTH LAKE HOSPITAL $3,001,579 $1,912,622 ($1,088,958)

193 SOUTH MIAMI HOSPITAL $0 $4,430,139 $4,430,139

194 SOUTHWEST FLORIDA REGIONAL MEDICAL CENTER $7,846,518 $5,698,632 ($2,147,886)

195 SPECIALTY HOSPITAL - GAINESVILLE $0 $68,473 $68,473

196 SPECIALTY HOSPITAL - PALM BEACH $0 $57,097 $57,097

197 SPECIALTY HOSPITAL - PENSACOLA $0 $107,757 $107,757

198 SPECIALTY HOSPITAL - TALLAHASSEE $0 $46,578 $46,578

199 ST CLOUD REGIONAL MEDICAL CENTER $0 $226,838 $226,838

200 ST. CATHERINE'S REHABILITATION HOSPITAL $0 $127,343 $127,343

201 ST. JOHN'S REHABILITATION HOSPITAL $0 $59,490 $59,490

202 ST. JOSEPH'S HOSPITAL $41,381,614 $45,970,397 $4,588,783

203 ST. LUCIE MEDICAL CENTER $2,296,803 $3,031,955 $735,152

204 ST. LUKE'S - ST. VINCENT'S HEALTHCARE $0 $569,734 $569,734

205 ST. MARY'S HOSPITAL $25,247,154 $31,260,319 $6,013,165

206 TALLAHASSEE MEMORIAL HOSPITAL $8,018,297 $13,701,069 $5,682,772

207 TAMPA GENERAL HOSPITAL $86,586,975 $95,471,385 $8,884,410

208 THE VILLAGES REGIONAL HOSPITAL $0 $285,507 $285,507

209 TOWN & COUNTRY HOSPITAL $545,193 $533,709 ($11,484)

210 TWIN CITIES HOSPITAL $0 $71,040 $71,040

211 UCHLTACH at  Connerton $0 $78,448 $78,448

212 UNIVERSITY COMMUNITY HOSP. - CARROLLWOOD $577,259 $488,765 ($88,494)
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213 UNIVERSITY COMMUNITY HOSPITAL - TAMPA $2,036,203 $2,436,292 $400,089

214 UNIVERSITY HOSPITAL & MEDICAL C $0 $488,711 $488,711

215 UNIVERSITY OF MIAMI HOSPITAL $16,550,645 $15,616,550 ($934,095)

216 UNIVERSITY OF MIAMI HOSPITAL & CLINICS $10,079,550 $6,855,090 ($3,224,460)

217 VENICE REGIONAL MEDICAL CENTER $0 $241,716 $241,716

218 VIERA HOSPITAL $0 $76,273 $76,273

219 W. FLORIDA COMMUNITY CARE $0 $0 $0

220 WELLINGTON REGIONAL MEDICAL CENTER $3,780,463 $3,873,493 $93,030

221 WEST BOCA MEDICAL CENTER $2,543,264 $2,597,304 $54,040

222 WEST FLORIDA HOSPITAL $0 $1,033,606 $1,033,606

223 WEST GABLES REHABILITATION HOSPITAL $0 $51,630 $51,630

224 WEST KENDALL BAPTIST HOSPITAL $0 $400,861 $400,861

225 WESTCHESTER GENERAL HOSPITAL $1,415,531 $2,339,695 $924,164

226 WESTSIDE REGIONAL MEDICAL CENTE $0 $511,320 $511,320

227 WINTER HAVEN HOSPITAL $8,457,963 $7,824,132 ($633,831)

228 WUESTHOFF MEDICAL CENTER - MELBOURNE $0 $327,556 $327,556

229 WUESTHOFF MEDICAL CENTER - ROCKLEDGE $0 $934,190 $934,190

$1,544,362,275 $1,709,893,933 $165,531,658

93 11 (82)

40.6% 4.8%

Hospitals Getting No Benefit from

LIP or Rate Enhancements
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IGTs and Federal Dollars within 2014-15 

LIP and Hospital Rate Enhancements

Exhibit 2

The 2014-15 figures in this document reflect letters of agreement with IGT donors and the 

corresponding allocations made effective after publication of spending authority appropriated in the 

2014-15 GAA. 



IGTs and Federal Dollars within LIP and Rate Enhancements in 2014-15

Row Hospital

2014-15 IGTs 

Donated for LIP 

and Rate 

Enhancements

LIP and Rate 

Enhancement 

Dollars Received 

in 2014-15

Federal Dollars 

Lost if 2014-15 

LIP Had Not 

Existed

IGTs Potentially 

Available in

2014-15 without 

LIP

1 ALL CHILDREN'S HOSPITAL $8,444,120 $64,006,259 ($55,562,140) $8,444,120

2 ANN BATES LEACH EYE HOSPITAL $1,517,727 $4,526,964 ($3,009,237) $1,517,727

3 AVENTURA HOSPITAL & MEDICAL CENTER $0 $0 $0 $0

4 BAPTIST HOSPITAL OF MIAMI $0 $18,723,363 ($18,723,363) $0

5 BAPTIST HOSPITAL OF PENSACOLA $0 $7,662,147 ($7,662,147) $0

6 BAPTIST MEDICAL CENTER $0 $12,166,017 ($12,166,017) $0

7 BAPTIST MEDICAL CENTER - BEACHES $0 $0 $0 $0

8 BAPTIST MEDICAL CENTER - NASSAU $0 $718,410 ($718,410) $0

9 BARTOW REGIONAL MEDICAL CENTER $552,988 $1,878,125 ($1,325,137) $552,988

10 BAY MEDICAL CENTER $3,615,997 $11,885,877 ($8,269,880) $3,615,997

11 BAYCARE ALLIANT HOSPITAL $0 $0 $0 $0

12 BAYFRONT MEDICAL CENTER $4,090,877 $16,305,761 ($12,214,884) $4,090,877

13 BERT FISH MEDICAL CENTER $2,585,673 $4,647,710 ($2,062,037) $2,585,673

14 BETHESDA HEALTHCARE SYSTEM $2,068,501 $9,264,373 ($7,195,872) $2,068,501

15 BLAKE MEDICAL CENTER $697,540 $1,931,143 ($1,233,603) $697,540

16 BOCA RATON COMMUNITY HOSPITAL $635,481 $1,571,416 ($935,935) $635,481

17 BRANDON REGIONAL HOSPITAL $1,572,219 $7,970,965 ($6,398,746) $1,572,219

18 BROOKS HEALTH SYSTEM $0 $0 $0 $0

19 BROOKSVILLE REGIONAL HOSPITAL $1,713,676 $6,142,786 ($4,429,110) $1,713,676

20 BROWARD HEALTH - BROWARD GEN MED CENTER$103,695,419 $166,445,086 ($62,749,667) $103,695,419

21 BROWARD HEALTH - CORAL SPRINGS MED CENTER$17,085,447 $26,975,893 ($9,890,446) $17,085,447

22 BROWARD HEALTH - IMPERIAL POINT HOSPITAL $32,529,319 $39,599,565 ($7,070,245) $32,529,319

23 BROWARD HEALTH - NORTH BROWARD MED CENT$25,859,981 $38,964,602 ($13,104,621) $25,859,981

24 CALHOUN LIBERTY HOSPITAL $0 $240,645 ($240,645) $0

25 CAMPBELLTON-GRACEVILLE HOSPITAL $220,000 $794,589 ($574,589) $220,000

26 CAPE CANAVERAL HOSPITAL $0 $0 $0 $0

27 CAPE CORAL HOSPITAL $4,792,668 $9,893,847 ($5,101,179) $4,792,668

28 CAPITAL REGIONAL MEDICAL CENTER $450,094 $1,112,993 ($662,899) $450,094

29 CENTRAL FLORIDA REGIONAL HOSPITAL $0 $0 $0 $0

30 CHARLOTTE REGIONAL MEDICAL CENTER $0 $0 $0 $0

31 CITRUS MEMORIAL HEALTH SYSTEM $1,346,039 $3,328,483 ($1,982,444) $1,346,039

32 CLEVELAND CLINIC FLORIDA WESTON $0 $0 $0 $0

33 COLUMBIA HOSPITAL $742,232 $3,140,886 ($2,398,655) $742,232

34 COMMUNITY HOSPITAL $0 $0 $0 $0

35 CORAL GABLES HOSPITAL $0 $836,673 ($836,673) $0

36 DELRAY MEDICAL CENTER $1,470,924 $4,187,133 ($2,716,209) $1,470,924

37 DESOTO MEMORIAL HOSPITAL $0 $1,282,755 ($1,282,755) $0

38 DOCTORS' HOSPITAL - CORAL GABLES $0 $0 $0 $0

39 DOCTORS HOSPITAL OF SARASOTA $0 $0 $0 $0

40 DOCTORS MEMORIAL HOSPITAL - HOLMES CO $1,300,000 $3,719,515 ($2,419,515) $1,300,000

41 DOCTORS MEMORIAL HOSPITAL - TAYLOR CO $0 $725,400 ($725,400) $0

42 ED FRASER MEMORIAL HOSPITAL $0 $1,897,515 ($1,897,515) $0

43 EDWARD WHITE HOSPITAL $0 $0 $0 $0

44 ENGLEWOOD COMMUNITY HOSPITAL $0 $0 $0 $0

45 FAWCETT MEMORIAL HOSPITAL $0 $0 $0 $0

46 FISHERMEN'S HOSPITAL $0 $270,179 ($270,179) $0

47 FLAGLER HOSPITAL $728,063 $1,800,353 ($1,072,290) $728,063

48 FLORIDA HOSPITAL $7,638,732 $66,716,594 ($59,077,862) $7,638,732

49 FLORIDA HOSPITAL - WAUCHULA $0 $374,250 ($374,250) $0

50 FLORIDA HOSPITAL FISH MEMORIAL $1,458,189 $3,605,809 ($2,147,620) $1,458,189

51 FLORIDA HOSPITAL FLAGLER $0 $968,562 ($968,562) $0

52 FLORIDA HOSPITAL HEARTLAND MED. CTR. $665,693 $1,646,126 ($980,433) $665,693

53 FLORIDA HOSPITAL ORMOND MEMORIAL $0 $0 $0 $0

IGTs and Federal Match for LIP and Rate Enhancements

(does not include DSH)
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Dollars Received 
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Federal Dollars 
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IGTs and Federal Match for LIP and Rate Enhancements

(does not include DSH)

54 FLORIDA HOSPITAL WATERMAN $3,672,565 $8,401,848 ($4,729,283) $3,672,565

55 FLORIDA HOSPITAL WESLEY CHAPEL $0 $0 $0 $0

56 FLORIDA HOSPITAL ZEPHYRHILLS $0 $361,367 ($361,367) $0

57 FLORIDA STATE HOSPITAL $0 $0 $0 $0

58 FLORIDA STATE HOSPITAL - MED SURG. $0 $0 $0 $0

59 FORT WALTON BEACH MEDICAL CENTER $0 $0 $0 $0

60 G. PIERCE WOOD HOSPITAL $0 $0 $0 $0

61 GEORGE E. WEEMS MEMORIAL HOSPITAL $0 $224,986 ($224,986) $0

62 GLADES GENERAL HOSPITAL $4,303,723 $7,169,641 ($2,865,919) $4,303,723

63 GOOD SAMARITAN MEDICAL CENTER $1,881,867 $4,653,479 ($2,771,612) $1,881,867

64 GULF COAST MEDICAL CENTER $0 $4,002,040 ($4,002,040) $0

65 H. LEE MOFFIT CANCER CENTER $13,549,572 $32,489,144 ($18,939,572) $13,549,572

66 H.H. RAULERSON $115,000 $1,194,450 ($1,079,450) $115,000

67 HALIFAX HEALTH $25,204,070 $44,809,142 ($19,605,072) $25,204,070

68 HEALTH CENTRAL $2,831,525 $8,313,458 ($5,481,933) $2,831,525

69 HEALTHMARK REGIONAL MEDICAL CENTER $0 $330,841 ($330,841) $0

70 HEALTHSOUTH EMERALD COAST REHAB HOSPITAL $0 $0 $0 $0

71 HEALTHSOUTH REHAB HOSPITAL - TALLAHASSEE $0 $0 $0 $0

72 HEALTHSOUTH REHAB HOSPITAL OF MIAMI $0 $0 $0 $0

73 HEALTHSOUTH REHAB OF SPRING HILL $0 $0 $0 $0

74 HEALTHSOUTH REHAB. HOSPITAL - LARGO $0 $0 $0 $0

75 HEALTHSOUTH REHAB. HOSPITAL TREAS COAST $0 $0 $0 $0

76 HEALTHSOUTH REHAB. INSTITUTE - SARASOTA $0 $0 $0 $0

77 HEALTHSOUTH RIDGELAKE HOSPITAL $0 $0 $0 $0

78 HEALTHSOUTH SEA PINES REHAB HOSPITAL $0 $0 $0 $0

79 HEALTHSOUTH SUNRISE REHAB. HOSPITAL $0 $0 $0 $0

80 HEART OF FLORIDA REGIONAL MEDICAL CENTER $740,302 $4,630,932 ($3,890,630) $740,302

81 HELEN ELLIS MEMORIAL HOSPITAL $0 $0 $0 $0

82 HENDRY REGIONAL MEDICAL CENTER $0 $385,547 ($385,547) $0

83 HIALEAH HOSPITAL $0 $6,329,444 ($6,329,444) $0

84 HIGHLANDS REGIONAL MEDICAL CENTER $1,292,134 $3,195,188 ($1,903,054) $1,292,134

85 HOLMES REGIONAL MEDICAL CENTER $0 $6,860,857 ($6,860,857) $0

86 HOLY CROSS HOSPITAL $0 $0 $0 $0

87 HOMESTEAD HOSPITAL $0 $8,387,138 ($8,387,138) $0

88 INDIAN RIVER MEDICAL CENTER $11,760,236 $16,708,399 ($4,948,163) $11,760,236

89 JACKSON HOSPITAL $3,518,866 $5,657,944 ($2,139,078) $3,518,866

90 JACKSON MEMORIAL HOSPITAL $373,276,901 $610,517,150 ($237,240,249) $373,276,901

91 JAY HOSPITAL $0 $306,896 ($306,896) $0

92 JFK MEDICAL CENTER $3,527,851 $14,717,589 ($11,189,738) $3,527,851

93 JUPITER MEDICAL CENTER $517,095 $1,278,673 ($761,578) $517,095

94 KENDALL REGIONAL  MEDICAL  CENTER $0 $4,689,618 ($4,689,618) $0

95 KINDRED HOSPITAL - CENTRAL TAMPA $0 $0 $0 $0

96 KINDRED HOSPITAL - NORTH FLORIDA $0 $0 $0 $0

97 KINDRED HOSPITAL - OCALA $0 $0 $0 $0

98 KINDRED HOSPITAL - PALM BEACHES $0 $0 $0 $0

99 KINDRED HOSPITAL - S FLORIDA - HOLLYWOOD $0 $0 $0 $0

100 KINDRED HOSPITAL - S. FLA - CORAL GABLES $0 $0 $0 $0

101 KINDRED HOSPITAL - SOUTH FLORIDA $0 $0 $0 $0

102 KINDRED HOSPITAL BAY AREA - ST. PETE $0 $0 $0 $0

103 KINDRED HOSPITAL BAY AREA - TAMPA $0 $0 $0 $0

104 KINDRED HOSPITAL - MELBOURNE $0 $0 $0 $0

105 LAKE BUTLER HOSPITAL $0 $621,489 ($621,489) $0

106 LAKE CITY MEDICAL CENTER $0 $0 $0 $0
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107 LAKE WALES MEDICAL CENTERS $794,508 $1,964,659 ($1,170,151) $794,508

108 LAKELAND REGIONAL MEDICAL CENTER $6,461,167 $24,389,006 ($17,927,839) $6,461,167

109 LAKEWOOD RANCH MEDICAL CENTER $0 $0 $0 $0

110 LARGO MEDICAL CENTER $0 $1,532,203 ($1,532,203) $0

111 LARKIN COMMUNITY HOSPITAL $0 $1,585,372 ($1,585,372) $0

112 LAWNWOOD REGIONAL MEDICAL CENTER $0 $6,414,568 ($6,414,568) $0

113 LEE MEMORIAL HOSPITAL $27,329,255 $62,798,813 ($35,469,558) $27,329,255

114 LEESBURG REGIONAL MEDICAL CENTER $3,737,821 $8,651,286 ($4,913,465) $3,737,821

115 LEHIGH REGIONAL MEDICAL CENTER $0 $0 $0 $0

116 LOWER KEYS MEDICAL CENTER $0 $1,748,422 ($1,748,422) $0

117 MADISON COUNTY MEMORIAL HOSPITAL $0 $255,261 ($255,261) $0

118 MANATEE MEMORIAL HOSPITAL $6,067,187 $16,933,489 ($10,866,302) $6,067,187

119 MARINERS HOSPITAL $0 $457,458 ($457,458) $0

120 MARTIN MEMORIAL HOSPITAL $1,612,854 $3,988,265 ($2,375,411) $1,612,854

121 MEASE HOSPITAL - COUNTRYSIDE $3,253,936 $8,046,330 ($4,792,394) $3,253,936

122 MEASE HOSPITAL - DUNEDIN $294,223 $727,554 ($433,331) $294,223

123 MEMORIAL HOSPITAL - WEST VOLUSIA $2,481,134 $6,135,347 ($3,654,213) $2,481,134

124 MEMORIAL HOSPITAL JACKSONVILLE $0 $0 $0 $0

125 MEMORIAL HOSPITAL MIRAMAR $10,146,635 $21,786,045 ($11,639,410) $10,146,635

126 MEMORIAL HOSPITAL OF TAMPA $0 $0 $0 $0

127 MEMORIAL HOSPITAL PEMBROKE $5,986,221 $12,948,400 ($6,962,179) $5,986,221

128 MEMORIAL HOSPITAL WEST $18,833,131 $35,203,861 ($16,370,729) $18,833,131

129 MEMORIAL REGIONAL HOSPITAL $100,544,422 $163,188,217 ($62,643,795) $100,544,422

130 MERCY HOSPITAL $0 $0 $0 $0

131 MIAMI CHILDRENS HOSPITAL $0 $51,464,568 ($51,464,568) $0

132 MIAMI JEWISH HOME & HOSPITAL $0 $0 $0 $0

133 MORTON F. PLANT HOSPITAL $2,459,746 $13,550,394 ($11,090,648) $2,459,746

134 MORTON PLANT NORTH BAY HOSPITAL $0 $0 $0 $0

135 MT. SINAI MEDICAL CENTER $3,388,382 $19,801,913 ($16,413,531) $3,388,382

136 MUNROE REGIONAL MEDICAL CENTER $2,541,961 $5,895,320 ($3,353,359) $2,541,961

137 N.E. FLORIDA STATE HOSPITAL $0 $0 $0 $0

138 NATURE COAST REGIONAL HEALTH NETWORK $0 $232,000 ($232,000) $0

139 NCH DOWNTOWN NAPLES HOSPITAL $4,365,204 $15,183,411 ($10,818,207) $4,365,204

140 NEMOURS HOSPITAL $0 $9,128,686 ($9,128,686) $0

141 NORTH FLORIDA REGIONAL MEDICAL CENTER $0 $0 $0 $0

142 NORTH OKALOOSA MEDICAL CENTER $0 $0 $0 $0

143 NORTH SHORE MEDICAL CENTER $0 $8,491,078 ($8,491,078) $0

144 NORTHSIDE HOSPITAL & HEART INST. $0 $1,999,577 ($1,999,577) $0

145 NORTHWEST FLORIDA COMMUNITY HOSPITAL $0 $425,932 ($425,932) $0

146 NORTHWEST MEDICAL CENTER $0 $0 $0 $0

147 OAK HILL HOSPITAL $0 $0 $0 $0

148 OCALA REGIONAL MEDICAL CENTER $1,183,400 $3,043,381 ($1,859,981) $1,183,400

149 ORANGE PARK MEDICAL CENTER $0 $0 $0 $0

150 ORLANDO HEALTH $9,316,518 $64,161,873 ($54,845,355) $9,316,518

151 OSCEOLA REGIONAL MEDICAL CENTER $0 $4,498,963 ($4,498,963) $0

152 PALM BAY HOSPITAL $0 $0 $0 $0

153 PALM BEACH GARDENS MEDICAL CENTER $903,738 $2,234,762 ($1,331,024) $903,738

154 PALM SPRINGS GENERAL HOSPITAL $0 $0 $0 $0

155 PALMETTO GENERAL HOSPITAL $0 $7,081,793 ($7,081,793) $0

156 PALMS OF PASADENA HOSPITAL $0 $0 $0 $0

157 PALMS WEST HOSPITAL $2,736,223 $10,337,199 ($7,600,976) $2,736,223

158 PAN AMERICAN HOSPITAL $0 $0 $0 $0

159 PARK ROYAL HOSPITAL $0 $0 $0 $0
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160 PARRISH MEDICAL CENTER $4,172,558 $8,852,482 ($4,679,924) $4,172,558

161 PASCO REGIONAL MEDICAL CENTER $0 $0 $0 $0

162 PEACE RIVER REGIONAL MEDICAL CENTER $0 $0 $0 $0

163 PHYSICAN'S REGIONAL MEDICAL CENTER $1,362,791 $3,369,909 ($2,007,118) $1,362,791

164 PLANTATION GENERAL HOSPITAL $0 $4,941,295 ($4,941,295) $0

165 PUTNAM COMMUNITY MEDICAL CENTER $0 $1,281,636 ($1,281,636) $0

166 REGIONAL MEDICAL CENTER AT BAYONET POINT $0 $206,266 ($206,266) $0

167 SACRED HEART HOSPITAL $792,557 $19,969,709 ($19,177,152) $792,557

168 SACRED HEART HOSPITAL ON THE GULF $0 $120,678 ($120,678) $0

169 SACRED HEART OF THE EMERALD COAST $0 $905,576 ($905,576) $0

170 SAINT ANTHONY'S HOSPITAL $1,541,504 $6,987,587 ($5,446,083) $1,541,504

171 SAINT LUKE'S HOSPITAL $0 $254,093 ($254,093) $0

172 SAINT PETERSBURG GENERAL HOSPITAL $0 $2,380,221 ($2,380,221) $0

173 SAINT VINCENT'S MEDICAL CENTER $0 $2,988,193 ($2,988,193) $0

174 SANTA ROSA MEDICAL CENTER $1,517,383 $3,582,202 ($2,064,819) $1,517,383

175 SARASOTA MEMORIAL HOSPITAL $26,460,414 $38,739,880 ($12,279,466) $26,460,414

176 SEBASTIAN RIVER MEDICAL CENTER $0 $0 $0 $0

177 SELECT SPECIALTY HOSP - ORLANDO $0 $0 $0 $0

178 SELECT SPECIALTY HOSP - MEMORIAL HEALTH JAX $0 $0 $0 $0

179 SELECT SPECIALTY HOSPITAL MIAMI $0 $0 $0 $0

180 SELECT SPECIALTY HOSPITAL PANAMA CITY $0 $0 $0 $0

181 SEVEN RIVERS COMMUNITY HOSPITAL $0 $0 $0 $0

182 SHANDS AT JACKSONVILLE $26,414,528 $121,337,179 ($94,922,651) $26,414,528

183 SHANDS AT LAKE SHORE $2,400,000 $7,903,568 ($5,503,568) $2,400,000

184 SHANDS AT LIVE OAK $233,644 $851,305 ($617,661) $233,644

185 SHANDS AT STARKE $35,000 $672,134 ($637,134) $35,000

186 SHANDS TEACHING HOSPITAL & CLINIC $28,724,709 $135,396,841 ($106,672,132) $28,724,709

187 SHRINER'S HOSPITAL FOR CHILDREN $0 $527,351 ($527,351) $0

188 SISTER EMMANUEL HOSPITAL $0 $0 $0 $0

189 SOUTH BAY HOSPITAL $309,806 $766,088 ($456,282) $309,806

190 SOUTH FLORIDA BAPTIST HOSPITAL $841,406 $4,424,908 ($3,583,502) $841,406

191 SOUTH FLORIDA STATE HOSPITAL $0 $0 $0 $0

192 SOUTH LAKE HOSPITAL $2,038,010 $5,039,589 ($3,001,579) $2,038,010

193 SOUTH MIAMI HOSPITAL $0 $0 $0 $0

194 SOUTHWEST FLORIDA REGIONAL MEDICAL CENTER$10,048,089 $17,894,607 ($7,846,518) $10,048,089

195 SPECIALTY HOSPITAL - GAINESVILLE $0 $0 $0 $0

196 SPECIALTY HOSPITAL - PALM BEACH $0 $0 $0 $0

197 SPECIALTY HOSPITAL - PENSACOLA $0 $0 $0 $0

198 SPECIALTY HOSPITAL - TALLAHASSEE $0 $0 $0 $0

199 ST CLOUD REGIONAL MEDICAL CENTER $0 $0 $0 $0

200 ST. CATHERINE'S REHABILITATION HOSPITAL $0 $0 $0 $0

201 ST. JOHN'S REHABILITATION HOSPITAL $0 $0 $0 $0

202 ST. JOSEPH'S HOSPITAL $17,915,090 $59,296,704 ($41,381,614) $17,915,090

203 ST. LUCIE MEDICAL CENTER $0 $2,296,803 ($2,296,803) $0

204 ST. LUKE'S - ST. VINCENT'S HEALTHCARE $0 $0 $0 $0

205 ST. MARY'S HOSPITAL $8,172,713 $33,419,866 ($25,247,154) $8,172,713

206 TALLAHASSEE MEMORIAL HOSPITAL $0 $8,018,297 ($8,018,297) $0

207 TAMPA GENERAL HOSPITAL $36,023,991 $122,610,966 ($86,586,975) $36,023,991

208 THE VILLAGES REGIONAL HOSPITAL $0 $0 $0 $0

209 TOWN & COUNTRY HOSPITAL $370,174 $915,367 ($545,193) $370,174

210 TWIN CITIES HOSPITAL $0 $0 $0 $0

211 UCHLTACH at  Connerton $0 $0 $0 $0

212 UNIVERSITY COMMUNITY HOSP. - CARROLLWOOD $391,947 $969,206 ($577,259) $391,947
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213 UNIVERSITY COMMUNITY HOSPITAL - TAMPA $1,382,539 $3,418,742 ($2,036,203) $1,382,539

214 UNIVERSITY HOSPITAL & MEDICAL C $0 $0 $0 $0

215 UNIVERSITY OF MIAMI HOSPITAL $7,009,694 $23,560,339 ($16,550,645) $7,009,694

216 UNIVERSITY OF MIAMI HOSPITAL & CLINICS $4,599,751 $14,679,301 ($10,079,550) $4,599,751

217 VENICE REGIONAL MEDICAL CENTER $0 $0 $0 $0

218 VIERA HOSPITAL $0 $0 $0 $0

219 W. FLORIDA COMMUNITY CARE $0 $0 $0 $0

220 WELLINGTON REGIONAL MEDICAL CENTER $1,483,446 $5,263,910 ($3,780,463) $1,483,446

221 WEST BOCA MEDICAL CENTER $1,726,823 $4,270,087 ($2,543,264) $1,726,823

222 WEST FLORIDA HOSPITAL $0 $0 $0 $0

223 WEST GABLES REHABILITATION HOSPITAL $0 $0 $0 $0

224 WEST KENDALL BAPTIST HOSPITAL $0 $0 $0 $0

225 WESTCHESTER GENERAL HOSPITAL $0 $1,415,531 ($1,415,531) $0

226 WESTSIDE REGIONAL MEDICAL CENTE $0 $0 $0 $0

227 WINTER HAVEN HOSPITAL $2,418,153 $10,876,116 ($8,457,963) $2,418,153

228 WUESTHOFF MEDICAL CENTER - MELBOURNE $0 $0 $0 $0

229 WUESTHOFF MEDICAL CENTER - ROCKLEDGE $0 $0 $0 $0

$1,076,493,695 $2,620,855,969 ($1,544,362,275) $1,076,493,695
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Low Income Program 

# Scenarios Net Loss
(in millions)

Comments

A Program Not Renewed (1,544.4) Option 1: No General Revenue appropriated
($1.5b) net hospital losses.  

Option 2: Estimated General Revenue Impact: $604.8m
Offsets ($1.5b) net hospital losses.

Option 3: Estimated General Revenue Impact: $309.2m  
Preserves current hospital rates for services; 
($747.3m) net loss of LIP payments to hospitals.

B $600m Program Authorized (716.3) Estimated General Revenue Impact: $283.4m
Preserves current hospital rates for services. 
($716.3m) net loss of LIP payments to hospitals.  

C $1.2b Program Authorized (421.3) Estimated General Revenue Impact: $166.7m
Preserves current hospital rates for services. 
($421.3m) net loss of LIP payments to hospitals.  

Caveats: 

1

2

Net Losses will vary by hospital.  Analysis assumes local IGT dollars will remain at the local level.  The donation of IGT dollars 
are not uniform by county.  

$321m in other programs funded through the LIP Program are also at risk.  These programs include:
     - $204.5m: Payments to Medical Schools for faculty physicians 
     - $117m: Payments to certain programs such as County Health Departments, Federally Qualified Health Centers
        and Enhanced Primary Care initiatives.  



1

2

3

4

LIP payments to other provider access systems, such as county health departments, federally qualified health 

centers, and enhanced primary care initiatives ($117 million).

Simulation of 2014-15 LIP Funded at $1.2 Billion

Exhibit 3

Net losses will vary by hospital. Dollars may flow differently if total dollars are reduced. Simulation assumes IGT 

dollars will remain at the local level. Donations of IGT dollars are not uniform by county.

Simulation based on 2014-15 LIP funded at $1.2 billion instead of $2.167 billion.

$321 million in non-hospital programs funded through LIP are also at risk if LIP funding is reduced. These programs 

include:

Medical school faculty portion of LIP ($204.5 million), and

The 2014-15 figures in this document reflect letters of agreement with IGT donors and the corresponding allocations 

made effective after publication of spending authority appropriated in the 2014-15 GAA. 



 2014-15 LIP Compared to a $1.2 Billion LIP
Comparison of Net Dollars, by Hospital

Row Hospital
2014-15 Nets:

$2.167 Billion LIP

Projected Nets:

$1.2 Billion LIP
Gain (Loss)

1 ALL CHILDREN'S HOSPITAL $55,562,140 $46,514,149 ($9,047,991)

2 ANN BATES LEACH EYE HOSPITAL $3,009,237 $1,382,971 ($1,626,265)

3 AVENTURA HOSPITAL & MEDICAL CENTER $0 $0 $0

4 BAPTIST HOSPITAL OF MIAMI $18,723,363 $18,723,363 $0

5 BAPTIST HOSPITAL OF PENSACOLA $7,662,147 $7,662,147 $0

6 BAPTIST MEDICAL CENTER $12,166,017 $12,166,017 $0

7 BAPTIST MEDICAL CENTER - BEACHES $0 $0 $0

8 BAPTIST MEDICAL CENTER - NASSAU $718,410 $718,410 $0

9 BARTOW REGIONAL MEDICAL CENTER $1,325,137 $732,603 ($592,533)

10 BAY MEDICAL CENTER $8,269,880 $4,395,290 ($3,874,590)

11 BAYCARE ALLIANT HOSPITAL $0 $0 $0

12 BAYFRONT MEDICAL CENTER $12,214,884 $7,831,455 ($4,383,429)

13 BERT FISH MEDICAL CENTER $2,062,037 $639,641 ($1,422,396)

14 BETHESDA HEALTHCARE SYSTEM $7,195,872 $4,979,445 ($2,216,427)

15 BLAKE MEDICAL CENTER $1,233,603 $486,179 ($747,424)

16 BOCA RATON COMMUNITY HOSPITAL $935,935 $255,009 ($680,926)

17 BRANDON REGIONAL HOSPITAL $6,398,746 $4,714,093 ($1,684,653)

18 BROOKS HEALTH SYSTEM $0 $0 $0

19 BROOKSVILLE REGIONAL HOSPITAL $4,429,110 $2,592,884 ($1,836,226)

20 BROWARD HEALTH - BROWARD GEN MED CENTER $62,749,667 $47,144,731 ($15,604,936)

21 BROWARD HEALTH - CORAL SPRINGS MED CENTER $9,890,446 $6,393,133 ($3,497,313)

22 BROWARD HEALTH - IMPERIAL POINT HOSPITAL $7,070,245 $6,028,396 ($1,041,850)

23 BROWARD HEALTH - NORTH BROWARD MED CENT $13,104,621 $10,036,072 ($3,068,549)

24 CALHOUN LIBERTY HOSPITAL $240,645 $240,645 $0

25 CAMPBELLTON-GRACEVILLE HOSPITAL $574,589 $338,855 ($235,734)

26 CAPE CANAVERAL HOSPITAL $0 $0 $0

27 CAPE CORAL HOSPITAL $5,101,179 $1,477,116 ($3,624,063)

28 CAPITAL REGIONAL MEDICAL CENTER $662,899 $180,617 ($482,282)

29 CENTRAL FLORIDA REGIONAL HOSPITAL $0 $0 $0

30 CHARLOTTE REGIONAL MEDICAL CENTER $0 $0 $0

31 CITRUS MEMORIAL HEALTH SYSTEM $1,982,444 $540,147 ($1,442,298)

32 CLEVELAND CLINIC FLORIDA WESTON $0 $0 $0

33 COLUMBIA HOSPITAL $2,398,655 $1,603,344 ($795,310)

34 COMMUNITY HOSPITAL $0 $0 $0

35 CORAL GABLES HOSPITAL $836,673 $836,673 $0

36 DELRAY MEDICAL CENTER $2,716,209 $1,140,094 ($1,576,115)

37 DESOTO MEMORIAL HOSPITAL $1,282,755 $1,282,755 $0

38 DOCTORS' HOSPITAL - CORAL GABLES $0 $0 $0

39 DOCTORS HOSPITAL OF SARASOTA $0 $0 $0

40 DOCTORS MEMORIAL HOSPITAL - HOLMES CO $2,419,515 $1,026,546 ($1,392,969)

41 DOCTORS MEMORIAL HOSPITAL - TAYLOR CO $725,400 $725,400 $0

42 ED FRASER MEMORIAL HOSPITAL $1,897,515 $1,897,514 ($1)

43 EDWARD WHITE HOSPITAL $0 $0 $0

44 ENGLEWOOD COMMUNITY HOSPITAL $0 $0 $0

45 FAWCETT MEMORIAL HOSPITAL $0 $0 $0

46 FISHERMEN'S HOSPITAL $270,179 $270,179 $0

47 FLAGLER HOSPITAL $1,072,290 $437,476 ($634,814)

48 FLORIDA HOSPITAL $59,077,862 $52,579,391 ($6,498,471)

49 FLORIDA HOSPITAL - WAUCHULA $374,250 $374,250 $0

50 FLORIDA HOSPITAL FISH MEMORIAL $2,147,620 $585,151 ($1,562,469)

51 FLORIDA HOSPITAL FLAGLER $968,562 $968,561 ($1)

52 FLORIDA HOSPITAL HEARTLAND MED. CTR. $980,433 $267,134 ($713,299)

53 FLORIDA HOSPITAL ORMOND MEMORIAL $0 $0 $0

Net LIP Dollars, Including LIP and Rate Enhancements

(does not include DSH)

Simulation of $1.2 Billion LIP Page 1 Exhibit 3



 2014-15 LIP Compared to a $1.2 Billion LIP
Comparison of Net Dollars, by Hospital

Row Hospital
2014-15 Nets:

$2.167 Billion LIP

Projected Nets:

$1.2 Billion LIP
Gain (Loss)

Net LIP Dollars, Including LIP and Rate Enhancements

(does not include DSH)

54 FLORIDA HOSPITAL WATERMAN $4,729,283 $1,318,848 ($3,410,435)

55 FLORIDA HOSPITAL WESLEY CHAPEL $0 $0 $0

56 FLORIDA HOSPITAL ZEPHYRHILLS $361,367 $361,367 $0

57 FLORIDA STATE HOSPITAL $0 $0 $0

58 FLORIDA STATE HOSPITAL - MED SURG. $0 $0 $0

59 FORT WALTON BEACH MEDICAL CENTER $0 $0 $0

60 G. PIERCE WOOD HOSPITAL $0 $0 $0

61 GEORGE E. WEEMS MEMORIAL HOSPITAL $224,986 $224,989 $3

62 GLADES GENERAL HOSPITAL $2,865,919 $2,004,719 ($861,200)

63 GOOD SAMARITAN MEDICAL CENTER $2,771,612 $755,167 ($2,016,445)

64 GULF COAST MEDICAL CENTER $4,002,040 $4,002,040 $0

65 H. LEE MOFFIT CANCER CENTER $18,939,572 $11,343,810 ($7,595,762)

66 H.H. RAULERSON $1,079,450 $956,226 ($123,224)

67 HALIFAX HEALTH $19,605,072 $12,002,794 ($7,602,278)

68 HEALTH CENTRAL $5,481,933 $2,447,916 ($3,034,017)

69 HEALTHMARK REGIONAL MEDICAL CENTER $330,841 $330,841 $0

70 HEALTHSOUTH EMERALD COAST REHAB HOSPITAL $0 $0 $0

71 HEALTHSOUTH REHAB HOSPITAL - TALLAHASSEE $0 $0 $0

72 HEALTHSOUTH REHAB HOSPITAL OF MIAMI $0 $0 $0

73 HEALTHSOUTH REHAB OF SPRING HILL $0 $0 $0

74 HEALTHSOUTH REHAB. HOSPITAL - LARGO $0 $0 $0

75 HEALTHSOUTH REHAB. HOSPITAL TREAS COAST $0 $0 $0

76 HEALTHSOUTH REHAB. INSTITUTE - SARASOTA $0 $0 $0

77 HEALTHSOUTH RIDGELAKE HOSPITAL $0 $0 $0

78 HEALTHSOUTH SEA PINES REHAB HOSPITAL $0 $0 $0

79 HEALTHSOUTH SUNRISE REHAB. HOSPITAL $0 $0 $0

80 HEART OF FLORIDA REGIONAL MEDICAL CENTER $3,890,630 $3,097,386 ($793,244)

81 HELEN ELLIS MEMORIAL HOSPITAL $0 $0 $0

82 HENDRY REGIONAL MEDICAL CENTER $385,547 $385,547 $0

83 HIALEAH HOSPITAL $6,329,444 $6,329,444 $0

84 HIGHLANDS REGIONAL MEDICAL CENTER $1,903,054 $518,514 ($1,384,540)

85 HOLMES REGIONAL MEDICAL CENTER $6,860,857 $6,860,857 $0

86 HOLY CROSS HOSPITAL $0 $0 $0

87 HOMESTEAD HOSPITAL $8,387,138 $8,387,138 $0

88 INDIAN RIVER MEDICAL CENTER $4,948,163 $1,899,528 ($3,048,634)

89 JACKSON HOSPITAL $2,139,078 $1,904,559 ($234,519)

90 JACKSON MEMORIAL HOSPITAL $237,240,249 $160,562,795 ($76,677,454)

91 JAY HOSPITAL $306,896 $306,896 $0

92 JFK MEDICAL CENTER $11,189,738 $7,409,597 ($3,780,141)

93 JUPITER MEDICAL CENTER $761,578 $207,502 ($554,075)

94 KENDALL REGIONAL  MEDICAL  CENTER $4,689,618 $4,689,618 $0

95 KINDRED HOSPITAL - CENTRAL TAMPA $0 $0 $0

96 KINDRED HOSPITAL - NORTH FLORIDA $0 $0 $0

97 KINDRED HOSPITAL - OCALA $0 $0 $0

98 KINDRED HOSPITAL - PALM BEACHES $0 $0 $0

99 KINDRED HOSPITAL - S FLORIDA - HOLLYWOOD $0 $0 $0

100 KINDRED HOSPITAL - S. FLA - CORAL GABLES $0 $0 $0

101 KINDRED HOSPITAL - SOUTH FLORIDA $0 $0 $0

102 KINDRED HOSPITAL BAY AREA - ST. PETE $0 $0 $0

103 KINDRED HOSPITAL BAY AREA - TAMPA $0 $0 $0

104 KINDRED HOSPITAL - MELBOURNE $0 $0 $0

105 LAKE BUTLER HOSPITAL $621,489 $621,489 $0

106 LAKE CITY MEDICAL CENTER $0 $0 $0
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 2014-15 LIP Compared to a $1.2 Billion LIP
Comparison of Net Dollars, by Hospital

Row Hospital
2014-15 Nets:

$2.167 Billion LIP

Projected Nets:

$1.2 Billion LIP
Gain (Loss)

Net LIP Dollars, Including LIP and Rate Enhancements

(does not include DSH)

107 LAKE WALES MEDICAL CENTERS $1,170,151 $318,825 ($851,326)

108 LAKELAND REGIONAL MEDICAL CENTER $17,927,839 $11,004,613 ($6,923,227)

109 LAKEWOOD RANCH MEDICAL CENTER $0 $0 $0

110 LARGO MEDICAL CENTER $1,532,203 $1,532,203 $0

111 LARKIN COMMUNITY HOSPITAL $1,585,372 $1,585,372 $0

112 LAWNWOOD REGIONAL MEDICAL CENTER $6,414,568 $6,414,568 $0

113 LEE MEMORIAL HOSPITAL $35,469,558 $26,438,569 ($9,030,989)

114 LEESBURG REGIONAL MEDICAL CENTER $4,913,465 $1,365,108 ($3,548,357)

115 LEHIGH REGIONAL MEDICAL CENTER $0 $0 $0

116 LOWER KEYS MEDICAL CENTER $1,748,422 $1,748,422 $0

117 MADISON COUNTY MEMORIAL HOSPITAL $255,261 $255,261 $0

118 MANATEE MEMORIAL HOSPITAL $10,866,302 $6,742,822 ($4,123,479)

119 MARINERS HOSPITAL $457,458 $457,458 $0

120 MARTIN MEMORIAL HOSPITAL $2,375,411 $647,215 ($1,728,196)

121 MEASE HOSPITAL - COUNTRYSIDE $4,792,394 $1,305,758 ($3,486,636)

122 MEASE HOSPITAL - DUNEDIN $433,331 $118,067 ($315,264)

123 MEMORIAL HOSPITAL - WEST VOLUSIA $3,654,213 $995,644 ($2,658,568)

124 MEMORIAL HOSPITAL JACKSONVILLE $0 $0 $0

125 MEMORIAL HOSPITAL MIRAMAR $11,639,410 $6,093,827 ($5,545,584)

126 MEMORIAL HOSPITAL OF TAMPA $0 $0 $0

127 MEMORIAL HOSPITAL PEMBROKE $6,962,179 $4,764,873 ($2,197,306)

128 MEMORIAL HOSPITAL WEST $16,370,729 $6,206,709 ($10,164,020)

129 MEMORIAL REGIONAL HOSPITAL $62,643,795 $48,539,746 ($14,104,049)

130 MERCY HOSPITAL $0 $0 $0

131 MIAMI CHILDRENS HOSPITAL $51,464,568 $51,464,571 $2

132 MIAMI JEWISH HOME & HOSPITAL $0 $0 $0

133 MORTON F. PLANT HOSPITAL $11,090,648 $8,454,998 ($2,635,650)

134 MORTON PLANT NORTH BAY HOSPITAL $0 $0 $0

135 MT. SINAI MEDICAL CENTER $16,413,531 $12,782,835 ($3,630,696)

136 MUNROE REGIONAL MEDICAL CENTER $3,353,359 $931,071 ($2,422,288)

137 N.E. FLORIDA STATE HOSPITAL $0 $0 $0

138 NATURE COAST REGIONAL HEALTH NETWORK $232,000 $232,000 $0

139 NCH DOWNTOWN NAPLES HOSPITAL $10,818,207 $6,140,832 ($4,677,375)

140 NEMOURS HOSPITAL $9,128,686 $9,128,686 $0

141 NORTH FLORIDA REGIONAL MEDICAL CENTER $0 $0 $0

142 NORTH OKALOOSA MEDICAL CENTER $0 $0 $0

143 NORTH SHORE MEDICAL CENTER $8,491,078 $8,491,078 $0

144 NORTHSIDE HOSPITAL & HEART INST. $1,999,577 $1,999,577 $0

145 NORTHWEST FLORIDA COMMUNITY HOSPITAL $425,932 $425,932 $0

146 NORTHWEST MEDICAL CENTER $0 $0 $0

147 OAK HILL HOSPITAL $0 $0 $0

148 OCALA REGIONAL MEDICAL CENTER $1,859,981 $660,820 ($1,199,161)

149 ORANGE PARK MEDICAL CENTER $0 $0 $0

150 ORLANDO HEALTH $54,845,355 $46,026,514 ($8,818,841)

151 OSCEOLA REGIONAL MEDICAL CENTER $4,498,963 $4,498,963 $0

152 PALM BAY HOSPITAL $0 $0 $0

153 PALM BEACH GARDENS MEDICAL CENTER $1,331,024 $362,656 ($968,368)

154 PALM SPRINGS GENERAL HOSPITAL $0 $0 $0

155 PALMETTO GENERAL HOSPITAL $7,081,793 $7,081,793 $0

156 PALMS OF PASADENA HOSPITAL $0 $0 $0

157 PALMS WEST HOSPITAL $7,600,976 $4,669,076 ($2,931,900)

158 PAN AMERICAN HOSPITAL $0 $0 $0

159 PARK ROYAL HOSPITAL $0 $0 $0
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 2014-15 LIP Compared to a $1.2 Billion LIP
Comparison of Net Dollars, by Hospital

Row Hospital
2014-15 Nets:

$2.167 Billion LIP

Projected Nets:

$1.2 Billion LIP
Gain (Loss)

Net LIP Dollars, Including LIP and Rate Enhancements

(does not include DSH)

160 PARRISH MEDICAL CENTER $4,679,924 $1,340,414 ($3,339,510)

161 PASCO REGIONAL MEDICAL CENTER $0 $0 $0

162 PEACE RIVER REGIONAL MEDICAL CENTER $0 $0 $0

163 PHYSICAN'S REGIONAL MEDICAL CENTER $2,007,118 $546,869 ($1,460,248)

164 PLANTATION GENERAL HOSPITAL $4,941,295 $4,941,295 $0

165 PUTNAM COMMUNITY MEDICAL CENTER $1,281,636 $1,281,636 $0

166 REGIONAL MEDICAL CENTER AT BAYONET POINT $206,266 $206,266 $0

167 SACRED HEART HOSPITAL $19,177,152 $18,327,916 ($849,236)

168 SACRED HEART HOSPITAL ON THE GULF $120,678 $120,678 $0

169 SACRED HEART OF THE EMERALD COAST $905,576 $905,576 $0

170 SAINT ANTHONY'S HOSPITAL $5,446,083 $3,794,340 ($1,651,742)

171 SAINT LUKE'S HOSPITAL $254,093 $254,093 $0

172 SAINT PETERSBURG GENERAL HOSPITAL $2,380,221 $2,380,221 $0

173 SAINT VINCENT'S MEDICAL CENTER $2,988,193 $2,988,193 $0

174 SANTA ROSA MEDICAL CENTER $2,064,819 $570,165 ($1,494,654)

175 SARASOTA MEMORIAL HOSPITAL $12,279,466 $4,535,093 ($7,744,373)

176 SEBASTIAN RIVER MEDICAL CENTER $0 $0 $0

177 SELECT SPECIALTY HOSP - ORLANDO $0 $0 $0

178 SELECT SPECIALTY HOSP - MEMORIAL HEALTH JAX $0 $0 $0

179 SELECT SPECIALTY HOSPITAL MIAMI $0 $0 $0

180 SELECT SPECIALTY HOSPITAL PANAMA CITY $0 $0 $0

181 SEVEN RIVERS COMMUNITY HOSPITAL $0 $0 $0

182 SHANDS AT JACKSONVILLE $94,922,651 $72,058,693 ($22,863,959)

183 SHANDS AT LAKE SHORE $5,503,568 $2,931,937 ($2,571,631)

184 SHANDS AT LIVE OAK $617,661 $577,308 ($40,353)

185 SHANDS AT STARKE $637,134 $599,632 ($37,503)

186 SHANDS TEACHING HOSPITAL & CLINIC $106,672,132 $75,893,222 ($30,778,910)

187 SHRINER'S HOSPITAL FOR CHILDREN $527,351 $527,351 $0

188 SISTER EMMANUEL HOSPITAL $0 $0 $0

189 SOUTH BAY HOSPITAL $456,282 $124,321 ($331,962)

190 SOUTH FLORIDA BAPTIST HOSPITAL $3,583,502 $2,681,924 ($901,578)

191 SOUTH FLORIDA STATE HOSPITAL $0 $0 $0

192 SOUTH LAKE HOSPITAL $3,001,579 $817,824 ($2,183,755)

193 SOUTH MIAMI HOSPITAL $0 $0 $0

194 SOUTHWEST FLORIDA REGIONAL MEDICAL CENTER $7,846,518 $2,447,694 ($5,398,824)

195 SPECIALTY HOSPITAL - GAINESVILLE $0 $0 $0

196 SPECIALTY HOSPITAL - PALM BEACH $0 $0 $0

197 SPECIALTY HOSPITAL - PENSACOLA $0 $0 $0

198 SPECIALTY HOSPITAL - TALLAHASSEE $0 $0 $0

199 ST CLOUD REGIONAL MEDICAL CENTER $0 $0 $0

200 ST. CATHERINE'S REHABILITATION HOSPITAL $0 $0 $0

201 ST. JOHN'S REHABILITATION HOSPITAL $0 $0 $0

202 ST. JOSEPH'S HOSPITAL $41,381,614 $28,614,436 ($12,767,177)

203 ST. LUCIE MEDICAL CENTER $2,296,803 $2,296,803 $0

204 ST. LUKE'S - ST. VINCENT'S HEALTHCARE $0 $0 $0

205 ST. MARY'S HOSPITAL $25,247,154 $16,489,984 ($8,757,170)

206 TALLAHASSEE MEMORIAL HOSPITAL $8,018,297 $8,018,298 $0

207 TAMPA GENERAL HOSPITAL $86,586,975 $65,797,894 ($20,789,081)

208 THE VILLAGES REGIONAL HOSPITAL $0 $0 $0

209 TOWN & COUNTRY HOSPITAL $545,193 $148,546 ($396,647)

210 TWIN CITIES HOSPITAL $0 $0 $0

211 UCHLTACH at  Connerton $0 $0 $0

212 UNIVERSITY COMMUNITY HOSP. - CARROLLWOOD $577,259 $157,283 ($419,976)
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 2014-15 LIP Compared to a $1.2 Billion LIP
Comparison of Net Dollars, by Hospital

Row Hospital
2014-15 Nets:

$2.167 Billion LIP

Projected Nets:

$1.2 Billion LIP
Gain (Loss)

Net LIP Dollars, Including LIP and Rate Enhancements

(does not include DSH)

213 UNIVERSITY COMMUNITY HOSPITAL - TAMPA $2,036,203 $554,794 ($1,481,409)

214 UNIVERSITY HOSPITAL & MEDICAL C $0 $0 $0

215 UNIVERSITY OF MIAMI HOSPITAL $16,550,645 $9,039,664 ($7,510,981)

216 UNIVERSITY OF MIAMI HOSPITAL & CLINICS $10,079,550 $5,150,855 ($4,928,695)

217 VENICE REGIONAL MEDICAL CENTER $0 $0 $0

218 VIERA HOSPITAL $0 $0 $0

219 W. FLORIDA COMMUNITY CARE $0 $0 $0

220 WELLINGTON REGIONAL MEDICAL CENTER $3,780,463 $2,190,932 ($1,589,532)

221 WEST BOCA MEDICAL CENTER $2,543,264 $692,949 ($1,850,315)

222 WEST FLORIDA HOSPITAL $0 $0 $0

223 WEST GABLES REHABILITATION HOSPITAL $0 $0 $0

224 WEST KENDALL BAPTIST HOSPITAL $0 $0 $0

225 WESTCHESTER GENERAL HOSPITAL $1,415,531 $1,415,531 $0

226 WESTSIDE REGIONAL MEDICAL CENTE $0 $0 $0

227 WINTER HAVEN HOSPITAL $8,457,963 $2,651,978 ($5,805,985)

228 WUESTHOFF MEDICAL CENTER - MELBOURNE $0 $0 $0

229 WUESTHOFF MEDICAL CENTER - ROCKLEDGE $0 $0 $0

$1,544,362,275 $1,123,056,492 ($421,305,783)
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LIP payments to other provider access systems, such as county health departments, federally qualified health 

centers, and enhanced primary care initiatives ($117 million).

Exhibit 4

Simulation of 2014-15 LIP Funded at $600 Million

Simulation based on 2014-15 LIP funded at $1.2 billion instead of $2.167 billion.

Net losses will vary by hospital. Dollars may flow differently if total dollars are reduced. Simulation assumes IGT 

dollars will remain at the local level. Donations of IGT dollars are not uniform by county.

$321 million in non-hospital programs funded through LIP are also at risk if LIP funding is reduced. These programs 

include:

Medical school faculty portion of LIP ($204.5 million), and

The 2014-15 figures in this document reflect letters of agreement with IGT donors and the corresponding allocations 

made effective after publication of spending authority appropriated in the 2014-15 GAA. 



 2014-15 LIP Compared to a $600 Million LIP
Comparison of Net Dollars, by Hospital

Row Hospital
2014-15 Nets:

$2.167 Billion LIP

Projected Nets:

$600 Million LIP
Gain (Loss)

1 ALL CHILDREN'S HOSPITAL $55,562,140 $38,189,883 ($17,372,256)

2 ANN BATES LEACH EYE HOSPITAL $3,009,237 $856,601 ($2,152,636)

3 AVENTURA HOSPITAL & MEDICAL CENTER $0 $0 $0

4 BAPTIST HOSPITAL OF MIAMI $18,723,363 $17,503,272 ($1,220,091)

5 BAPTIST HOSPITAL OF PENSACOLA $7,662,147 $7,118,545 ($543,603)

6 BAPTIST MEDICAL CENTER $12,166,017 $11,651,369 ($514,648)

7 BAPTIST MEDICAL CENTER - BEACHES $0 $0 $0

8 BAPTIST MEDICAL CENTER - NASSAU $718,410 $462,721 ($255,689)

9 BARTOW REGIONAL MEDICAL CENTER $1,325,137 $540,818 ($784,319)

10 BAY MEDICAL CENTER $8,269,880 $2,844,194 ($5,425,686)

11 BAYCARE ALLIANT HOSPITAL $0 $0 $0

12 BAYFRONT MEDICAL CENTER $12,214,884 $6,061,781 ($6,153,103)

13 BERT FISH MEDICAL CENTER $2,062,037 $140,842 ($1,921,195)

14 BETHESDA HEALTHCARE SYSTEM $7,195,872 $4,127,952 ($3,067,920)

15 BLAKE MEDICAL CENTER $1,233,603 $37,995 ($1,195,608)

16 BOCA RATON COMMUNITY HOSPITAL $935,935 $34,614 ($901,321)

17 BRANDON REGIONAL HOSPITAL $6,398,746 $3,957,684 ($2,441,062)

18 BROOKS HEALTH SYSTEM $0 $0 $0

19 BROOKSVILLE REGIONAL HOSPITAL $4,429,110 $1,805,323 ($2,623,787)

20 BROWARD HEALTH - BROWARD GEN MED CENTER $62,749,667 $32,724,006 ($30,025,661)

21 BROWARD HEALTH - CORAL SPRINGS MED CENTER $9,890,446 $4,191,607 ($5,698,839)

22 BROWARD HEALTH - IMPERIAL POINT HOSPITAL $7,070,245 $2,757,604 ($4,312,642)

23 BROWARD HEALTH - NORTH BROWARD MED CENT $13,104,621 $6,909,154 ($6,195,467)

24 CALHOUN LIBERTY HOSPITAL $240,645 $69,967 ($170,678)

25 CAMPBELLTON-GRACEVILLE HOSPITAL $574,589 $56,638 ($517,951)

26 CAPE CANAVERAL HOSPITAL $0 $0 $0

27 CAPE CORAL HOSPITAL $5,101,179 $199,334 ($4,901,845)

28 CAPITAL REGIONAL MEDICAL CENTER $662,899 $24,517 ($638,382)

29 CENTRAL FLORIDA REGIONAL HOSPITAL $0 $0 $0

30 CHARLOTTE REGIONAL MEDICAL CENTER $0 $0 $0

31 CITRUS MEMORIAL HEALTH SYSTEM $1,982,444 $73,318 ($1,909,126)

32 CLEVELAND CLINIC FLORIDA WESTON $0 $0 $0

33 COLUMBIA HOSPITAL $2,398,655 $1,266,140 ($1,132,515)

34 COMMUNITY HOSPITAL $0 $0 $0

35 CORAL GABLES HOSPITAL $836,673 $795,352 ($41,320)

36 DELRAY MEDICAL CENTER $2,716,209 $191,463 ($2,524,746)

37 DESOTO MEMORIAL HOSPITAL $1,282,755 $955,724 ($327,031)

38 DOCTORS' HOSPITAL - CORAL GABLES $0 $0 $0

39 DOCTORS HOSPITAL OF SARASOTA $0 $0 $0

40 DOCTORS MEMORIAL HOSPITAL - HOLMES CO $2,419,515 $352,521 ($2,066,994)

41 DOCTORS MEMORIAL HOSPITAL - TAYLOR CO $725,400 $421,804 ($303,596)

42 ED FRASER MEMORIAL HOSPITAL $1,897,515 $26,684 ($1,870,831)

43 EDWARD WHITE HOSPITAL $0 $0 $0

44 ENGLEWOOD COMMUNITY HOSPITAL $0 $0 $0

45 FAWCETT MEMORIAL HOSPITAL $0 $0 $0

46 FISHERMEN'S HOSPITAL $270,179 $89,691 ($180,488)

47 FLAGLER HOSPITAL $1,072,290 $132,779 ($939,511)

48 FLORIDA HOSPITAL $59,077,862 $50,261,796 ($8,816,066)

49 FLORIDA HOSPITAL - WAUCHULA $374,250 $208,413 ($165,837)

50 FLORIDA HOSPITAL FISH MEMORIAL $2,147,620 $79,428 ($2,068,192)

51 FLORIDA HOSPITAL FLAGLER $968,562 $674,480 ($294,082)

52 FLORIDA HOSPITAL HEARTLAND MED. CTR. $980,433 $36,261 ($944,172)

53 FLORIDA HOSPITAL ORMOND MEMORIAL $0 $0 $0

Net LIP Dollars, Including LIP and Rate Enhancements

(does not include DSH)

Simulation of $600 million LIP Page 1 Exhibit 4



 2014-15 LIP Compared to a $600 Million LIP
Comparison of Net Dollars, by Hospital

Row Hospital
2014-15 Nets:

$2.167 Billion LIP

Projected Nets:

$600 Million LIP
Gain (Loss)

Net LIP Dollars, Including LIP and Rate Enhancements

(does not include DSH)

54 FLORIDA HOSPITAL WATERMAN $4,729,283 $200,045 ($4,529,238)

55 FLORIDA HOSPITAL WESLEY CHAPEL $0 $0 $0

56 FLORIDA HOSPITAL ZEPHYRHILLS $361,367 $361,367 $0

57 FLORIDA STATE HOSPITAL $0 $0 $0

58 FLORIDA STATE HOSPITAL - MED SURG. $0 $0 $0

59 FORT WALTON BEACH MEDICAL CENTER $0 $0 $0

60 G. PIERCE WOOD HOSPITAL $0 $0 $0

61 GEORGE E. WEEMS MEMORIAL HOSPITAL $224,986 $79,005 ($145,981)

62 GLADES GENERAL HOSPITAL $2,865,919 $1,256,530 ($1,609,389)

63 GOOD SAMARITAN MEDICAL CENTER $2,771,612 $102,505 ($2,669,107)

64 GULF COAST MEDICAL CENTER $4,002,040 $3,836,849 ($165,191)

65 H. LEE MOFFIT CANCER CENTER $18,939,572 $8,688,049 ($10,251,523)

66 H.H. RAULERSON $1,079,450 $813,024 ($266,426)

67 HALIFAX HEALTH $19,605,072 $7,924,845 ($11,680,227)

68 HEALTH CENTRAL $5,481,933 $1,446,164 ($4,035,769)

69 HEALTHMARK REGIONAL MEDICAL CENTER $330,841 $165,906 ($164,935)

70 HEALTHSOUTH EMERALD COAST REHAB HOSPITAL $0 $0 $0

71 HEALTHSOUTH REHAB HOSPITAL - TALLAHASSEE $0 $0 $0

72 HEALTHSOUTH REHAB HOSPITAL OF MIAMI $0 $0 $0

73 HEALTHSOUTH REHAB OF SPRING HILL $0 $0 $0

74 HEALTHSOUTH REHAB. HOSPITAL - LARGO $0 $0 $0

75 HEALTHSOUTH REHAB. HOSPITAL TREAS COAST $0 $0 $0

76 HEALTHSOUTH REHAB. INSTITUTE - SARASOTA $0 $0 $0

77 HEALTHSOUTH RIDGELAKE HOSPITAL $0 $0 $0

78 HEALTHSOUTH SEA PINES REHAB HOSPITAL $0 $0 $0

79 HEALTHSOUTH SUNRISE REHAB. HOSPITAL $0 $0 $0

80 HEART OF FLORIDA REGIONAL MEDICAL CENTER $3,890,630 $2,715,519 ($1,175,111)

81 HELEN ELLIS MEMORIAL HOSPITAL $0 $0 $0

82 HENDRY REGIONAL MEDICAL CENTER $385,547 $242,340 ($143,207)

83 HIALEAH HOSPITAL $6,329,444 $6,077,915 ($251,529)

84 HIGHLANDS REGIONAL MEDICAL CENTER $1,903,054 $70,382 ($1,832,672)

85 HOLMES REGIONAL MEDICAL CENTER $6,860,857 $6,555,027 ($305,830)

86 HOLY CROSS HOSPITAL $0 $0 $0

87 HOMESTEAD HOSPITAL $8,387,138 $7,969,702 ($417,436)

88 INDIAN RIVER MEDICAL CENTER $4,948,163 $640,591 ($4,307,572)

89 JACKSON HOSPITAL $2,139,078 $1,378,318 ($760,760)

90 JACKSON MEMORIAL HOSPITAL $237,240,249 $112,256,115 ($124,984,134)

91 JAY HOSPITAL $306,896 $168,672 ($138,224)

92 JFK MEDICAL CENTER $11,189,738 $5,038,968 ($6,150,770)

93 JUPITER MEDICAL CENTER $761,578 $28,167 ($733,411)

94 KENDALL REGIONAL  MEDICAL  CENTER $4,689,618 $4,238,601 ($451,017)

95 KINDRED HOSPITAL - CENTRAL TAMPA $0 $0 $0

96 KINDRED HOSPITAL - NORTH FLORIDA $0 $0 $0

97 KINDRED HOSPITAL - OCALA $0 $0 $0

98 KINDRED HOSPITAL - PALM BEACHES $0 $0 $0

99 KINDRED HOSPITAL - S FLORIDA - HOLLYWOOD $0 $0 $0

100 KINDRED HOSPITAL - S. FLA - CORAL GABLES $0 $0 $0

101 KINDRED HOSPITAL - SOUTH FLORIDA $0 $0 $0

102 KINDRED HOSPITAL BAY AREA - ST. PETE $0 $0 $0

103 KINDRED HOSPITAL BAY AREA - TAMPA $0 $0 $0

104 KINDRED HOSPITAL - MELBOURNE $0 $0 $0

105 LAKE BUTLER HOSPITAL $621,489 $97,193 ($524,296)

106 LAKE CITY MEDICAL CENTER $0 $0 $0
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 2014-15 LIP Compared to a $600 Million LIP
Comparison of Net Dollars, by Hospital

Row Hospital
2014-15 Nets:

$2.167 Billion LIP

Projected Nets:

$600 Million LIP
Gain (Loss)

Net LIP Dollars, Including LIP and Rate Enhancements

(does not include DSH)

107 LAKE WALES MEDICAL CENTERS $1,170,151 $43,277 ($1,126,874)

108 LAKELAND REGIONAL MEDICAL CENTER $17,927,839 $8,383,416 ($9,544,423)

109 LAKEWOOD RANCH MEDICAL CENTER $0 $0 $0

110 LARGO MEDICAL CENTER $1,532,203 $996,527 ($535,676)

111 LARKIN COMMUNITY HOSPITAL $1,585,372 $1,581,700 ($3,672)

112 LAWNWOOD REGIONAL MEDICAL CENTER $6,414,568 $5,953,319 ($461,249)

113 LEE MEMORIAL HOSPITAL $35,469,558 $20,993,834 ($14,475,724)

114 LEESBURG REGIONAL MEDICAL CENTER $4,913,465 $203,599 ($4,709,866)

115 LEHIGH REGIONAL MEDICAL CENTER $0 $0 $0

116 LOWER KEYS MEDICAL CENTER $1,748,422 $1,674,916 ($73,506)

117 MADISON COUNTY MEMORIAL HOSPITAL $255,261 $40,875 ($214,386)

118 MANATEE MEMORIAL HOSPITAL $10,866,302 $5,246,150 ($5,620,152)

119 MARINERS HOSPITAL $457,458 $111,924 ($345,534)

120 MARTIN MEMORIAL HOSPITAL $2,375,411 $87,853 ($2,287,558)

121 MEASE HOSPITAL - COUNTRYSIDE $4,792,394 $177,242 ($4,615,152)

122 MEASE HOSPITAL - DUNEDIN $433,331 $16,026 ($417,305)

123 MEMORIAL HOSPITAL - WEST VOLUSIA $3,654,213 $135,148 ($3,519,065)

124 MEMORIAL HOSPITAL JACKSONVILLE $0 $0 $0

125 MEMORIAL HOSPITAL MIRAMAR $11,639,410 $3,929,583 ($7,709,828)

126 MEMORIAL HOSPITAL OF TAMPA $0 $0 $0

127 MEMORIAL HOSPITAL PEMBROKE $6,962,179 $3,175,490 ($3,786,690)

128 MEMORIAL HOSPITAL WEST $16,370,729 $2,222,505 ($14,148,225)

129 MEMORIAL REGIONAL HOSPITAL $62,643,795 $33,925,416 ($28,718,379)

130 MERCY HOSPITAL $0 $0 $0

131 MIAMI CHILDRENS HOSPITAL $51,464,568 $46,876,440 ($4,588,128)

132 MIAMI JEWISH HOME & HOSPITAL $0 $0 $0

133 MORTON F. PLANT HOSPITAL $11,090,648 $7,320,397 ($3,770,251)

134 MORTON PLANT NORTH BAY HOSPITAL $0 $0 $0

135 MT. SINAI MEDICAL CENTER $16,413,531 $5,505,478 ($10,908,053)

136 MUNROE REGIONAL MEDICAL CENTER $3,353,359 $138,461 ($3,214,898)

137 N.E. FLORIDA STATE HOSPITAL $0 $0 $0

138 NATURE COAST REGIONAL HEALTH NETWORK $232,000 $93,194 ($138,806)

139 NCH DOWNTOWN NAPLES HOSPITAL $10,818,207 $4,319,650 ($6,498,557)

140 NEMOURS HOSPITAL $9,128,686 $9,128,686 $0

141 NORTH FLORIDA REGIONAL MEDICAL CENTER $0 $0 $0

142 NORTH OKALOOSA MEDICAL CENTER $0 $0 $0

143 NORTH SHORE MEDICAL CENTER $8,491,078 $8,401,808 ($89,269)

144 NORTHSIDE HOSPITAL & HEART INST. $1,999,577 $1,896,393 ($103,184)

145 NORTHWEST FLORIDA COMMUNITY HOSPITAL $425,932 $207,390 ($218,542)

146 NORTHWEST MEDICAL CENTER $0 $0 $0

147 OAK HILL HOSPITAL $0 $0 $0

148 OCALA REGIONAL MEDICAL CENTER $1,859,981 $64,460 ($1,795,521)

149 ORANGE PARK MEDICAL CENTER $0 $0 $0

150 ORLANDO HEALTH $54,845,355 $38,463,225 ($16,382,130)

151 OSCEOLA REGIONAL MEDICAL CENTER $4,498,963 $4,318,222 ($180,741)

152 PALM BAY HOSPITAL $0 $0 $0

153 PALM BEACH GARDENS MEDICAL CENTER $1,331,024 $49,226 ($1,281,798)

154 PALM SPRINGS GENERAL HOSPITAL $0 $0 $0

155 PALMETTO GENERAL HOSPITAL $7,081,793 $6,785,342 ($296,451)

156 PALMS OF PASADENA HOSPITAL $0 $0 $0

157 PALMS WEST HOSPITAL $7,600,976 $3,487,931 ($4,113,045)

158 PAN AMERICAN HOSPITAL $0 $0 $0

159 PARK ROYAL HOSPITAL $0 $0 $0
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 2014-15 LIP Compared to a $600 Million LIP
Comparison of Net Dollars, by Hospital

Row Hospital
2014-15 Nets:

$2.167 Billion LIP

Projected Nets:

$600 Million LIP
Gain (Loss)

Net LIP Dollars, Including LIP and Rate Enhancements

(does not include DSH)

160 PARRISH MEDICAL CENTER $4,679,924 $181,071 ($4,498,852)

161 PASCO REGIONAL MEDICAL CENTER $0 $0 $0

162 PEACE RIVER REGIONAL MEDICAL CENTER $0 $0 $0

163 PHYSICAN'S REGIONAL MEDICAL CENTER $2,007,118 $74,231 ($1,932,887)

164 PLANTATION GENERAL HOSPITAL $4,941,295 $3,807,918 ($1,133,377)

165 PUTNAM COMMUNITY MEDICAL CENTER $1,281,636 $1,041,856 ($239,780)

166 REGIONAL MEDICAL CENTER AT BAYONET POINT $206,266 $0 ($206,266)

167 SACRED HEART HOSPITAL $19,177,152 $14,744,662 ($4,432,490)

168 SACRED HEART HOSPITAL ON THE GULF $120,678 $80,138 ($40,540)

169 SACRED HEART OF THE EMERALD COAST $905,576 $758,246 ($147,330)

170 SAINT ANTHONY'S HOSPITAL $5,446,083 $3,243,385 ($2,202,698)

171 SAINT LUKE'S HOSPITAL $254,093 $247,895 ($6,197)

172 SAINT PETERSBURG GENERAL HOSPITAL $2,380,221 $1,797,871 ($582,350)

173 SAINT VINCENT'S MEDICAL CENTER $2,988,193 $2,817,274 ($170,918)

174 SANTA ROSA MEDICAL CENTER $2,064,819 $75,980 ($1,988,839)

175 SARASOTA MEMORIAL HOSPITAL $12,279,466 $599,665 ($11,679,802)

176 SEBASTIAN RIVER MEDICAL CENTER $0 $0 $0

177 SELECT SPECIALTY HOSP - ORLANDO $0 $0 $0

178 SELECT SPECIALTY HOSP - MEMORIAL HEALTH JAX $0 $0 $0

179 SELECT SPECIALTY HOSPITAL MIAMI $0 $0 $0

180 SELECT SPECIALTY HOSPITAL PANAMA CITY $0 $0 $0

181 SEVEN RIVERS COMMUNITY HOSPITAL $0 $0 $0

182 SHANDS AT JACKSONVILLE $94,922,651 $31,445,643 ($63,477,008)

183 SHANDS AT LAKE SHORE $5,503,568 $1,520,002 ($3,983,566)

184 SHANDS AT LIVE OAK $617,661 $265,307 ($352,354)

185 SHANDS AT STARKE $637,134 $281,408 ($355,727)

186 SHANDS TEACHING HOSPITAL & CLINIC $106,672,132 $58,393,418 ($48,278,714)

187 SHRINER'S HOSPITAL FOR CHILDREN $527,351 $527,351 $0

188 SISTER EMMANUEL HOSPITAL $0 $0 $0

189 SOUTH BAY HOSPITAL $456,282 $16,875 ($439,407)

190 SOUTH FLORIDA BAPTIST HOSPITAL $3,583,502 $2,373,046 ($1,210,455)

191 SOUTH FLORIDA STATE HOSPITAL $0 $0 $0

192 SOUTH LAKE HOSPITAL $3,001,579 $111,010 ($2,890,569)

193 SOUTH MIAMI HOSPITAL $0 $0 $0

194 SOUTHWEST FLORIDA REGIONAL MEDICAL CENTER $7,846,518 $328,099 ($7,518,419)

195 SPECIALTY HOSPITAL - GAINESVILLE $0 $0 $0

196 SPECIALTY HOSPITAL - PALM BEACH $0 $0 $0

197 SPECIALTY HOSPITAL - PENSACOLA $0 $0 $0

198 SPECIALTY HOSPITAL - TALLAHASSEE $0 $0 $0

199 ST CLOUD REGIONAL MEDICAL CENTER $0 $0 $0

200 ST. CATHERINE'S REHABILITATION HOSPITAL $0 $0 $0

201 ST. JOHN'S REHABILITATION HOSPITAL $0 $0 $0

202 ST. JOSEPH'S HOSPITAL $41,381,614 $23,360,079 ($18,021,535)

203 ST. LUCIE MEDICAL CENTER $2,296,803 $2,192,456 ($104,347)

204 ST. LUKE'S - ST. VINCENT'S HEALTHCARE $0 $0 $0

205 ST. MARY'S HOSPITAL $25,247,154 $12,567,250 ($12,679,904)

206 TALLAHASSEE MEMORIAL HOSPITAL $8,018,297 $7,620,425 ($397,873)

207 TAMPA GENERAL HOSPITAL $86,586,975 $44,098,731 ($42,488,245)

208 THE VILLAGES REGIONAL HOSPITAL $0 $0 $0

209 TOWN & COUNTRY HOSPITAL $545,193 $20,164 ($525,029)

210 TWIN CITIES HOSPITAL $0 $0 $0

211 UCHLTACH at  Connerton $0 $0 $0

212 UNIVERSITY COMMUNITY HOSP. - CARROLLWOOD $577,259 $21,349 ($555,910)
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$2.167 Billion LIP
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$600 Million LIP
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(does not include DSH)

213 UNIVERSITY COMMUNITY HOSPITAL - TAMPA $2,036,203 $75,307 ($1,960,896)

214 UNIVERSITY HOSPITAL & MEDICAL C $0 $0 $0

215 UNIVERSITY OF MIAMI HOSPITAL $16,550,645 $6,588,956 ($9,961,689)

216 UNIVERSITY OF MIAMI HOSPITAL & CLINICS $10,079,550 $3,555,589 ($6,523,961)

217 VENICE REGIONAL MEDICAL CENTER $0 $0 $0

218 VIERA HOSPITAL $0 $0 $0

219 W. FLORIDA COMMUNITY CARE $0 $0 $0

220 WELLINGTON REGIONAL MEDICAL CENTER $3,780,463 $1,655,341 ($2,125,123)

221 WEST BOCA MEDICAL CENTER $2,543,264 $94,060 ($2,449,204)

222 WEST FLORIDA HOSPITAL $0 $0 $0

223 WEST GABLES REHABILITATION HOSPITAL $0 $0 $0

224 WEST KENDALL BAPTIST HOSPITAL $0 $0 $0

225 WESTCHESTER GENERAL HOSPITAL $1,415,531 $1,415,531 $0

226 WESTSIDE REGIONAL MEDICAL CENTE $0 $0 $0

227 WINTER HAVEN HOSPITAL $8,457,963 $3,912,164 ($4,545,799)

228 WUESTHOFF MEDICAL CENTER - MELBOURNE $0 $0 $0

229 WUESTHOFF MEDICAL CENTER - ROCKLEDGE $0 $0 $0

$1,544,362,275 $828,048,925 ($716,313,349)
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The Legislative Office of Economic and Demographic Research modeled the full effects (direct, indirect 
and induced) of losing the federal dollars on Florida’s economy over five years.  Key assumptions are:
• The inter-governmental transfers (IGTs) associated with LIP are retained locally.
• The federal LIP funding ($1.29 billion) has been used in the past to support the daily operations of 

the Hospital and Nursing industry through a “helicopter drop”.  These dollars are removed each 
year from the economy.

LIP—SSEC and Economic Assumptions...

Issue County General Medical Total
APPROPRIATIONS Transfers Revenue Care TF Funds

Low Income Pool - Primary Care Hospitals $4,854,712 $0 $7,150,016 $12,004,728
Low Income Pool - Provisional Trauma Centers $3,569,512 $0 $5,257,175 $8,826,687
Low Income Pool - Rural Hospitals $2,273,635 $0 $3,348,607 $5,622,242
Low Income Pool - Safety Net Hospitals $28,873,580 $700,000 $43,555,946 $73,129,526
Low Income Pool - Independent Report $202,200 $0 $297,800 $500,000
Low Income Pool - Poison Control Hospitals $0 $1,283,082 $1,889,723 $3,172,805
Low Income Pool - Specialty Pediatric Hospitals $569,867 $0 $839,299 $1,409,166
Low Income Pool - Hospitals Providers Access System $309,941,891 $0 $456,482,171 $766,424,062
Low Income Pool - Quality Add On $6,066,000 $0 $8,934,000 $15,000,000
Low Income Pool - LIP 6 $389,511,815 $0 $573,672,693 $963,184,508
Low Income Pool - Federally Qualified Health Centers $5,919,659 $1,471,259 $10,885,338 $18,276,256
Low Income Pool - Primary Care and ER Diversion, Manatee, Sarasota, and Desoto $0 $485,280 $714,720 $1,200,000
Low Income Pool - Premium Assistance Program - Miami Dade $101,100 $0 $148,900 $250,000
Low Income Pool - Premium Assistance Program - HCDPB $6,416,620 $0 $9,450,394 $15,867,014
Low Income Pool - County Health Initiatives $1,833,844 $0 $2,700,883 $4,534,727
Low Income Pool - Primary Care Health Departments $808,800 $0 $1,191,200 $2,000,000
Low Income Pool - Hospital Primary Care with DOH $1,213,200 $0 $1,786,800 $3,000,000
Low Income Pool - Teaching Physicians $82,713,482 $0 $121,820,351 $204,533,833
Low Income Pool - STC 61_Tier One Milestone Distribution $14,154,000 $0 $20,846,000 $35,000,000
Low Income Pool - Primary Care $8,582,754 $5,180,105 $20,269,927 $34,032,786
Total Low Income Pool Provider Access System Payments $867,606,670 $9,119,726 $1,291,241,942 $2,167,968,340

Social Services Estimating Conference zeroed out LIP Funding in 2015-16
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Cumulative Impact of the Loss of LIP Funding over 5 years:
$6.46 Billion

State GDP is 
Reduced

State 
Revenues
are Lost

Employees 
Leave the 

State

Disposable 
Personal 

Income is Lost

Outmigration 
Occurs

$10.69 
Billion Lost

$611.96 
Million Lost

19,986 
Jobs Lost

$11.00 
Billion Lost

53,232 
People Lost

Economic Analysis Using Statewide Model
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Major State Revenue Impact Areas
• Sales Tax: -$361.4 Million
• Documentary Stamps: -$78.9 Million
• Corporate Income Tax: -$30.8 Million
• Motor Fuel Tax: -$22.04 Million

Related Risk Areas
• The Social Services Estimating Conference assumed non-LIP related IGTs of $359.5 million for FY 

2015-16 would continue. Of this amount, $99.7 million are in Hospital Outpatient and $259.8 
million are in Hospital Inpatient. Overall, the SSEC placed 80.4% in prepaid, and 19.6% in fee for 
service.  Any future transfers are at risk if LIP is discontinued since the local dollars are voluntary, 
and local governments will reassess their return from the statewide distribution of these dollars.

Loss of Federal LIP Dollars...

• Federal funds come into Florida from outside the state (“helicopter drop”).  

• A preliminary analysis shows that redirecting state funds from other areas of the budget to 
offset the elimination of federal dollars would only partially mitigate the lost economic 
activity.  While the state is not made whole, mitigation spreads the shock from being 
concentrated in a limited number of industries to a greater number of industries—diffusing 
some of the economic consequences.

Significant Employment Change by Industry
• Hospital and Nursing: -4.17%
• Real Estate: -0.26%
• Retail: -0.14%
• Construction: -0.07%

Replacing Federal LIP Dollars...
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Number
Percent 
of Total

Not in School and Not Working 400,612 48.28%
Parents 59,186 7.13%
Non-Parents 341,426 41.15%

SB 2512 ~ Characteristics of the Expansion Base Population 
from the American Community Survey (ACS) 2011-2013, 
Public Use Microdata (PUMS)...

Population of 829,802
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Population Adjustments to Base...
CROWD OUT
 The crowd out population is individuals who are paying for private health 

insurance today and who would qualify for Medicaid coverage under Simple 
Expansion-Phase 1.

 Using the 2011-13 ACS PUMS data, there were 122,704 individuals who 
would be classified as crowd out population.

LIKELY PRESENTERS
 A take-up rate of 85.8% is applied to the Medicaid Expansion population to 

match the health insurance participation rate of today’s Medicaid eligible 
population.  The crowd out population is assumed to present fully.

 The total number of likely presenters is 834,674.  This number is 
subsequently adjusted for population growth, reaching 908,127 in 2019-20.

Revised Population of 951,826

Likely Presenting Population is 834,674
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Medically Needy...
 Non-pregnant adults aged 19-64 under 133% FPL (25,964) 

would automatically transition from the Medically Needy 
Program to Medicaid Simple Expansion-Phase 1.
 Transition of these individuals would result in state savings due to 

the different federal participation matching rates.

 Persons aged 19-64 who are above 133% FPL and Seniors at all 
income levels (5,114) are disenrolled from the Medically Needy 
Program on October 1, 2015.
 The disenrollment of these individuals produces savings from the 

state match that will no longer be required.

 Children under the age of 19 and Pregnant Women who do not 
otherwise qualify for Medicaid (936) are enrolled until October 
1, 2019.
 The disenrollment of these individuals produces savings from the 

state match that will no longer be required.
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Year 1 ~ Simple Expansion and Transition to FHIX…

The various components of the population are grown to the start of the program in FY 2015-
16, and then through the subsequent years.  Adjustments are also made to reflect SB 2512.

7



Assumptions for Transition to FHIX-Phase 2…
 Expansion enrollees from Phase 1 (742,677) are:

 Reduced for Constraints (64.4% remain).
 School
 Employment by hours for parents and others
 Job Seekers
 Disabled

 Increased for Caregivers (estimated to be 7,153 in the base population) who 
otherwise would have been removed by the Constraints.

 Further reduced for attrition between Phase 1 and Phase 2 (30% removed).
 Ultimately, 339,806 enroll.

 Medically Needy enrollees from Phase 1 (25,964) are assumed to transition 
fully.

 Since the Crowd Out population (122,704) already has insurance, they wait for 
the FHIX options to become known at the beginning of Phase 2 to make a 
decision and do not participate in Phase 1.
 The Eligible Universe was screened to determine those most likely to stay with private 

insurance (approximately 67% based on school status, youth, and probability of 
constraint failure).

 The remaining population was reduced again by 50% to reflect those making a case by 
case decision based on specific FHIX offerings.

 Ultimately, 20,031 enroll in FHIX.
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Disenrollees and the Exchange…
 Subsidies (health insurance premium tax 

credits) are only available to persons between 
100% to 400% FPL selecting insurance 
coverage through the Exchange.

 Florida’s Medicaid Expansion base population 
has 70.2% who are not eligible for subsidies  
today, and the remaining 29.8% are eligible 
for subsidies.

 EDR assumes that the disenrolled population 
would mirror Florida’s Medicaid Expansion 
base population and therefore at least 70.2% 
would continue to be ineligible for subsidies 
on the Exchange and may no longer have 
access to unsubsidized options.

 It is unknown how the remaining 29.8% who 
are between 100% and 133% FPL could be 
allowed to access or receive subsidies for 
private insurance coverage purchased on the 
Exchange.  If access and future subsidies are 
denied, this population would be worse off.
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Healthy Kids in FHIX-Phase 3…
 Current Healthy Kids Title XXI (133% - 200% FPL):

 Current enrollees (158,837) will transition to FHIX-
Phase 3. 

 The monthly premium amount for these children 
will be the maximum $25 because all have family 
incomes above 100% FPL (the current average 
monthly premium is $12.48; the shift to FHIX will 
reduce costs to the state due to the increase in 
premiums).

 Current Healthy Kids Full Pay (above 200% FPL):

 This analysis assumes Healthy Kids Full Pay 
enrollees (37,607) will not be eligible for the FHIX 
marketplace (today, these families pay 100% of 
their insurance costs).

 Instead of moving to FHIX, Full Pay enrollees will 
shift to private insurance coverage on July 1, 2016.

FY 2016-17
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Savings from Changes to Existing Programs…
 Savings from Transition to Expansion/FHIX:

 25,964 Medically Needy individuals - state savings due to both the higher 
federal participation matching rates and newly required premium payments.

 158,837 Healthy Kids individuals - state savings due to the increased average 
monthly premium paid by families.

 Savings from Disenrollment:
 5,114 Medically Needy individuals (October 1, 2015) – state savings because 

state match is no longer required.
 936 Medically Needy pregnant women and children (October 1, 2019) – state 

savings because state match is no longer required.

State Savings (in Millions) FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20 Total
Transition to Expansion/FHIX

Medically Needy Non Pregnant adults 19-64 Under 133% $237.4 $219.0 $200.5 $193.9 $180.8 $1,031.6
Healthy Kids Title XXI N/A $0.9 $1.0 $1.0 $5.3 $8.2

Disenrollment from Medically Needy
Non Pregnant adults 19-64 Above 133% (in October 2015) $22.0 $28.9 $28.9 $28.8 $28.7 $137.4
Adults 65+ (in October 2015) $11.6 $15.2 $15.2 $15.2 $15.1 $72.3
Children and Pregnant Women (in October 2019) $0.0 $0.0 $0.0 $0.0 $3.3 $3.3

Total $271.1 $264.1 $245.6 $238.8 $233.1 $1,252.7

Note: Dollars in Millions; Positive Total = Savings; Negative Total = Expenditures; Numbers may not sum due to rounding
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Insurance Premium Tax...
A. The current revenue forecast assumes 1.44 million individuals are induced by the 

Affordable Care Act to obtain private insurance that is subject to the Insurance 
Premium Tax in the 2015 calendar year.

B. This analysis assumes that 234,284 of the 1.44 million individuals would qualify for 
and move to Medicaid under Simple Expansion-Phase 1, in lieu of seeking private 
insurance.  This number grows and is included within the uninsured presenters.

C. This analysis also assumes that 20,031 individuals who currently pay for their own 
private insurance will seek and obtain coverage through FHIX (Crowd Out 
population). 

D. The premiums and tax collections from the underlying Insurance Premium Tax 
forecast associated with all of these individuals [from above: (B + C)] are removed 
throughout the entire forecast.

E. Some of the Phase 1 participants would be disenrolled during the transition to 
Phase 2; however, their remaining insurance options are unclear and the 
disenrollee feedback to the Insurance Premium Tax forecast is indeterminate.

12



State Insurance Premium Tax

FY 2015-16 FY 2016-17 FY2017-18 FY 2018-19 FY 2019-20
Phase 1 - Impact of Simple Expansion ($7,226,394) ($6,187,003) ($6,570,490) ($6,807,356) ($7,108,618)
Phase 2 - Impact of Crowd Out Leaving Private Insurance $0 ($403,304) ($311,722) ($307,841) ($317,198)
Phase 2 - Impact of FHIX Plan Selection $0 Indeterminate Indeterminate Indeterminate Indeterminate
Impact of Disenrolled $0 Indeterminate Indeterminate Indeterminate Indeterminate
Phase 3 - Impact of Healthy Kids Full Pay Purchasing Insurance $0 $362,106 $629,801 $525,205 $548,440

Total Cash Impact of Insurance Premium Tax ($7,226,394) ($6,228,201) ($6,252,411) ($6,589,992) ($6,877,376)

Insurance Premium Tax

 The ultimate mix of insurance offerings on FHIX are currently unknown.

 Among other options, FHIX can offer “...a managed care plan contracted with the 
Agency for Health Care Administration under the managed medical assistance 
program under part IV of Chapter 409.” Today, these plans (Medicaid MMA) are not 
subject to the Insurance Premium Tax.  The Insurance Premium Tax status of the 
FHIX options is unclear. 

 For these reasons, the impact of FHIX selections on Insurance Premium Tax 
collections is indeterminate.
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Overall Coverage Status after Full Implementation...

Current Coverage 
Status

Coverage Status under 
SB 2512 

(after Phase 3 full 
implementation) Description FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20

Uninsured FHIX
This group is currently uninsured and would qualify for the FHIX 
marketplace (school/work requirements and premium payment 
requirements).

344,733 349,639 354,520 359,364

Private Insurance FHIX
This group currently has private insurance and would transition to the 
FHIX marketplace; they will meet all FHIX requirements and will opt for a 
FHIX plan over their current private insurance plan.

20,031 20,031 20,031 20,031

Medicaid Medically 
Needy

FHIX

This group is currently in Medicaid Medically Needy and would be 
transitioned to FHIX because they would meet all the requirements.  This 
group, which has not paid premiums in Medicaid, would be subject to 
premium payments starting in Phase 2.

25,886 25,808 25,731 25,653

Healthy Kids Title XXI FHIX

This group comprises the current Healthy Kids Title XXI population.  They 
would be transitioned to FHIX in Phase 3; premiums would increase from 
the current average of $12.48 per month to $25.00 per month (all are 
above 100% FPL).

158,837 162,305 164,740 167,211

549,486 557,783 565,021 572,259

Medicaid Medically 
Needy

Medicaid Medically 
Needy

This group is children or pregnant women currently in Medicaid Medically 
Needy.  They would remain in Medicaid until the Medically Needy 
program is terminated on October 1, 2019.

934 931 928 - 925

Medicaid Medically 
Needy

No longer with a state-
sponsored program

This group includes the elderly at all income levels and the individuals 
with incomes above 133% FPL who are currently in Medicaid Medically 
Needy.  This group would not meet income and/or age requirements for 
FHIX.  They would be disenrolled from Medicaid on October 1, 2015.

- 5,099 - 5,084 - 5,069 - 5,053

Healthy Kids Full Pay
No longer with a state-

sponsored program

This group comprises the Healthy Kids Full Pay population (all have 
incomes above 200% FPL).  It is assumed that they would not have a path 
to insurance through the FHIX marketplace.

- 37,607 - 37,607 - 37,607 - 37,607

Uninsured
Not with a state-

sponsored program

This group is currently uninsured and would not qualify for the FHIX 
marketplace (school/work requirements and/or premium payment 
requirements).

~ 408,713 ~ 414,528 ~ 420,315 ~ 426,059

451,419 457,219 462,991 469,644

A negative sign (-) indicates individuals who are currently enrolled in a state-sponsored program but would be disenrolled under SB 2512.
A tilde (~) indicates Expansion individuals who are currently uninsured and would not become eligible for a state-sponsored program through SB 2512.

FHIX Enrollment Subtotal

Number of individuals no longer benefitting after full implementation

14



Overall Fiscal Impacts...
FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20 Total FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20 Total

Uninsured Presenters (new) -                 (75.1) (172.3) (212.3) (289.3) (749.0) 2,872.4 2,929.3 2,960.6 3,053.7 3,114.5 14,930.4
Crowd-Out (new) -                 (12.2) (27.6) (33.5) (45.0) (118.3) 472.6 475.0 473.4 481.6 484.5 2,387.1
Medically Needy Shift (net) 237.4 218.9 200.2 193.5 180.4 1,030.4 237.4 218.9 200.2 193.5 180.4 1,030.4

Medicaid Subtotal 237.4 131.6 0.3 (52.3) (153.9) 163.1 3,582.4 3,623.2 3,634.2 3,728.8 3,779.4 18,347.9

Insurance Premium Revenue Adj. (8.9) (8.0) (8.4) (8.7) (9.1) (43.1) N/A N/A N/A N/A N/A N/A
Total 228.5 123.6 (8.1) (61.0) (163.0) 120.0 3,582.4 3,623.2 3,634.2 3,728.8 3,779.4 18,347.9

FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20 Total FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20 Total
Uninsured Presenters (new) -                 (32.5) (75.0) (92.1) (125.7) (325.3) 1,946.8 1,266.8 1,282.2 1,324.4 1,352.6 7,172.8
Crowd-Out (new) -                 (1.9) (4.3) (5.2) (7.0) (18.4) 30.6 74.0 73.9 75.2 75.8 329.6
Medically Needy Shift (net) 237.4 219.0 200.5 193.9 180.8 1,031.6 235.3 213.8 195.3 188.7 175.6 1,008.7
Medically Needy Sunset 33.6 44.2 44.1 44.0 47.1 213.0 (51.5) (69.6) (69.9) (70.3) (75.9) (337.3)

Phase 1 and 2 Subtotal 271.0 228.8 165.3 140.6 95.2 900.9 2,161.1 1,485.0 1,481.5 1,518.1 1,528.1 8,173.9

Insurance Premium Revenue Adj. (7.2) (6.6) (6.9) (7.1) (7.4) (35.2) N/A N/A N/A N/A N/A N/A
Total 263.8 222.2 158.4 133.5 87.8 865.7 2,161.1 1,485.0 1,481.5 1,518.1 1,528.1 8,173.9

Compared to 
Expansion Program +35.3 +98.6 +166.5 +194.5 +250.8 +745.7 -1,421.2 -2,138.1 -2,152.7 -2,210.7 -2,251.2 -10,174.0

FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20 Total FY 2015-16 FY 2016-17 FY 2017-18 FY 2018-19 FY 2019-20 Total
Uninsured Presenters (new) -                 (32.5) (75.0) (92.1) (125.7) (325.3) 1,946.8 1,266.8 1,282.2 1,324.4 1,352.6 7,172.8
Crowd-Out (new) -                 (1.9) (4.3) (5.2) (7.0) (18.4) 30.6 74.0 73.9 75.2 75.8 329.6
Medically Needy Shift (net) 237.4 219.0 200.5 193.9 180.8 1,031.6 235.3 213.8 195.3 188.7 175.6 1,008.7
Medically Needy Sunset 33.6 44.2 44.1 44.0 47.1 213.0 (51.5) (69.6) (69.9) (70.3) (75.9) (337.3)
Healthy Kids Title XXI N/A 0.9 1.0 1.0 5.3 8.2 N/A (21.0) (23.4) (23.8) (19.8) (88.0)

Phase 1, 2, and 3 Subtotal 271.0 229.7 166.3 141.6 100.5 909.1 2,161.1 1,464.0 1,458.1 1,494.4 1,508.3 8,085.9

Insurance Premium Revenue Adj. (7.2) (6.2) (6.3) (6.6) (6.9) (33.2) N/A N/A N/A N/A N/A N/A
Total 263.8 223.5 160.0 135.0 93.6 875.9 2,161.1 1,464.0 1,458.1 1,494.4 1,508.3 8,085.9

Compared to 
Expansion Program +35.3 +99.9 +168.1 +196.0 +256.6 +755.9 -1,421.2 -2,159.1 -2,176.1 -2,234.5 -2,271.0 -10,262.0

Compared to 
SB 2512 Phases 1 and 2 0.0 +1.3 +1.6 +1.5 +5.8 +10.2 0.0 -21.0 -23.4 -23.8 -19.8 -88.0

Note: Dol lars  in Mi l l ions ; Pos i tive Tota l  = Surplus ; Negative Tota l  = Shortfa l l

SB 2512 Phases 1 and 2

SB 2512 Phases 1, 2, and 3

Expansion Program Impact on State $$$ Impact on Federal $$$ Coming to FL

Impact on State $$$

Impact on State $$$

Impact on Federal $$$ Coming to FL

Impact on Federal $$$ Coming to FL

15



 

 
 

THE FLORIDA SENATE 
SENATOR ANDY GARDINER  

President 
 

 

    

TO: All Senators 
FROM: Andy Gardiner, President 
SUBJECT: Florida Health Insurance Affordability Exchange Program 
DATE: March 5, 2015 
 
 
Florida is at an important crossroads in the Medicaid program.  Nearly $2 billion of Low Income 
Pool (LIP) funding is in jeopardy.  LIP funding is a critical source of support for hospitals that 
provide essential services to Medicaid patients as well as the uninsured.  Some of our safety net 
hospitals struggle to remain solvent even with the supplemental payments provided through LIP.  
Our communities depend on the services supported by LIP payments and loss of these funds poses 
a significant threat.   
 
At the same time, more than 800,000 uninsured Floridians can qualify for Medicaid if we decide 
to expand coverage.  Extra federal funds will enable more of our friends and neighbors to obtain 
health coverage.  Not surprisingly, the federal money comes with strings attached.  Some say 
Florida should not expand the existing Medicaid program and I agree.  But we have the obligation 
to make coverage affordable and the opportunity to develop a consumer-driven approach—one 
that provides access to high-quality, affordable health care coverage while promoting personal 
responsibility.  We should develop options that uniquely suit the needs of Floridians.  We should 
examine the opportunity for expansion and determine the best way to put in place conservative, 
free market guardrails that will control the cost and growth of the Medicaid program for Florida’s 
taxpayers. 
  
This week, the Health Policy Committee conducted a workshop and panel discussion on health 
care coverage options.  The committee received a presentation on the Healthy Indiana Plan 2.0 
(HIP 2.0), Indiana’s recently expanded health insurance program.  HIP 2.0 is an alternative to 
traditional Medicaid expansion.  Indiana’s waiver is different than other Medicaid expansion 
waivers approved by the federal government to date in that it allows new flexibility to the state.  
Additionally, senators heard from the AHCA regarding the capacity of the agency to add the new 
group of eligible enrollees under the existing Medicaid managed care program.   
 
During the workshop, members discussed ideas with experts and listened to constituents from 
across the state.  As a result, the Health Policy Committee, under the leadership of Chair Bean, has 
developed Proposed Committee Bill 7044.  PCB 7044 creates a state-operated marketplace for 
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low-income Floridians to access health care coverage, services and products.  Under the proposed 
legislation, enrollment will begin July 1, 2015 and will utilize a phased transition to ensure 
continuity of care.  A summary of the proposed legislation is attached.  I encourage you to review 
this information and become familiar with the challenges facing Florida’s Medicaid program.  I 
look forward to working with all of you to find the best way to meet the healthcare needs of our 
state. 
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PCB 7044 relating to Access to Health Coverage 
 

Establishment of the Florida Health Insurance Affordability Exchange (FHIX) Program: 
The FHIX program is a consumer-driven approach to providing access to high-quality, affordable 
health care coverage while promoting personal responsibility.  FHIX participants will have access to a 
state-operated marketplace to shop and select coverage, services and products.  The FHIX program 
will have a start date of July 1, 2015 and offer existing Medicaid Managed Care Plans immediately.   
 
Coverage Population & Eligibility Requirements: 

• The FHIX program will extend coverage to an estimated 800,000 low-income Floridians. 
• The expanded population will include individuals earning less than 138% of the Federal 

Poverty Level (FPL), who are not currently eligible under section 409.902, Florida Statutes.  
Individuals who earn an annual income of up to approximately $16,000 or parents who earn 
up to approximately $33,000 for a family of 4 will now be eligible. 

• Must be a Florida resident.  
 
Products and Services: 

• All Florida Health Choices Program products and services. 
• All Medicaid Managed Care plans. 
• All products offered by Florida Healthy Kids Corporation. 
• Employer sponsored plans. 

 
Cost-Sharing Principles: 

• Participants may be charged for inappropriate use of emergency room visits, $8 for the first 
visit and up to $25 for subsequent visits.    

• Participants will be assessed mandatory monthly premiums based on their modified adjusted 
gross income as follows: 

o Less than 22% of the FPL: $3  
o Between 22.01%-50% of the FPL: $8 
o Between 50.01%-75% of the FPL: $15 
o Between 75.01%-100% of the FPL: $20 
o Between 100.01%-138% of the FPL: $25 

• If a full premium payment is not received after a 30-day grace period, the premium assistance 
will be suspended and the participant may not re-activate coverage for a minimum of 6 months.  

 
Employment Requirements: 

• Participants are required to complete an initial application for coverage which includes proof 
of employment, on-the-job training or placement activities, or pursuit of educational 
opportunities at a minimum hourly level as follows: 

o Parents with children under the age of 18: Minimum requirement of 20 hours per week. 
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o Childless adults (disabled adults or caregivers of disabled children or adults may 
submit exceptions): Minimum requirement of 30 hours per week. 

• Participants must maintain the above work or educational requirements and will submit a 
renewal annually. 

 
Implementation: 

There will be a 3-phased approach to eligibility and enrollment that uses existing resources: 
• Phase One - Extend eligibility to the newly eligible with the Medicaid Managed Care Plans 

while seeking approval for Phase 2; 
• Phase Two - Transition participants to the Florida Health Choices marketplace to select plans, 

services and products using premium credits based on a risk adjusted rate beginning January 
1, 2016; and 

• Phase Three - Fold Florida Healthy Kids enrollees into the marketplace starting July 1, 2016. 
• A Transition Workgroup will oversee the process and make recommendations to the Agency 

for Health Care Administration (AHCA). 
• The AHCA, as the single state agency for Medicaid, will make the ultimate decision on whether 

or not a region or phase is ready to “go live”. 
 
Administration: 

• The Department of Children and Families will continue to determine eligibility.  
• The Agency for Health Care Administration will administer Phase One, is the recipient and 

distributor of federal funds, chairs the FHIX Workgroup and has overall responsibility for the 
program. 

• The Florida Healthy Kids Corporation will provide customer support, financial services and 
retain its other responsibilities until Phase Three. 

• Florida Health Choices, Inc., will implement and operate the FHIX marketplace. 
 
Participant Responsibilities: 

• Apply for coverage. 
• Execute participant contract to acknowledge program limitations, including possible non-

funding, participant responsibilities for payments and work or education, and disenrollment 
consequences. 

• Make monthly premium payments based on income and work or educational requirements that 
begin in Phase Two. 

• Assume cost sharing for services based on products selected in the marketplace. 
• Renew eligibility annually. 

 
Participant Rights: 

• Access the FHIX marketplace to shop and select coverage, services and products. 
• Avoid disruption of coverage through portability and continuity of coverage when eligibility 

changes. 
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• Retain premium credits earned despite changes in circumstances in a health reimbursement or 
health savings account. 

• Select more than one plan or product on the FHIX marketplace. 
• Choose from at least two plans on the FHIX marketplace that are compliant with the Patient 

Protection and Affordable Care Act. 
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President 
 

 

    

TO: All Senators 
FROM: Andy Gardiner, President 
SUBJECT: Senate Plan for Medicaid Sustainability 
DATE: March 19, 2015 
 
 
As we work together to develop the Fiscal Year 2015-16 General Appropriations Act, the single 
greatest unknown factor influencing our decision-making is the future of Low-Income Pool (LIP) 
funding. As you are aware, funds contributed by local hospital authorities and county 
governments, combined with the federal match, generate  more than $2 billion in funding that 
enables many hospitals to continue serving Floridians in need.  
 
The LIP has helped Florida fund its Medicaid program since 2006. Last session, to account for 
delays in federal reauthorization of the LIP, the Senate passed its initial budget without a LIP 
model. The current-year model and associated federal funding were included during the budget 
conference after eleventh hour approval from the federal government. At that time, and several 
times subsequently, the Centers for Medicare & Medicaid Services (CMS) have clearly stated 
that the federal government will not approve an extension of the current LIP model for another 
year.  
 
Understanding this history, the Senate budget aims to avoid brinksmanship negotiations with the 
federal government. Instead the Senate proactively proposes an alternative plan for Medicaid 
sustainability in Florida.  
 
Today Chair Garcia will publish a proposal for the Health and Human Services portion of the 
Fiscal Year 2015-16 General Appropriations Act. Chair Garcia’s proposal includes a new LIP 
model which we believe offers a better chance for swift approval by the federal government.  
 
The Senate’s Plan for Medicaid Sustainability seeks to preserve but restructure the LIP by 
changing the portions of the LIP that have received the most criticism from CMS. Our plan 
directs more funds to increase base hospital rates and more broadly distributes LIP dollars. 

Under the Senate plan, the redeployed LIP will maintain an aggregate level of funding identical 
to the current LIP or $2.16 billion. 
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The Senate plan also maintains two crucial components of the current LIP: 

• Support for rural hospitals, trauma centers, primary care services, specialty pediatric 
hospitals, and safety-net hospitals, along with a special aspect of incenting quality 
(known as Special LIP; $116 million); and 

• Funding for primary care and other non-hospital providers, such as federally qualified 
health centers, emergency room diversion, county health departments, poison control 
programs, and medical schools ($322 million). 

The Senate plan continues to provide a return on investment to local governments and hospital 
authorities that voluntarily donate their funds (local tax dollars), known as intergovernmental 
transfers (IGTs), but alters the methodology for the return on that investment, in ways which are 
consistent with how the federal government has told Florida the system must be changed. These 
changes include: 

• Funds previously targeted for specific hospitals will instead be distributed in a broad-
based system so that all hospitals can benefit. 

• More than $200 million will be directed into the base funding for hospital Medicaid 
reimbursement. 

• An additional $234 million will be distributed among hospitals based on their Medicaid 
utilization and criteria regarding the provision of critical-needs services. 

• The donors’ return on investment will be limited and it will be the same for all IGTs. 

The overall effect of the Senate plan is a new LIP that distributes funds more broadly, so 
more hospitals benefit, and does so in a manner our federal partners are much more likely 
to accept on an ongoing basis.  

The Senate plan also asks our federal partners to amend certain Medicaid calculations so that our 
local partners are not penalized as a result of donating IGTs. Medicaid does not allow providers 
to be compensated beyond certain limits when providing Medicaid services. Under the current 
CMS method for calculating those limits, some IGT donors are being penalized for the IGTs they 
donate to the system. We are asking our federal partners to work with us to begin using a more 
realistic and fair method for calculating provider cost limits.  
 
The Senate’s Medicaid Sustainability Plan couples the revamped LIP with the Health Policy 
Committee’s Florida Health Insurance Affordability Exchange (FHIX) program to provide 
private health coverage for persons under 133 percent of the federal poverty level who are not 
already covered by Medicaid. These two proposals, a new LIP and the FHIX, go hand-in-hand. 
 
Gaining federal approval of the new Senate LIP model, as well as federal authority to fully 
implement the FHIX, are ambitious goals. I am confident, however, that our federal partners will 
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recognize how the Senate plan benefits everyone involved. The Senate’s Medicaid Sustainability 
Plan is innovative, forward-thinking, and budget conscious. The plan is designed not only to 
provide market-based health insurance for Floridians currently in a coverage gap, but also ensure 
that the backbone of our health care system – community hospitals and safety-net hospitals – can 
continue relying on the Medicaid funding that has provided critical support since 2006.  
 
Unlike last year when we had good reason to expect a last-minute federal extension of the 
current LIP, Washington has been abundantly clear: the LIP in its current form will not continue. 
If our Senate model does not gain approval from CMS and the federal government walks away 
from a LIP of some form, we simply cannot count on our local partners to continue contributing 
hundreds of millions of dollars. Such contributions are available only if the donors realize a 
benefit for their local taxpayers, and federal approval of a LIP is the only way to provide that 
guarantee.  
 
Without federal approval of a new LIP model, state funds may be needed to help maintain 
hospital rates at their current levels. This state funding would be eligible for a federal drawdown 
that would more than double any funding we contribute. We must keep this risk in mind as we 
evaluate other spending priorities.  
 
We can no longer wait for Washington. We must advocate for our own pro-active, market-based, 
Florida-driven solution for the enormous health care challenges facing our state. I look forward 
to your continued input and assistance with this important issue. 



 

 
 

THE FLORIDA SENATE 
SENATOR ANDY GARDINER  

President 
 

 

    

TO: All Senators 
FROM: Andy Gardiner, President 
SUBJECT: Information on Senate Plan for Medicaid Sustainability  
DATE: April 14, 2015 
 
 
With the first two-thirds of session complete, I would like to provide some additional 
information related to the Senate Plan for Medicaid Sustainability, including today’s 
developments.  
 
Today AHCA received a letter from CMS (attached for your reference) stating the 
following: 

• “…the future of the LIP, sufficient provider rates, and Medicaid expansion are 
linked…” 

• “Transition periods can ease the process of reducing the LIP as the state makes the 
transition to broader Medicaid coverage for its residents…” 

 
I have included some additional information below, which I hope you will find useful in 
answering questions as to how we arrived at this point.  
 
Many opposed to expansion point to examples of California and Texas to make the case that 
expansion and LIP are separate issues. It is true California expanded Medicaid and receives LIP 
funding, while Texas did not expand, but also receives LIP funding. However, comparing Texas 
to Florida is misleading. The Texas waiver authorizing LIP payments was approved prior to the 
Supreme Court decision that made expansion voluntary instead of mandatory. Next year, the 
Texas waiver will need to be renewed and that request is likely to face similar scrutiny.  Federal 
decisions about Florida will serve as precedent for Texas, not vice versa.  
 
In Fiscal Year 2014-15, Florida fully implemented its Managed Medical Assistance 
demonstration program (managed care) as authorized by CMS. As part of the managed care 
demonstration program, Florida was permitted to receive federal matching funds for LIP 
payments up to $2.16 billion. Specifically, in April 2014, CMS provisionally granted Florida a 
one year extension of LIP funding and specifically required Florida to review “Medicaid 
provider payments and funding mechanisms, with the goal of developing sustainable, 
transparent, equitable, appropriate, accountable, and actuarially sound Medicaid payment 
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systems and funding mechanisms that will ensure quality health care services to Florida’s 
Medicaid beneficiaries throughout the state without the need for LIP funding.” 
 
In July 2014, when CMS officially granted the one year LIP extension, another requirement 
directed Florida to obtain an independent study (The Navigant Report) by March 1, 2015. The 
report was required to “recommend reforms to Florida’s Medicaid financing system that 
can…move toward Medicaid managed care and fee-for-service payments…rather than through 
over reliance on supplemental payments” such as LIP. 
 
Since the report was submitted, AHCA has been in discussions with CMS regarding Florida’s 
LIP funding for FY 2015-16. The following is a summary of the discussions between AHCA and 
CMS: 
 

• All discussions with CMS have revolved around estimating Florida’s cost for 
uncompensated care absent those Floridians who could be covered through an 
expansion of Medicaid. (This factor contributed to the Senate decision to include both 
LIP and expansion in our budget.) 

• Though AHCA has presented credible information that uncompensated care after 
expansion of Medicaid would still exceed $2.16 billion, CMS has questioned this data 
and indicated an interest in seeking an assessment of uncompensated care from an 
independent source. 

• CMS has also pointed to an additional source for the analysis of uncompensated 
care costs that pegs Florida’s uncompensated costs at less than half the amount 
advanced by AHCA.  

• Public statements from federal officials further indicate the federal government will not 
“cover the same people twice,” meaning CMS will not continue to authorize 
supplemental payments to hospitals to pay for services for those who can be covered by 
expansion.  

 
Today’s letter from CMS also states the following: 
 
“We will approach a review of a LIP proposal from Florida based on several key 
principles. First, coverage rather than uncompensated care pools is the best way to secure 
affordable access to health care for low-income individuals, and uncompensated care pool 
funding should not pay for costs that would be covered in Medicaid expansion. Second, 
Medicaid payments should support services provided to Medicaid beneficiaries and low-
income uninsured individuals. Finally, provider payment rates must be sufficient to 
promote provider participation and access, and should support plans in managing and 
coordinating care. We also note that transition periods can ease the process of reducing 
LIP as the state makes the transition to broader Medicaid coverage for its residents at 
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sustainable rates, and that disproportionate share hospital payments will remain available 
to support uncompensated care.”  
 
This and all prior indications from the federal government since April 2014 outlined above 
indicate the LIP program will be phased out.  
 
Absent expansion or additional state funding, what does the phasing out of LIP mean for 
Florida’s hospitals and the people they serve?  
 
On average, Medicaid payments to Florida hospitals at current levels equate to only 49 percent of 
costs. The Navigant report states elimination of LIP payments results in a loss of $1.3 billion in 
hospital revenues or an average 15 percent reduction statewide. Many hospitals will be unable to 
sustain a cut this large. If LIP funding is eliminated or substantially reduced, we should expect 
layoffs and less services. The programs most at risk are those with high costs and low margins. 
Cancer centers, dialysis units, transplant services, graduate medical education capacity, and other 
special services will be limited or may even close their doors as hospitals struggle to cover the 
high emergency room costs of uninsured Floridians who could qualify for expanded coverage.  
 
The impact is not limited to hospitals alone. State payments to managed care organizations will 
also drop.  During implementation of statewide managed care, contracts were negotiated and 
signed based on expected revenues. Sudden cuts in managed care funding that would result from 
the loss of LIP also jeopardize the arrangements between managed care and all providers and 
raise questions about whether Florida can continue to meet federal requirements for actuarial 
sound rates and adequate payment levels.  

 
The bottom line is: more than ever, today’s correspondence from CMS highlights the link 
between LIP and expansion and the need to consider a comprehensive Florida solution. 
Time is of the essence. The Senate remains open to meeting at any time to discuss our free-
market approach to expansion or any alternative the House or Governor would like to 
propose. 



DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-26-12 
Baltimore, Maryland   21244-1850 
 

 
 

 

April 11, 2014 

 

Justin Senior 

State of Florida, Agency for Health Care Administration 

2727 Mahan Drive, Mail Stop 8  

Tallahassee, FL 32308 

 

Dear Justin: 
 
I am writing to memorialize the work we have accomplished together to date on Florida’s 
request to renew its section 1115 demonstration, titled, Managed Medical Assistance, 
demonstration number 11-W-00206/4.  We have made significant progress toward the goal of 
finalizing the terms of the demonstration renewal.  We are eager to continue working together to 
grant the renewal based on the following agreements described below:  
 

 A three-year extension of the demonstration through June 30, 2017, except for the Low 
Income Pool (LIP), which will be extended only for one year from July 1, 2014 through 
June 30, 2015.  

 During the one-year extension for the LIP, expenditures would be authorized to provide 
stability for providers for a limited time during Florida’s transition to statewide Medicaid 
managed care and a significantly reformed Medicaid payment system.  The LIP would be 
funded only through existing state and local funding arrangements.  Federal LIP funding 
for the year is still under review, but would not exceed $2.16 billion (total computable), 
or the level of previous LIP funding (in the prior year) increased by the amount of federal 
funding previously provided for certain supplemental payments, to the extent that those 
payments are discontinued by the state.  Final LIP funding amounts and provider 
participation requirements will be specified in the terms and conditions of the 
demonstration approval documents.   

 During this one year extension of the LIP, Florida will review Medicaid provider 
payments and funding mechanisms, with the goal of developing  sustainable, transparent, 
equitable, appropriate, accountable, and actuarially sound Medicaid payment systems and 
funding mechanisms that will ensure quality health care services to Florida’s Medicaid 
beneficiaries throughout the state without the need for LIP funding.   

 Expenditures authorized under the LIP would be limited to uncompensated care costs of 
providers, the independent report discussed below, and other categories of expenditure as 
specified in the demonstration’s current special terms and conditions.  Uncompensated 
care costs will be verified through provider cost reports.  Allowable LIP expenditures will 
be offset by the amount of payments that were made to providers in prior demonstration 
years in excess of allowable costs identified on provider cost reports.   
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 During the one-year LIP extension, the state will use a portion of the LIP funds to 

commission a report from an independent entity on Medicaid provider payment in the 
state that reviews the adequacy of payment levels, and the  adequacy, equity, 
accountability and sustainability of the State’s funding mechanisms for these payments.  
The report must recommend reforms to the Florida Medicaid financing system that can 
allow the state, beginning in state fiscal year 2015, to move toward Medicaid fee-for-
service and managed care payments that ensure access for Medicaid beneficiaries to 
providers without payments through the LIP. A final report will be due no later than 
March 1, 2015. 
 

We look forward to working with you further on these topics as part of our effort to reach a final 
agreement on the demonstration.  Please feel free to call me if you have concerns or questions as 
we continue our discussions.   
  

Sincerely, 
 
/s/ 
 
Cindy Mann 
Director 

 
 

cc:  Jackie Glaze, Associate Regional Administrator, Region IV 

























 
FOR IMMEDIATE RELEASE 
April 16, 2015 

CONTACT: GOVERNOR’S PRESS OFFICE  
(850) 717-9282 

media@eog.myflorida.com 
 

Governor Rick Scott to Take Legal Action Against Obama for Stopping Federal 
Funds to Force State Further Into Obamacare 

TALLAHASSEE, Fla.  – Today, Governor Rick Scott announced that he will take legal action against 
President Obama’s federal healthcare agency for stopping Low Income Pool (LIP) healthcare funds to 
Florida in order to force the state to take Legislative action to expand Medicaid under Obamacare. 

Governor Rick Scott said, “It is appalling that President Obama would cut off federal healthcare 
dollars to Florida in an effort to force our state further into Obamacare. The President’s healthcare 
agency sent us a letter this week saying the ‘the future of LIP’ and ‘Medicaid expansion are linked.’ 
But, the Supreme Court has already ruled in NFIB v. Sebelius that the President cannot force 
Medicaid expansion on states. In fact, the Court ruled that the President could not use ‘gun to the 
head’ approaches in pushing for Medicaid expansion. 

“Not only does President Obama’s end to LIP funding in Florida violate the law by crossing the line 
into a coercion tactic for Obamacare, it also threatens poor families’ access to the safety net 
healthcare services they need. The population in Florida served under the LIP program is different 
from the population that would be covered under any Medicaid expansion, as is well documented in a 
recent Urban Institute report that said Florida would still have $1.6 billion in uncompensated care 
costs with or without an expansion of Medicaid.  

“We will fight to protect the healthcare of Floridians, and their right to be free from federal overreach. 
Our citizens already pay federal taxes that go into the federal LIP program. Now, President Obama 
has decided that the state must take on a larger Medicaid program, forcing our taxpayers to pay even 
more to government, before they get their own federal tax dollars back. This is outrageous, and 
specifically what the Supreme Court warned against.  

“Our democracy is designed so that state governments can make the decision to not take on federal 
programs that will ultimately cost state taxpayers billions of dollars. We will not pass this cost on to 
our citizens in Florida and we will continue to fight for the federal LIP dollars our citizens already pay 
for with their federal taxes.” 

### 
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Florida Times Union: UF Health Jacksonville 
shouldn't worry yet about loss of LIP, 
lawmakers say 
Posted: April 11, 2015 - 10:51pm 
 
By TIA MITCHELL  
tia.mitchell@jacksonville.com  

TALLAHASSEE — If Florida doesn’t find a way to continue a program that helps hospitals 
treat uninsured patients, UF Health Jacksonville could cease to exist, its administrators and 
community supporters say. 

The hospital receives $95 million in so-called federal Low Income Pool money, a program that 
helps hospitals and health clinics pay for the services they provide to uninsured or under-insured 
patients. Without that money, roughly 20 percent of its annual budget, UF Health Jacksonville 
would run out of cash in six months and could face higher interest rates and problems with 
creditors, chief executive Russell Armistead said. 

Baptist Health president and CEO Hugh Greene said Jacksonville’s other hospitals lack back the 
beds and emergency capacity to make up for the loss, evoking an image of M*A*S*H-like tents 
set up outside emergency rooms to handle the overflow. 

John Delaney, University of North Florida president and chairman of JAX Chamber, said quality 
doctors would transfer to hospitals in other cities and more than 5,000 people could lose their 
jobs. “Someone is going to die,” he said. 

So where is the panic among elected officials in Tallahassee? 

There isn’t any. Not yet.  

Members of the House and Senate both say they are optimistic a solution can be reached. 

UF Health Jacksonville treats more than 4,000 patients a year through its trauma center, the only 
place in the region that people with the most severe injuries can receive treatment. The hospital 
reported last year 602,602 patients arrived via ambulance, nearly 90,000 people came through 
the emergency room and 2,865 births occurred in the facility. 

The impact goes beyond the hospital, its patients and employees. 

If the hospital closes, patients would be spread throughout the other hospitals in the region, not 
only lengthening wait times and competition for beds but also increasing those hospitals’ share 
of Medicaid patients and the lower reimbursements that come with them. 



Contrary to Gov. Rick Scott’s recent negative outlook on the current funding impasse, most 
lawmakers believe Florida and the federal Centers for Medicare and Medicaid Services continue 
to negotiate in good faith to renew LIP past its June expiration date. 

They believe an agreement will be worked out, though they admit it might not come in enough 
time to finalize the state budget by May 1 when the legislative session is scheduled to end.  

No one knows what the revised version of LIP will look like and whether the money coming to 
Florida may decrease from the currently allocated $2.2 billion. 

That is what worries Armistead. 

Of the state’s 14 safety net hospitals, those that shoulder the bulk of charity health care and 
Medicaid costs, Armistead said UF Health Jacksonville is among the best run but also among the 
most cash-strapped. 

Florida counties support local hospitals in a variety of ways. Broward County’s hospital taxing 
districts collect nearly $164 million in taxes to supplement hospital care, and Miami-Dade’s 
Jackson Memorial Hospital gets $228 million from a half-penny sales tax. 

In comparison, Jacksonville writes a check: $26 million this year. There are no plans to boost 
that amount.  

Delaney thinks nearby counties, like Clay and Nassau, should pitch in because UF Health 
Jacksonville has the region’s trauma center. There aren’t plans for that either. 

The state sends these local dollars to Washington, where the complicated LIP formula allows the 
money to multiple and come back to be shared by hospitals and health clinics statewide. That is 
how UF Health Jacksonville’s share increases to $95 million. 

“If I lose some part of that money, I am losing money,” Armistead said. “So the LIP program is 
critical to us.” 

Lawmakers have started to play the blame game on why the state has yet to work out an 
agreement. 

The state has known since April 2014 that the LIP program would expire June 30 unless Florida 
worked out substantial changes to address Washington’s concerns about where the money comes 
from and how it is allocated. 

Florida has swapped ideas back and forth with the feds, but there is still no official state proposal 
in the form of an amendment or extension to the Medicaid waiver that authorizes the LIP 
program. 



“It would be premature to submit a final amendment at this point in negotiations with CMS,” 
said Katherine Riviere, a spokeswoman for Agency for Health Care Administration Secretary 
Liz Dudek, in an email. 

Earlier this month, Dudek put out a statement saying the federal government had suddenly 
walked away from its talks with Florida for two weeks. “For CMS to discontinue LIP 
negotiations now is troubling and could signal the abrupt end of this federal health care program 
in Florida,” she said. 

The next day, it came to light that the chief CMS negotiator was on a pre-planned international 
vacation, scheduled to coincide with the Passover holiday. The federal government said it is still 
communicating with Florida and open to any ideas the state has. 

Still, Gov. Rick Scott blasted the federal government for being disingenuous about wanting to 
collaborate. He said inaction on LIP caused him to change his mind on supporting Medicaid 
expansion. 

The timing seemed unusual since two Senate Republicans had just returned from their own trip 
to Washington with a glowing evaluation of relations with CMS.  

Sens. Garrett Richter, R-Naples, and Rene Garcia, R-Hialeah, were pushing the Senate’s own 
proposal to keep LIP going. 

Some House Republicans did not approve, saying the pair should have left talks up to the 
governor’s office. 

“I think that when you negotiate, you negotiate through one person and not multiple people,” 
House Speaker Steve Crisafulli said last week. “And I think it’s probably confused the process 
and weakened the conversations that were taking place at earlier times with the governor’s 
office.” 

Senate President Andy Gardiner, and Orlando Republican who is vice president of a safety net 
hospital, said his colleagues weren’t trying to insert themselves into LIP negotiations but rather 
went to the source to get a better understanding of where talks stand. 

“People want to try to point fingers; the reality is again we’ve known this for a year,” he said. 

Although LIP and Medicaid expansion are two separate topics, one affects the other. 

Medicaid expansion would get more Floridians health coverage, meaning there would be fewer 
uninsured people showing up in hospital ERs and health clinics. That would mean less need for 
LIP. 

One wouldn’t completely replace the need for the other, Armistead said. 



He expects UF Health Jacksonville to receive $30 million to $35 million if Medicaid expansion 
is approved in Florida, a long shot this year with the House and Senate taking opposing views. 

“If they don’t fix the LIP program, it wouldn’t matter,” Armistead said. “If they couldn’t fix LIP 
and we got Medicaid expansion, I would lose $95 million and gain $35 million. I would still go 
broke.” 

Rep. Travis Cummings, R-Orange Park, is considered one of the First Coast delegation’s health-
care chiefs. He doesn’t think UF Health Jacksonville should ring the alarm yet. “I’m still 
optimistic, thinking that something will be worked out in terms of that continued federal 
partnership,” he said. 

Cummings said cooler heads should prevail among elected officials and a LIP deal be worked 
out, though perhaps later in the year than many people would like. 

Although the LIP program expires June 30, the money actually wouldn’t run out until Oct. 1 
when the federal fiscal year begins, health experts say. That gives Florida a few months of 
wiggle room. 

If that final agreement factors out to a loss in money for Jacksonville’s safety net hospital, the 
legislative delegation will consider its options, Cummings said. The House has said it will not 
use general fund dollars to make up any LIP losses, but he believes a special case could be made. 

“If there is any one that really has a significant case and it’s valid, it’s proven, it’s not just 
rhetoric, we know that,” he said. 
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TheRepublicanversus
Republicanwrestling
match over health

care funding is intensify-
ing as the deadline in the
Legislature’sregularsession
nears.Thishighstakesgame
of chicken will likely result
in a special session, though
the end game is difficult to
imagine given the current
state of rigid.
Lastweek,thewarofwords

between the Senate pres-
ident and House speaker
hardened.TheHousekeeps
digging indeeperanddeep-
er on a fiscally reckless po-
sition and partisan opposi-
tion to accepting billions in
federal aid connected to ac-
cepting some form ofMed-
icaid expansion.
This is a disservice to the

800,000working poorwho
cannotaffordhealthinsurance

but don’t qualify forMedic-
aid or Affordable Care Act
policies. They are trapped
in the coverage gap unless
Floridaembraces thehigher
income level limits forACA
policies set inMedicaid ex-
pansion.
This is also a disservice

to the business and health
carecommunities,especially
Florida’ssafety-nethospitals
— which all stand to suffer
the financial consequences
of theHouse’s irresponsible
position.
The state’s premier busi-

nessorganizations,medical
providers,consumeradvoca-
cygroupsandotherscontin-
ue to issue a clarion call for
acceptingthefederalaid,cit-
ingthecreationofthousands
of jobs and huge savings to
the state budget. Represen-
tatives of those stakehold-

ers descended on the Flori-
da Capitol to express those
views.
Influentialbusinessorga-

nizations also made a new
case for the federal aid, pre-
dicting Florida companies
would face $253 million in
tax penalties for failing to
provide health policies for
full-timeemployeeswhofall
in the coverage gap.
But the House remains

stuck on no— in direct op-
positiontoconservative ide-
alscoveringjobcreationand
fiscaldiscipline.TheSenate
plantoacceptthefederalaid
embracesthoseandanother
one,aprivatemarketsolution
insteadofa federalprogram
—whichMedicaid officials
arewilling to consider. Ten
stateswithRepublicangov-
ernorshave takenMedicaid
expansionmoney,overcom-
ingstubbornpartisanoppo-
sition to anything connect-
ed to Obamacare.
Just days ago, the feder-

al Centers for Medicare &
Medicaid Services made it
abundantly clear that Low
Income Pool payments for
charitycareisinexorablytied
toMedicaid expansion.
But Florida’s House lead-

ership and Gov. Rick Scott
reacted with surprise.
Scott went so far as to in-

cludeLIPmoney inhisbud-
get outline, assuming CMS
would grant Florida a sec-
onddeadlineextensioneven
though the state did not ex-
pandMedicaid.
HouseSpeakerSteveCrisa-

fulli,R-Merritt Island,stated
WednesdaythatCMSnever
linked the two programs, a
point hotly disputed in the
Senate.
WithoutLIP,whichexpires

in June, theHousestands to
blowa$1.3billionhole inthe
2015-2016budgetandcripple
safety-nethospitals.Doesthe
House expect those med-
ical facilities to simply ab-
sorb the losses for uncom-

pensated care?
ThechiefexecutiveofUF

Health Jacksonville, which
is set to receive $95 million
inLIP funding this year, re-
centlytoldtheFloridaTimes-
Union Editorial Board the
hospitalwouldclose if those
fundsdisappear—insisting
he wasn’t being alarmist.
In amemo to all senators

last week, Senate President
AndyGardiner, R-Orlando,
providedevidenceandbacked
theJacksonvillehospitalpo-
sition:“Onaverage,Medicaid
payments to Florida hospi-
tals at current levels equate
to only 49 percent of costs.”
Furthermore,withtheelim-
ination of $1.3 billion in LIP
payments, “Many hospitals
will be unable to sustain a
cut this large.”
On Thursday, Crisaful-

li upped the ante by stating
the House would not allo-
cate state funds to cover
the loss of federal LIPmon-
ey regardless of the possi-

ble ramifications — hospi-
tal closures.
Thestakescouldn’tbehigh-

er,butthestateoftheHouse-
Senateacrimonygives little
signofsimmeringdown.With
thesession twoweeksaway
fromitsMay1finish, thetwo
chambers stand $4 billion
apart on the budget.
TheSenateplan toaccept

$2billion in federal fundsso
low-incomeresidentscanob-
tainprivatehealthcarecov-
erage is the only sensible,
responsible and pragmatic
way forward. As a bonus, it
would retrieve Florida in-
come tax money taxpayers
sent to the IRS.
Gardiner expressed an

openness last week to dis-
cuss alternatives with the
governor and House for a
“comprehensiveFlorida so-
lution.”
Something’s got to give.

Currently, theHousehasno
solution. Good governance
requires one.

House reckless, Senate sensible on health funding
BRADENTON HERALD EDITORIAL | Chambers
dug in on Medicaid expansion

“Wearedrown-
ing in in-
formation,

while starving for wis-
dom.”
That epigram from E.O.

Wilsoncaptures thedilem-
maof our era.Yet the solu-
tion of some folks is to dis-
dain wisdom.
“Is it a vital interest of

the state to have more an-
thropologists?” Rick Scott,
the Florida governor, once
asked. A leader of a promi-
nentInternetcompanyonce
toldmethatthefirmregards
admission to Harvard as a
useful heuristic of talent,
but a college education it-
self as useless.
Parentsandstudentsthem-

selves are acting on these
principles, retreating from
thehumanities.Amongcol-
legegraduates in1971, there
wereabouttwobusinessma-
jors foreachEnglishmajor.
Now there are seven times
as many. (I was a political
sciencemajor; if Iweredo-
ingitover,I’dbeaneconom-
icsmajorwith a foot in the
humanities.)
I’ve been thinking about

this after reading Fareed
Zakaria’s smart new book,
“In Defense of a Liberal
Education.” Like Zakaria,
I think that the liberal arts
teachcritical thinking (not
tomentionniftywords like
“heuristic”).
So,toanswertheskeptics,

here are my three reasons
the humanities enrich our
souls and sometimes even
our pocketbooks as well.
First, liberal arts equip

students with communi-
cations and interpersonal
skills that are valuable and
genuinely rewarded in the
laborforce,especiallywhen
accompanied by technical
abilities.
“A broad liberal arts ed-

ucation is a key pathway
to success in the 21st-cen-
tury economy,” says Law-
rence Katz, a labor econo-
mist at Harvard. Katz says
that the economic return

to pure technical skills has
flattened,andthehighestre-
turnnowgoestothosewho
combine soft skills — ex-
cellenceatcommunicating
andworkingwithpeople—
with technical skills.
“So I think a humanities

major who also did a lot of
computerscience,econom-
ics,psychology,orothersci-
encescanbequitevaluable
andhavegreatcareerflexi-
bility,” Katz said.
“But you need both, in

myview, tomaximizeyour
potential. And an econom-
ics major or computer sci-
encemajororbiologyoren-
gineering or physicsmajor
who takes serious courses
inthehumanitiesandhisto-
ryalsowillbeamuchmore
valuablescientist,financial
professional, economist or
entrepreneur.”
My second reason: We

needpeopleconversantwith
thehumanitiestohelpreach
wisepublicpolicydecisions,
even about the sciences.
Technology companies

mustconstantlyweighethi-
caldecisions:Whereshould
Facebookset itsprivacyde-
faults,andshould it tolerate
glimpsesofnudity?Should
Twittercloseaccounts that
seemsympathetictoterror-
ists? How should Google
handlesexandviolence,or
defamatory articles?
In the policy realm, one

of themost importantdeci-
sionswehumanswill have
tomakeiswhethertoallow
germlinegenemodification.
This might eliminate cer-
taindiseases,easesuffering,
makeouroffspringsmarter
andmore beautiful.
But itwould also change

ourspecies. Itwouldenable
the wealthy to concoct su-
perchildren. It’s exhilarat-
ing and terrifying.
Toweightheseissues,reg-

ulatorsshouldbe informed
byfirst-ratescience,butalso
byfirst-ratehumanism.Af-
ter all, Homer addressed
similar issues threemillen-
niums ago.
In “The Odyssey,” the

beautiful nymph Calypso
offers immortalitytoOdys-
seusifhewillstayonher is-
land.After aflingwithher,
Odysseusultimatelyrejects
theofferbecausehemisses
hiswife,Penelope.Heturns
down godlike immortality
to embrace suffering and
death that are essential to
the human condition.
Likewise,whenthePres-

ident’s Council on Bioeth-
ics issueditsreport in2002,
“Human Cloning and Hu-
man Dignity,” it cited sci-
entific journalsbutalsoEr-
nest Hemingway’s “The
OldManandtheSea.”Even
science depends upon the
humanities to shape judg-
ments about ethics, limits
and values.
Third, wherever our ca-

reers lie, much of our hap-
pinessdependsuponourin-
teractionswiththosearound
us, and there’s some evi-
dence that literature nur-
turesaricheremotional in-
telligence.
Science magazine pub-

lishedfivestudiesindicating
that research subjectswho
readliteraryfictiondidbet-
teratassessing the feelings
of a person in a photo than
those who read nonfiction
or popular fiction. Litera-
ture seems to offer lessons
inhumannaturethathelpus
decodetheworldaroundus
and be better friends.
Literature also builds

bridges of understanding.
Toni Morrison has helped
allAmericaunderstandAf-
rican-American life. Jhum-
paLahiri illuminatedimmi-

Starving for wisdom amid STEM

Tuesday night’s school
boardmeetingwasbothdisap-
pointing and frightening.
It is clear we are a polar-

ized community that needs
to come together andmove
forward.
How?
Somefeelweneedto look

atwhat polarizedus.When
didthishappenandwhy?That
would be the first step.
To ignore the cause for

this disparity among citi-
zenswouldonly secure our
ruin, especially if it can be
remedied.
Therearepocketsofpeo-

ple in this district who feel
(withviableproof)thatrules
havebeenbroken, transpar-
ency cloaked, and agendas
stacked.
Then there are pockets

of approval that have yet to
haveanythingnegativehap-
pen in theirneighborhoods,
to their schools, or in con-
versationswith this admin-
istration.
ManateeCountywasonce

anAschooldistrict.Wehad
happy, respected teachers
andadministrators.Students
were excelling.
Wereweadistrictwithout

flaws?Ofcoursenot.Butthe
financialflawsbeing touted
time and again by the nay-
sayersareseeminglybenign
comparedtothemessweare
seeing today. The walls are
crumbling around us in ev-
ery department and only a
handful of people feel com-
pelled to speak. The others
arescaredofretaliation.Be-
cause they’ve witnessed it.
One day, the big picture

willbeseenbyall.Thetruths
will be exposed.
But by then, all the sup-

portive parents will have
taken their children out of
the district, all the talented
teachers and support staff
will have left the county or
worse—left theprofession.
Whatwill be left is a demo-
graphicofapathyandthewar
against responsible educa-
tion will have been waged
andwon.
Who’s the real loser?You

andme.Becausethechildren
weare failingtodaywill run
the world of tomorrow by
emulating this behavior, or
worse yet, be ill-prepared.
That frightens me.

Lela Rast Hartsaw
Bradenton

Help veterans receive the
assistance they earned
Thankyouto theBraden-

ton Herald and most espe-

cially reporter Jim Jones for
the wonderful story of the
Yellow Ribbon Program in
Bradenton.
I amproud tosay that Jim

Jones is a fellow Vietnam
veteran and a fineman. Jim
spentmanyhourswithDen-
nis Turner and me search-
ing for, andsometimesfind-
ing,homelessanddistressed
veterans.
Jim’s storywas an indica-

tionoftheproblemsthatvet-
erans face in our nation.
Veterans are proud, in-

dependent, and have been
trainedtorelyonthemselves
andnotexpectanythingfrom
anyone.WRONG!
It is our job to educate all

veteransonthebenefits that
theyhaveEARNED.Thereare
no giveaway programs.
Aveterans’s service isap-

preciated andprograms ex-
ist for them to seek help in
the event they need it. It
is not charity; it has been
earned.
Ihopeeveryonewhoread

thestoryandknowsaveter-
an that may need help will
callDennis, JohnorMarkat
theYellowRibbonofficeand
speaktothemabouttheben-

efits that theveteran is enti-
tled to.Believeme, itwill be
handled immediately.
Toallveterans:Thankyou

foryour service. Less than 1
percentof thepopulationof
theUnitedStatesserveinthe
military.Those1percent,we
should focuson,care for, re-
spect and appreciate.
Regardlessoftheirexperi-

ences in themilitary, every
onehaspledgedtheirlivesfor
theUnited States of Ameri-
ca.Somehavemadetheulti-
matesacrifice,andtoomany
others are suffering the ef-
fects of their service.
Youarenot forgotten,and

it is ourmission tofindyou,
inform you, workwith you,
andhelpyoureceivethehelp
you have earned.
We won’t quit. That is a

promise.
Thank you once again.
I look forward to more

of Jim’s wonderful stories
about our male and female
heroes.

Dan O’Connell
Bradenton

Motorcyclist texting while
driving in grave danger
This letter is to theyoung

girl I drove beside along
Highway 301 last Sunday.
Being from Canada, I still
shudder when I see some-
one on a motorcycle with-
out a helmet.
You, however, made my

jaw drop when I realized
you were driving with one
hand and texting with the
other.
I haven’t stopped think-

ing about you, and I pray
that you will come to your
sensesbeforeyoubecomea
traffic statistic.
I’msureyou feelquite ca-

pableandconfidentonyour
motorcycle, but quite often
it’s the errors by other driv-
ers that may cause you to
have an accident.
Pleasepaycloseattentionto

whatyouaredoingandplease
put that phone away.

Kim Alexander
Parrish

Napiers should be ordered
to reimburse shelter donors
The Napiers have been

sentenced to amost lenient
time in jail, mostly because
of fraudulent use of mon-
iesdonated for animal care,
not for cruelty and neglect
of the animals in their so-
called care.
I deplore this abuse and

abhor that thesentencewas
not more appropriate.
At the same time, I ques-

tion why the Napiers have
not been required to reim-

Time to solve
polarization
over schools

Letters should be no
more than 300 words
and include your
signature, address
and a daytime phone
number. We reserve
the right to edit or
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length, clarity and taste.
No more than two a
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Bradenton Herald.
WRITE: Bradenton
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Write us

“Tallahassee still
ignoring state workers”
by Donna Kimbro of
Bradenton. Originally
published on April 16.
While editors pick the
Letter of the Week,
readers select the
Letter of the Month by
voting online at www.
bradenton.com/letter-
of-the-month at the
beginning of each new
month. Nominations are
posted there for review.

Letter of the Week,
April 12-18
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Too many questions
about solar power

If you go solar, what do you
do when your area is hit by
baseball-size hail? What will be
replacement costs and how
long will it take to restore ser-
vice?

If you have a severe winter
and your area is under a foot of
snow for weeks, how do they
clean the snow off the roof to
prevent cave-in?

You are sold on electric cars
at $70,000 to $100,000 dollars
guaranteeing 300 miles per
charge. No sun for weeks and
freezing temperatures that cut
battery efficiency and your car
disabled — how do you get to
work?

You’re in Florida and de-
pending on a 38-acre commer-
cial solar field hit by three
hurricanes in one season, dis-
abling all power. Can you live
without power for two or more
weeks? How will you charge
your car? How long will it take
to repair solar panels obtained
from China and at what cost?

OK, we will use power gen-
erated from wind generator
fields that have high mainte-
nance and difficulty trans-
porting power into the power
grid because wind fields must
be located in remote areas.

Add to this the EPA holding
back nuclear power while clos-
ing coal power plants. Time to
wake up and see what the gov-
ernment is doing, defending
executive orders blaming ev-
erything weather-related on
global warming and warming
oceans that change weather
patterns when the oceans are
being warmed by under sea
volcanoes erupting. How will
the EPA regulate eruptions?

Bob Brewster
Cocoa

Mandatory voting
rife with problems

Regarding FLORIDA TO-
DAY articles espousing the
virtues of “mandatory voting,”
on the surface it may sound
like a good, commonsense idea.
However, every one of us has
witnessed appalling examples
of our citizens’ ignorance of
issues, candidates and even
basic history. Immigrants
applying for U.S. citizenship
are more aware and versed on
this information than many of
our citizens. 

We have had voters rounded
up and encouraged to vote
based on inconsequential in-
centives, unrealistic promises,
or other factors with no bear-
ing on a candidate’s qualifica-
tions, accomplishments, philos-
ophy, or competence to lead.

We have potential voters,
randomly interviewed, who
have no idea of their national
or local representatives, or
their stances issues. Yet, those
potential voters, while oblivi-
ous to important iconic figures
in our earlier history, are very

much aware of popular mu-
sical or entertainment person-
alities.

While leaders are elected to
represent those of us who don’t
have the resources, motiva-
tion, qualifications or interest
in doing so ourselves, we still
need to make sure those lead-
ers are elected for the right
reasons, and that the philoso-
phy of the voter is based on
informed thinking.

The “none of the above”
ballot option for the unin-
formed voter is no solution.
The unmotivated voter, since
they are at the polling station
anyway, would probably vote
for any candidate or party they
perceive or heard “might”
provide some type of benefit.
Now “that” would be a candi-
date worthy to lead the great-
est nation on Earth.

William Alford
Palm Bay

Police can do more
to improve relations

For all Brevard County
police officers, but in partic-
ular the officers in Satellite
Beach, my home: Here’s a bit
of advice from a retired Cali-
fornia police officer.

If you want the public to
trust you, like you and respect
you, you need to prove it. For
example, when you drive down
my street and I’m outside, I
always wave to you. A few of
you wave back. Most of you
don’t. How about this: Take a
minute to stop, put down your
window and say, “Hi, how’s it
going?” Better still, how about
getting out of your vehicle and
asking if there’s anything you
can do for me?

Same thing if you see kids
playing. Do this in all areas on
your beat and you’ll get com-
ments that do not pertain to
your job and requests you
cannot do anything about. But
maybe they’ll tell you their
street is being used as a race

track and give vehicle descrip-
tions and pertinent times. May-
be they’ll tell you their street
light is out. And maybe they’ll
describe people they’ve seen in
the neighborhood who don’t
look like they belong there. 

At any rate you’ll get people
talking and they’ll get to know
you. That may come in handy
some day. It worked for me in
California. Your image is not
particularly enhanced when I
drive down Jackson Street
between 2:30 and 4:30 p.m. on
school days and count as many
as four cruisers staked out
with radars humming.

Paul Carney
Satellite Beach

Tip of the cap for ball
players then and now

The final days of baseball in
Brevard may be near.

In all the years I and others
have enjoyed up-and-coming
players like the Manatees on
the field at Space Coast Stadi-
um, this paper has not appreci-
ated those young players who
have played their hearts out.
The paper has printed a box
score of their games from time
to time. 

Some well-known players
have played in this stadium.
This paper has not even print-
ed an interview with those
struggling players, those
younger players who need
morale boosting from time to
time. Those million-dollar
Major League players are paid
handsomely. 

So for those struggling
young players, do what sport
writers do. Interview all those
players and print the inter-
views as a farewell, just to
keep baseball alive in these
younger players’ minds and to
show them we baseball fans
enjoyed their performance on
the field.

Steve J. Pelehach 
Rockledge 

LETTERS

AP

A file photo shows solar panel modules on the roof of Staples Center in Los
Angeles. Los Angeles Mayor Eric Garcetti unveiled a plan April 8 to make
Los Angeles a more green and liveable city. The plan envisions more solar
panels on rooftops and an expanded public transportation system.

It’s bad enough that you pay
for your own health insur-
ance while also covering

the unpaid hospital bills for
the poor. In Florida, the pain is
worse than that. 

By rejecting an expansion
of Medicaid, the House of Rep-
resentatives is standing guard
over a broken system that
forces you to pay twice to care
for the working poor:

» Your next hospital visit
will cost $1,700-$2,300 more
for you and your health insur-
er to cover the costs of treat-
ing the uninsured. Hospital
companies call that “cost
shifting.” The Florida Cham-
ber of Commerce calls it a
“hidden tax” of 8 percent.

» Your federal taxes al-
ready pay to solve that prob-
lem under the Affordable
Care Act by expanding Medi-
caid coverage for about
800,000 uninsured people in
Florida. But because the Leg-
islature has turned away $2.8
billion a year for that purpose,
your tax dollars instead care
for the poor in California, New
York and other states — while
the cost-shifting continues in
the private sector here.

This situation doesn’t just
deny scores of low-income
Florida workers a chance to
get preventative care or to vis-
it doctors’ offices and urgent-
care clinics instead of waiting
to go to high-cost emergency
rooms.

Plain and simple, it is a rip-
off for patients, taxpayers and
employers. 

We urge House leaders in-
cluding Speaker Steve Crisa-
fulli, R-Merritt Island, and
Ritch Workman, R-Mel-
bourne, to stop the gouging.
With time running out in the
Legislative session, they
should at least open negotia-
tions with the Senate on a plan
it passed to accept Medicaid
dollars and enroll the poor in
privatized managed-care
plans.

And if you are tired of pay-
ing twice, we urge you to call
or email your state repre-
sentative to say so.

It could get worse
Failure to act in Tallahassee

could significantly worsen the
shift of costs — from the unin-
sured, to hospitals, to you — as
the feds phase-out an older $2
billion fund from Medicaid
that pays for some indigent
care. The expansion of Medi-
caid under Obamacare was
meant to supplant it. Gov. Rick
Scott has sued to try to keep
the money, even as he con-
demns federal involvement in
health care.

To be sure, we understand
the reluctance by Crisafulli
and other Republicans to en-
roll those 800,000 low-income
people in traditional Medicaid.
That program has been a
nightmare of red tape, bal-
looning state costs and few
choices for enrollees. 

“It’s not about the money,
it’s about the product,” Crisa-
fulli said at the start of the
Legislative session.

But Florida isn’t stuck with
traditional Medicaid. It spent
years developing a privatized
and successful alternative
that contained costs and
curbed fraud. Now it’s the
heart of the Senate plan

backed by Senate President
Andy Gardiner, R-Orlando,
who represents north Bre-
vard.

Under that pilot program —
advanced by Gov. Jeb Bush for
Broward, Duval and several
rural counties —the state en-
rolled nearly 3 million patients
in their choice of managed
care plans, then used Medi-
caid dollars to pay their premi-
ums instead of paying provid-
ers directly. 

Per-patient spending
stayed flat. State taxpayers
saved $118 million per year.
Patient health and satisfaction
improved, surveys found.
HMOs assumed responsibility
for preventing fraud.

The conservative Heritage
Foundation called it “one of
the most comprehensive, in-
novative and significant Medi-
caid reforms of the past dec-
ade.” Applied statewide, the
Florida could save $900 mil-
lion per year, Heritage found.

Build on success
Now, the Legislature

should expand its creation, for
everyone’s sake. The U.S. De-
partment of Health and Hu-
man Services has blessed it.
The Chamber of Commerce
and powerful hospital lobby
have pledged their support.

And its potential for cost
containment should reassure
fiscal conservatives who fear
that a gradual, 10 percent re-
duction in federal funding will
somehow leave Florida with a
much bigger share of costs.

That could be a rip-off for
the state budget, conservative
lawmakers have said.

But their refusal to act on a
Medicaid expansion has per-
petuated another rip-off for
patients, employers and feder-
al taxpayers — and could soon
make it worse.

Stop gouging
us and cover

the poor
Because Legislature rejects Obamacare,

you pay twice for uninsured

EDITORIAL

AP

Rep. Steve
Crisafulli

AP

Sen. Andy
Gardiner

LEADERSHIP
CONTACTS
House Speaker Steve Crisafulli,
R-Merritt Island
850-717-5050
Steve.Crisafulli@myflorida-
house.gov
Senate President Andy Gardi-
ner, R-Orlando
850-487-5013
Gardiner.Andy.web@flsenate.gov

Failure to act in
Tallahassee could
significantly
worsen the shift of
costs — from the
uninsured, to
hospitals, to you —
as the feds
phase-out an older
$2 billion fund
from Medicaid ...
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Some bottom-line truths: 
» Automobiles and bicycles do

not belong on the same roadway.
Period. End of many arguments and
of the slaughter which is ever pre-
sent when the two of them share a
pavement. It is the only real solu-
tion. All other proposals are but
partial measures. 

The fear, anger, arrogance on
both sides and constant threat of
danger will end only if we construct
separate roadways for the bicycles.
That will cost lots of money. We
should pay it. 

» There is a movie in local thea-
ters which is advertised as “hilari-
ous.” It is the worst movie you could
ever watch. It’s title is “While We’re
Young,” and it explores many as-
pects of the human condition —
aging, generation gaps, jealousy,
weakness, ambition, family life, all
in a jumble of words spoken by char-
acters who never really become
clearly defined. 

The worst part is an interminably
long scene of a faux hippy party
which features constant vomiting by
the attendees who bring buckets and
waste baskets to the party just for
that purpose. You’ll laugh your head
off if you enjoy watching people
puke.

» My friend Harold Greenlee, a
world class Greek and Latin scholar,

died. He and I
rode together to
a class on
words every
Monday for
about two
years. He was a
man of great
intellect and
faith. He left
me a book
called “Flat-
land,” a mind-
expanding look
at a world that
might just exist
in another di-
mension. I am
pleased and
honored to have
the book. But I
am just as
moved by two

sentences written by his daughter,
Dotty Morrison, in a note to me.
They speak a wondrous truth: 

“ He (Dr. Greenlee) is now hear-
ing, seeing and understanding all the
things for which he needed faith here
on earth. We are so happy for him.”

» We, being party people, were
invited to two Easter parties. As the
second one neared its end I noticed
and then commented on the fact that
not a word on politics had been spo-
ken at either party. I surmised that
such was the case because “politics
and political leaders do not matter
anymore.” Another party goer add-
ed a second truth. He said: “Our
government has made itself irrele-
vant in the world.”

» The devil put into my mind a
plot to reform the health care sys-
tem. When we visit a doctor or hos-
pital or such, we are invariably
asked to sign several legal docu-
ments written in small type. Usually
we are standing at the receptionist’s
window or desk and a line is begin-
ning to form behind us. 

My plot is this: We read those
papers, every word, and change and
initial those parts we don’t like. Such
a campaign would jam up the med-
ical system so badly that the papers
would become minimal. A lot of
lawyers would be put out of busi-
ness. 

And we won’t be signing stuff
that could get us into trouble later.
Remember, those documents favor
the health care provider. They do us
no good whatsoever. 
Pulitzer Prize-winning editor Dan Warner formerly
worked as a writer and editorial board member for
The News-Press. Email him at djwarner1@
yahoo.com. Twitter: @_djwarner1.

Dan
Warner
A NEIGHBOR’S VIEW

Pondering
some real
bottom-line
truths

The fear,

anger and

threat of

danger will

end if we

construct

separate

roadways

for the

bicycles.

T
he Florida Legislature and Gov.
Rick Scott seem more interest-
ed in digging their collective
heels into the self-induced may-
hem that is Medicaid expansion
than coming up with a work-

able plan that takes the weight off
Florida taxpayers, reduces the burden

on hospital systems and gives the
state’s uninsured some relief.

This has become a political war –
with no end or unified plan in sight –

and we suffer because of it. The fed-
eral government is sitting on $50 bil-
lion of our money that could go to
expanding Medicaid to about 800,000
of the uninsured over the next 10
years. That money provides much-
needed relief to heath care opera-
tions, like the Lee Memorial Health
Systems, currently subsidizing those
without health insurance and reduce
the risk of insurance premiums rising
and health programs sinking. 

The News-Press, along with other
media groups throughout the state,
are urging Legislators today to find a
pathway to agreement and take the
money.

Here is the Medicaid expansion
scorecard as we know it today, but it
changes by the minute and remains a
disjointed mess of political and flip-
flopping wills:

» Gov. Rick Scott, who once sup-
ported accepting the $50 billion, then
shifted to chastising the federal gov-
ernment for imposing a deadline this
year to pull $2.2 billion from the Low
Income Pool, which also serves thou-
sands of uninsured, to suing the feder-
al government on Thursday for link-
ing an extension of that pool to wheth-
er or not the state accepts about $2.8
billion annually in Medicaid expan-
sion.

The Senate has approved a plan
that would use the $2.8 billion in ex-
pansion funding to help low income
Floridians purchase private health 

EDITORIAL

WE DESERVE MEDICAID
EXPANSION FUNDS

Florida organizations
shouldn’t have to pay
for Legislature’s fight

See Money, Page 38A

Inside

State Rep. Matt
Caldwell and
state Sen. Garrett
Richter present
opposing views.
Page 35A
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A recent United Way study re-
ported that 45 percent of Flor-
ida’s working families struggle
to make ends meet and to afford
the basic necessities such as
housing, food, transportation,
childcare and healthcare. In
Miami-Dade, the number is as
high as 50 percent. For these
hardworking families a single
crisis, often a healthcare emer-
gency, can result in financial
chaos. 

The fact is, Florida has among
the highest rates and numbers of
people without health-insurance
coverage in the nation, accord-
ing to the Kaiser Family Founda-
tion. Miami-Dade County ranks
first in the state with 35 percent
of residents uninsured. Three
out of four uninsured Floridians
work full or part time and do not

have access to affordable health
insurance through their employ-
ers. They are veterans, moms
and dads and young people just
entering the workforce, who
earn less than $16,000 a year. 

When our residents don’t
have health insurance and can’t
afford care, they avoid going to
the doctor and usually wait until
they are forced to go to the hos-
pital. This is not an issue that
just affects those without health
insurance. Lack of coverage has
impacts on our community,
businesses and hospitals, as well
as on the individuals and fam-
ilies who are paying monthly
health-insurance premiums.

Finding a way to get more
people covered is a community
responsibility. At United Way,
we focus on education, financial

stability and health as the build-
ing blocks of our community’s
well-being. Access to affordable
healthcare is central to this vi-
sion. That is why in November
2014 the United Way of Miami-
Dade took a position in support
of extending healthcare cover-
age to uninsured Florida
residents.

The state Senate’s Florida
Health Insurance Exchange
(FHIX), developed and cham-
pioned by Hialeah’s State Sen.
Rene Garcia, who chairs the Ap-
propriations Subcommittee on
Health and Human Services, un-
der the leadership of Senate
President Andy Gardiner, does
just that. 

The Senate’s proposed FHIX
would use more than $50 billion
in available funds to extend

healthcare coverage to approxi-
mately 800,000 low-income,
working Floridians through a
private option plan that pro-
motes personal responsibility
and healthy lifestyles. The cost
of the program is already paid
through taxes on health insurers
and medical equipment, and re-
ductions in Medicare and Med-
icaid payments to hospitals. 

But time is running out. We
encourage the Florida House to
use the remaining days of the
2015 Legislative Session to pass
the Senate’s FHIX plan — a com-
mon-sense solution that’s in the
best interest of South Florida
and all Floridians.

— Harve A. Mogul, president and
CEO, United Way of Miami-Dade

Marielena Villamil, board member,
United Way of Miami-Dade

THE READERS’ FORUM

Florida Senate’s FHIX is an affordable healthcare option

MARK BITTMAN:

According to estimates by the
Public Policy Institute of California,
more water was used to grow al-
monds in 2013 than was used by all
homes and businesses in San Fran-
cisco and Los Angeles put togeth-
er. Even worse, most of those al-
monds are then exported — which
means, effectively, that we are ex-
porting water. Unless you’re the
person or company making money
off this deal, that’s just nuts.

MEGAN MCARDLE:

Why has America gone lunatic
on the subject of unattended chil-
dren? Parents hover over their kids
as if every step might be their last.
If they don’t hover, strangers do,
calling the police to report any pa-
rent who leaves their child to run
into the store for a few minutes.
What’s truly strange is that the par-
ents who are doing this were them-
selves left to their own devices in
cars, allowed to ride their bikes and
walk to the store unsupervised,
and they are now determined to
deny their own kids. 

PETER ORSZAG

In a welcome break from politi-
cal stasis, Congress may be on the
verge of passing important biparti-
san legislation to fix the way Medi-
care pays doctors. A bill before the
Senate , which the president is will-
ing to sign, would shift toward pay-
ing based on how well doctors care
for their patients, rather than on
how much care they provide. The
fix isn’t perfect, but it’s far better
than most of us expected from a
polarized Congress. 

To read the rest of these
opinion pieces, go to From Our
Inbox at miamiherald.com.
Click on “Opinion.”

Inbox

“Hillary Clinton is making in-
come inequality a central theme in
her campaign. Yeah, for example,
today she pointed out that her
husband makes $300 million a
year. She has to get by on $200
million a year, and that's not fair. ”

— Conan O’Brien

Jabs

With the Miami Heat season over,
do you still care about the NBA
playoffs? 
Vote at MiamiHerald.com/opinion

FRIDAY’S RESULTS

Do you agree with Gov. Rick
Scott’s decision to sue the federal
government for allegedly coercing
Florida to expand Medicaid?

Yes 18%

No 82%

Total 190

The Daily Question is an
unscientific measure of our
community’s pulse. Published
results are tallied at 5 p.m.

DAILYQ

CLEAN UP OCEAN DRIVE

Re the April 16 article Miami
Beach considers ban on alcohol
sales in outside bars and cafes in
early-morning hours: Mayor Phi-
lip Levine has this one right. To be
clear, this is about “outdoor”
sales, not closing bars at 2 a.m.,
just limiting the sale of alcohol on
city streets. 

Ocean Drive is a mess. The
crowds, noise and traffic render it
a sideshow and not the elegant
and chic venue it once was. 

If drinking ended at 2 a.m., then
by 5 a.m. the streets could be clean
and the sidewalks open and pass-
able for people that just want to
watch the sunrise and enjoy Lum-
mus Park without stumbling over
drunks. 

The notion that more police
will solve this problem is throw-
ing valuable resources and tax-
payer money at keeping a few
businesses from making an extra

ing to change its ideology; it
doesn’t need trade to improve the
human condition on that island.
The problem is that communism
doesn’t work. It steals, and dehu-
manizes, and no amount of trade
partners will ever change that.

This administration’s theory is
that the embargo hasn’t worked,
and niceties to a dictator may im-
prove the human rights. How is
this going to help, except to enrich
the dictators and not further the
cause for emancipation?

— Jacob Eljaua, Miami Lakes

ILLOGICAL POINT OF VIEW

I applaud the president for re-
moving Cuba from the terror list.
As it was pointed out in the April
15 editorial, Cuba off terror list, it’s
“an inevitable bow to reality.” 

The views of Marco Rubio,
Ileana Ros-Lehtinen and Mario
Diaz-Balart on the subject are
chronologically out of place.

— Carlos M. Taracido, Miami

his realm and the people denied
reality. 

It’s time to recognize reality. In-
stead of approving projects that
will only exacerbate the traffic
problem, let’s insist that develop-
ers pay for development of mass
transit to and from their pet pro-
jects. They have burdened all of
us with their free ride for too long. 

— Eugene P. Rosenthal, Miami

CUBA WON’T CHANGE

Is this the way that it’s going to
end, with a weak foreign-policy
plan by a progressive president
forgiving and forgetting all the
atrocities committed by the
Castros?

Shaking the hand of a dictator
without so much as a demand for
change in their government, or re-
quiring guaranteed improved hu-
man rights for its people?

Let’s be honest, Cuba is free to
trade with the entire world. Trade
with the largest economy isn’t go-

buck. Police resources are best
deployed to take drunk drivers off
the roads.

— Frank Kruszewski, Miami Beach 

TRAFFIC REALITY

Once again, reality is being de-
nied. The approval of the giant
new mega-mall in Northwest
Miami-Dade is but another exam-
ple of a failure to recognize the
reality of life in Greater Miami.
There are too many people here.
And they all drive automobiles. 

It is impossible to get any-
where, any time of the day or
night, without being rendered in-
ert by traffic. In short, it’s a
nightmare.

The continued blanket approv-
al of construction of condos, me-
ga malls and arenas with no con-
sideration of the traffic these pro-
jects will generate is so short-
sighted that it reminds one of the
children’s fairy tales where a
naked emperor parades through

D
on’t be fooled by Gov.

Rick Scott’s phony law-
suit against the federal

government over Medicaid ex-
pansion. It’s a politically inspired
grandstand play that utterly fails
to protect the interests of the peo-
ple of Florida.

Ostensibly, the lawsuit is about
the end of a federal program
called LIP (Low Income Pool)
that partially reimburses hospi-
tals that care for indigent and low-
income uninsured patients. In ef-
fect, it has been superseded by
Obamacare, which offers the
states federal funding to expand
Medicaid. 

The problem is that the state’s
Republican leaders want the $2.2
billion that LIP provides, but they
reject Medicaid expansion — for
purely political reasons. Hence
Mr. Scott’s lawsuit, which defies

logic: It demands that the federal
government offer Florida one pot
of money even while the state re-
jects another.

Memo to Mr. Scott: The Su-
preme Court said that states don’t
have to accept Medicaid expan-
sion as part of the Affordable Care
Act, but it never said rejection
was a good idea. It ruled that
states can opt out of the program
— and the money that comes with
it — leaving them to face the
consequences.

In budgetary terms, accepting
federal funding to expand Medi-
caid would be the smart decision.
In human terms, it makes even
more sense: As reporter Dan
Chang explains in an in-depth re-
port that begins today in the Her-
ald, an estimated 850,000 unin-
sured Floridians would be newly
eligible for coverage under a Flor-

ida Senate plan that accepts feder-
al funds to establish a state-run
private insurance exchange for
low-income residents.

The stumbling block is that Mr.
Scott and like-minded Republi-
cans in the House say they don’t
trust the feds to keep their prom-
ise to pay for covering more Flor-
idians. They cite withdrawal of
the LIP money as both a form of
coercion and as proof that the
government can’t be trusted to
keep its word.

This is a fundamentally dish-
onest argument.

In the first place, LIP is a dis-
cretionary program, a contract
with the state that has expired.
The Affordable Care Act, in con-
trast, provides money guaranteed
by law. Second, state officials
weren’t blindsided. They’ve
known for years that LIP money

would disappear. It was always
tied to Medicaid expansion, for
obvious reasons. 

Other states are eagerly taking
the money. Most recently, Indi-
ana, a red state, became the 28th
state — and the 10th with a Repub-
lican governor — to receive ap-
proval for an expansion plan.
Why can’t Florida do the same?

The absence of healthcare cov-
erage is most acute in Miami-
Dade County, as today’s stories in
the Herald explain in painful de-
tail. Yet some Dade legislators —
like Rep. Michael Bileca, a former
member of the Jackson Health
System board of trustees, and
Erik Fresen, now in his last term
— are not on board with Medicaid
expansion. What a shame. 

Meanwhile, the bad choices
made by state leaders have
wreaked havoc on the budget. It

faces a $1.3-billion shortfall with
the loss of LIP funding. Yet even
though this was known to every-
one, Mr. Scott irresponsibly pre-
sented a budget that ignored this
crucial reality. 

The Senate plan offers a way
out of this budget mess by accept-
ing Medicaid money, which
would make the federal govern-
ment more amenable to negotiate
a new LIP contract to cover costs
not met by expansion, but the
House has refused to go along. 

This is where a strong gover-
nor would step in and bring both
sides together to craft a compro-
mise. Instead, Gov. Scott has cho-
sen litigation over leadership. His
disappointing performance won’t
resolve the budget crisis, and it
will do nothing to help the
850,000 Floridians who would
benefit by Medicaid expansion.

MIAMI HERALD | EDITORIAL

Litigation isn’t leadership
OUR OPINION: Gov. Scott goes to court with a dishonest argument over Medicaid expansion
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theHouse and the governor.
They’ll turn themoney down to
say hell no toObamacare, even if
it costs 800,000 of their constitu-
entswithout health care a shot at
insurance.Hownoble of them.

Here’s the latest cover story for
theHouse and the governor on
why they oppose the Senate plan:
The feds can’t be trusted to honor
their funding commitment be-
cause they’re ending another
program, called LIP, that has
reimbursed hospitals in the state
for charity care.Which is baloney.

Scott’s lawsuitwill accuse the
Obama administration of ending
LIP to force Florida to expand
coverage under theACA. In fact,
federal officials chose to continue
LIP funding for Florida beyond its
original expiration date a year
ago, butwarned the state at the
time that itwouldn’t get another
extension—at least notwithout
changes in the program.

However, if the federal govern-
mentwere to renege on theACA
funding, the Senate plan stipu-

FloridaHouse leaders are dead
set against a bipartisan Senate
plan to provide private health
insurance to 800,000working
poor Floridianswith billions of
federal dollars— so dead set
against it that they’ve thrown this
year’s legislative session into
chaos.

Leaders in both chambers
conceded thisweek that the dead-
lockwould prevent them from
agreeing on a budget, their lone
constitutional obligation, before
the regular session ends.

Meanwhile, Gov. Rick Scott is
so dead set against the sameplan
that he actually announced
Thursday that he’ll sue the federal
government for trying to “force”
Florida into accepting all those
billions to expand coverage.

Welcome toTallahassee,where
reason often gets shouted down
by politics.

The federal dollars that the
Senate planwould utilizewere
authorized under theAffordable
CareAct, and that’s the rub for

lates that the expansion of health-
care coverage it finances in Florida
would automatically end. State
taxpayerswould not be left hold-
ing the bag.

House leaders and Scott are
well aware of this fact, but it’s not
convenient for their cover story.

TheACAgives states the option
of using federal dollars to expand
health coverage to their uninsured
residentswhomake toomuch to
qualify forMedicaid but too little
to be eligible for federal health-
insurance subsidies. In Florida,
that’s at least 800,000people.

When those Floridians get sick
or hurt, they often endup in hos-
pital emergency rooms. Someof
the cost of that care gets shifted to
businesses that pay for insurance,
making them less competitive, and
familieswith coverage, squeezing
their budgets.

So to thosewho object to pay-
ing anything to provide care to the
uninsured,we’ve got news: You’re
already paying, but not as effi-
ciently as youwould if they had

insurance.
The federal offer under the

ACAwas to pay100percent of the
cost for states of expanding health
coverage for three years, 2014-16,
and no less than 90percent in
later years. Floridawould have
received $15 billion fromWash-
ington during that three-year
period to expand coverage to
working poor Floridians if law-
makers had passed another bipar-
tisan Senate plan in 2013, but the
House also balked two years ago.

Most other states, including
several led byRepublicans, have
said yes to the offer.Howhas it
worked out?

ConsiderKentucky. It ex-
panded coverage starting in 2014,
and 375,000Kentuckians have
signed up. A study released in
February fromDeloitte Consult-
ing LLCand theUniversity of
Louisville’sUrban Studies In-
stitute found that the expansion
will add $30 billion and40,000
jobs to the state’s economy
through 2021.

Perhaps evenmore notable, the
additional costs forKentucky in
later years, as federal funding
ratchets back,will bemore than
covered by savings for state and
local governments in other
health-care programs and addi-
tional taxes generated by the
expansion. ThatmeansKentucky
taxpayerswill end up ahead, not
behind, by expanding health care.

Scott, in a statement attempt-
ing to justify his lawsuit, said an
end toLIP funding by theObama
administration “threatens poor
families’ access to the safety net
health-care services they need.”
Oh, how ironic. If the governor
were truly committed to provid-
ing health care to poor families,
hewouldn’t be standing in the
way of Florida accepting billions
more for that purpose.Hewould
havemade sure two years ago that
Florida said yes to expanding
health coverage.

It’s not too late for him, and
House leaders, to listen to reason,
and change theirminds.

Listen to reason on health care

Obama Backs Efforts to End
Conversion Therapy; ‘Turning

Democrats into Republicans is not
only wrong, it’s impossible,’ he says”

— Ironic Times

Hillary Clinton is making
income inequality a central

theme in her campaign. Yeah, for
example, today she pointed out that
her husband makes $300 million a
year. She has to get by on $200
million a year, and that’s not fair.”

— Conan O’Brien
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Regarding thearticle “Aircraft landsonCapitol lawn;pilot in custody” inThurs-
day’s Sentinel:

DougHughes is anAmericanhero. In an incredible act of civil disobedience, he
riskedhis life todrawattention to the frustrationmanyAmericans feel about
campaign finance reform(or the lackof it) and theCitizensUniteddecision.

Healso exposeda serious flaw in security aroundWashington, ashe landedhis
gyrocopter on theCapitol lawn.Officials shouldbe thankinghim,not arresting
him.After all, hewas just trying todeliver themail.

PaulSpitzerOrlando

Lotsof folkshavegripes.Nevertheless, theydon’t commitCapitol offenses.
In the twoandahalf years of planninghis stunt to fly a gyrocopter throughprotectedair space,DougHughes

ofRuskin couldhaveaddressed the issueof campaign finance reformwithmuch lessdrama.Hecouldhave
mailed letters the conventionalway tohis congressmanandor senator.

Perhapswithenough signatures, he couldhavepetitionedCongress.But instead,Hughesmade front-page
headlines for all thewrong reasons.Nowthepostalworkerwill have to takehis lumps.

JoAnnLeeFrankClearwater

Letters
A ‘Capitol’ offense

Churches limited in
reachingbeyonddoors

As Iwas readingNoel Smith’s
letter to theeditor inThursday’s
Sentinel taking theRev. JoelHunt-
er to task for suggesting thegovern-
ment shouldhelp those less fortu-
nate thanus, Iwas takenback to
another time.

Back to thedaysof a churchon
every corner anda social stigma
inherent in irregular attendance.

Back towhengiving toyour
local churchand theprograms it
supportedwasanextensionof your

faith.
Back topackedchurches.
Nowadays, Sundaymorning,

beyond themegachurches, is the
time forpackedgolf courses, dog
parks andStarbucks. I havenot
givenuponmembersof theyoung-
er generationandcan seemuch
potential, butuntil they see the
need to fulfill their spiritual sides—
andbyextension, theneedsof their
brothers— then thepoorwill be
leftwanting.

The local churchwill not stop in
its efforts to reach the less fortu-
nate, but to think that the church
has the resources andability to

cover thevast amountofneeds
beyond their doors is simply living
in thepast.

LairdAtkinsOrlando

Congress shouldnot
restrict abortion funds

Regarding theeditorialTheir
Take: “Trafficking jam”by theLos
AngelesTimes, published in the
April 8 Sentinel:

I’vebeencloselywatchinghow
thedebate aroundabortion re-
strictions in theJustice forVictims
ofTraffickingActwill turnout.

The trafficking legislation should
ensure support and resources for
survivors of sexual violence, but
instead showsa tunnel vision that
speaks to abortionopponents’ un-
precedentedefforts to codifybans
on funding for abortion.By sneaking
this restriction into the legislation,
anti-abortionproponents are con-
tinuingaharmful trendofwith-
holdingabortioncoverage and
funding fromthose inneed.

If the restrictionwere topass,
trafficking survivorswouldbeadded
to the long list of groups targeted
withabortion-funding restrictions
anddeniedabortioncoverage.They
include federal employees,Medicaid
recipients,membersof themilitary
andPeaceCorpsvolunteers.

In spite of critical issues thatneed
attention, like ensuringquality
educationandhealth care for chil-
drenand families, andensuring a
safe environment for families to
raise those children, this yearCon-
gresshas introducedat least 25bills
restricting abortion.More than330
abortion restrictionshavebeen
introduced in the states thus far this
year.

Truly, anti-abortionpoliticians
can’tmakeabortion illegal; so in-
stead they’re trying tomake it unaf-
fordable andunavailable.Congress
should stop its single-minded, cruel
attacks that take reproductivedeci-
sionmaking fromwomen.

LindsayRodriguez communi-
cationsmanager,NationalNetwork

ofAbortionFunds, PalmBeach

Columnist can’t force
ultimatumonpeople

RegardingLeonardPitts’ column,
“WhenWal-Mart talks, even right
must listen,” in theApril11Sentinel:
Thiswas a self-righteous, gloating

piece about the social punishment
visitedon Indianaand its governor,
MikePence, for that state’s recent
religious-rights bill,whichwas
quickly amended.

For the record, I’maChristian,
and I’dhaveno troublebaking
cakesor arranging flowers for a gay
wedding.Butwhat countrydoes
Pitts imagine this is?This isAmeri-
ca, andhedoesn’t get to tell people
whoaren’t comfortablewith this
social evolution that they “only
have twooptions:Changeyour
stand, or shut yourmouth.”

KarenHansonOrlando

Disrespectful cartoon
RegardingMichaelRamirez’s

offensive editorial cartoonon
Sunday: I’mnot looking for your
tolerance.Tolerance iswhat you
give anunruly child. I amahuman
beingcreated, byGod,with certain
unalienable rights. I expect you to
respect those rights and for the
government toprotectme if you
don’t.

BobPoeOrlando

IncludeLibertarian
Apparently, the2016presidential

campaign isunderway,with a few
candidates announcingandmore
about to.As a registered independ-
ent, Iwonderhowanyvoter can
believe that anycandidate fromthe
duopoly that governs thisnation
offers any real solutions to the
challenges ahead.

I implore theorganizations that
control thedebates to include the
Libertariancandidate (whoever it
is) this timearound.TheAmerican
peopledeserve tohear analterna-
tive to the tired rhetoric and failed
policies that gotushere.

GeorgeGizeltEustis
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The shooting of Walter L.
Scott in South Carolina
prompts the question:

When is the last time you
heard of a white man in a Mer-
cedes-Benz being pulled over
for driving with a broken tail-
light?

It has probably happened
somewhere, some time, but
there’s a better chance of your
car being hit by a meteor.

Getting shot dead during a
minor traffic stop also isn’t a
prevailing fear among white
males in America, no matter
what type of vehicle they own.

Scott didn’t imagine he was
going to die when he was
pulled over. Unfortunately, he
happened to be a black man
driving a Mercedes, which is
what got him noticed. He was
behind on child-support pay-
ments, and probably didn’t
want to go to jail.

Something happened at the
scene, Scott got Tased and then
tried to run away. Officer Mi-
chael Slager fired eight times,
hitting the unarmed 50-year-
old in the back. The killing was
caught on cellphone video by a
bystander.

Slager told the dispatcher
that Scott had snatched his
Taser, but the video shows the
officer dropping an object that
looks just like a Taser near
Scott’s handcuffed body. Slag-
er has been charged with mur-
der and fired from his job.

The shooting was shocking
to watch, as the whole world
has, yet the sequence of events
leading up to it is sadly famil-
iar to black men in this coun-
try. They can’t afford to drive
around as carefree as us white
guys.

The black comedian Chris
Rock uses his Twitter account
to record his traffic-stop en-
counters. In a recent seven-
week period, he was pulled
over three times (once as a
passenger).

It’s possible he and his
friends aren’t very good driv-
ers. It’s also possible they’ve
been targeted merely for
“Driving While Black,” an
unwritten offense that still
exists in many regions of the
country, not just the Deep
South — and not just in high-
crime areas.

Using a “Police-Public Con-
tact Survey,” the U.S. Justice
Department analyzed traffic
stops of drivers age 16 or older
nationwide during 2011, com-
paring by race and weighting
by population.

To the astonishment of
hardly anyone, black drivers
were about 31 percent more
likely to be pulled over than
white drivers, and approxi-
mately 23 percent more likely
to be pulled over than Hispanic
motorists.

Another unsurprising fact:
Compared to other races,
white drivers were most likely
to get pulled over for speeding.
Black drivers were statis-
tically more likely to be
stopped for vehicle defects or
record checks.

Which is what happened to
Walter L. Scott in North
Charleston.

Never in almost five dec-
ades of driving have I been
pulled over for a busted brake
light or a burned-out headlight,
even though I’ve had a few.

It didn’t matter whether I
was in a Dodge, Oldsmobile,
Jeep, Ford, Chevy or even, for
a while, a Mercedes SUV.

The only thing I’ve ever
been stopped for is, like many
impatient white people, driv-
ing too fast. And every time a
police officer walked up to my
car, I knew exactly why he or
she wanted to chat with me. It
was no mystery whatsoever.

That’s not always the case
for a black man behind the
wheel of a car in this country.
This is not just a perception;
it’s a depressing reality.

Which prompts another
question: How long can this go
on?

Driving
while
white

The state House and Senate are divid-
ed over whether to provide health care
coverage to uninsured Floridians by us-
ing billions available under the federal
Affordable Care Act, “Obamacare.”

We asked our readers to share their
opinions on whether or not to use those
funds. Here’s some of what they had to
say on our Facebook page, facebook.com/
pnjnews:

CATHY TWODAT CLARKSON: “The
ones on Medicaid, yes. The ones who
work and were told they could keep their
insurance, bring the premiums down to
where they were before Obamacare.”

JOHN JUSTIN: “Mein Scott said no.”
PENNY HILTZMAN: “Yes. Those bil-

lions are being spent in other states. The
money is there. We should take it and
cover the poorest people. Why is that so
hard to understand? The red states have
the highest number of uninsured because
they hate Obama more than they care
about their people.”

ELLEN DALY: “We all pay for the health
care of individuals who show up at the ER
without any coverage. All those costs are
passed on to everyone. An fyi: Many Me-
dicaid recipients are the elderly and chil-
dren! Anyone wants stats on that?”

SUSAN REHNBERG ULLOA: “No! No!
No! Florida had a good plan for covering
the uninsured until Obama stopped Fed-
eral funding to Florida to promote his
Unaffordable Care Act!”

JOHNNY OWEN: “As long as we have
that crook for a governor, the poor and

the working class will continue to suffer.”
JASMINE CARABALLO: “Some jobs

don’t even offer benefits to their employ-
ees who work full time. It’s awful that
some have to suffer because they can’t
afford Obamacare.”

PAT DWYER: “I say we save also by
removing state representatives and sena-
tors’ health care plans. It is a great one
that will save millions if terminated.They
only work part-time anyway.”

PATTI MAXWELL: “Why anyone would
believe a word coming out of the mouth
of our medicare fraud governor is be-
yond me. Governor Scott made a uni-
lateral decision, with the help of our con-
servative supreme court, to opt out of the
crucial provision to expand medicaid
when he had the opportunity. By expand-
ing Medicaid, I mean making it available
to those individuals who were at 133 per-
cent below the federal poverty level. As it
stands now, Medicaid is pretty much only
available to children, pregnant women,
parents caring for children at home and
people with disabilities. Expanding Medi-
caid would have lifted those restrictions
so that it was based on where individuals
fell within the poverty line. Scott then
changed his mind and decided to expand
Medicaid and the Senate agreed, but it hit
a dead end with the GOP-led house. Now
we have nearly a million uninsured Flo-
ridians. Rick Scott is by far the worst
governor in Florida’s history. How that
crook got elected once, let alone twice is
a mystery. Will someone explain to me

how you look at someone and tell them
they do not deserve health coverage be-
cause they’re poor? Then explain to me
how you live with yourself after doing
so?”

LIPO DAVIS: “I think Government-run
health care is a very bad idea. The best
thing to do is to go back to a free market,
devoid of federal government intrusion.”

KATHLEEN REED: “Help the old, the
weak and the poor.”

BRANDY DAILEY RODGERS: “I find it
ironic that our dear old governor has
such a huge problem expanding Medi-
caid, when he made the bulk of his mil-
lions off of the Medicaid/Medicare pro-
gram. Go figure. Not everyone who genu-
inely needs Medicaid is ‘lazy’ or ‘milking
the system.’ There are a lot of hard-work-
ing people who have to ask themselves,
do I purchase health insurance or do I
buy enough groceries? Do I purchase
health insurance or do I pay for the child-
care that allows me to work? Those are
questions that should never be pondered
by anyone.”

PENNY HILTZMAN: “Workers that
can’t afford care are the ones that could
get coverage if they expand Medicaid.
States that have expanded Medicaid have
much fewer uninsured.”

SANDRA ALLEN RUBEN: “I have a
50-year old friend who is w/o employ-
ment. She applied for Obamacare and her
premium would have been over $300 a
month. Without income? So much for the
indigent getting healthcare.”

MEDICAID DEBATE

G ov. Rick Scott won his first term in
office by demonizing President
Obama and denouncing handouts

and spending by the federal government.
Now in his second term, Gov. Scott is
suing the Obama administration for not
handing over more than $1 billion in fed-
eral money. 

Welcome to Florida: the mentally un-
stable state. 

This is what our battle over Medicaid
expansion has become. Our governor will
now spend your tax dollars in order to
sue the president in opposition to an issue
that he once supported. If it wasn’t so
stupid, wasteful and tragic, it might be
funny. 

First of all, it should be noted that the
conservative, Republican-dominated
state Senate has come up with a private-
sector-based plan for Medicaid expansion
money. This is the Florida Senate of Don
Gaetz. They’re not playing by Obama-
care’s rules. They’ve made up their own
rules and the federal government is
poised to go along. 

It should further be noted that a ma-
jority of Floridians support this expan-
sion, as do hospitals, state medical
groups, business interests and the Cham-
ber of Commerce – hardly a gaggle of
left-wing radicals. 

Simply put, Medicaid expansion
means that the federal government will
give us back roughly $15 billion of our tax
dollars through 2016. Floridians have
already surrendered these taxes to the
federal government. If we don’t take
them back, someone else will. 

Like Obamacare or hate it, there is no
fiscal rationale for refusing to take back
our own money. Yet the Florida House

would cut off federal health care dollars
to Florida in an effort to force our state
further into Obamacare,” Scott said on
his decision to sue the president. 

Governor, with all due respect, you are
the one blocking federal health-care dol-
lars to Florida. This is not about your
perverse fantasy of battling Obamacare.
This is about a solution created by smart,
Republican state senators to work around
Obamacare, which, like it or not, is the
law of the land. This is about taking our
fortunes back from the federal govern-
ment. This is about the wellness and the
jobs that can be created with those for-
tunes. This is about state control and
giving a homegrown solution created by
Florida lawmakers a chance to work for
Floridians – more than 800,000 low-in-
come Floridians, for whom the economy
“is not working.” This is about doing the
right thing for our economy and citizens
who are most vulnerable. 

This is not about you, Governor. 
Floridians don’t want to reject the

Senate’s plan. You do. Floridians don’t
want to see (or pay for) an extended leg-
islative session. You do. And Floridians
don’t want to foot the legal bill for anoth-
er long and fruitless court battle against
the federal government. That is all you. 

And it’s disgraceful. 
The Florida Senate is to be commend-

ed. Senators have grappled with this
issue intellectually and legislatively and
developed a meaningful solution that can
work for Florida. They’ve faithfully done
the job that voters elected them to do.
They have stepped up, solved a problem
and done their duty to taxpayers. 

Gov. Scott and the House now need to
do theirs — by getting out of the way.

has stubbornly dug in to oppose it.
Worse yet, the governor, who once

supported Medicaid expansion is now
against it. Not only is he against it, he’s
suing the Obama administration for more
than $1 billion in federal Low Income
Pool funds, a program that essentially
gives charity money to hospitals for
treating the poor. 

The state has known for several years
that the program was expiring in June.
For the governor to pretend otherwise is
blatant dishonesty.

Furthermore, Medicaid expansion
would go beyond charity money. It would
go for purchasing private-sector insur-
ance for the same poor Floridians whose
hospital bills are subsidized by the LIP
funds. Is either solution perfect? No. But
isn’t a private-sector-based solution more
palatable to ideological conservatives
than a direct handout? 

Essentially, the governor and House
Republicans have fallen back on the bi-
zarre logic that the federal government
cannot be trusted so therefore, we should
not take our own tax dollars from them to
expand Medicaid. At the same time, how-
ever, they apparently believe the federal
government should be trusted to provide
a handout of $1 billion in LIP funds. 

The logic in this debate is flawed. 
“It is appalling that President Obama

EDITORIAL

Scott is wrong on Medicaid
More on the issue
See comments to our Facebook page below and
viewpoints from State Sen. Greg Evers and state
Reps. Mike Hill and Doug Broxson on Page 8F.
State Rep. Clay Ingram was invited to participate
but declined.

Carl
Hiaasen
SYNDICATED
COLUMNIST
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Thepartisan gridlock inWashingtonhas
nothing on thepartisan gridlock inTalla-
hassee, except for one keydifference: The
RepublicanParty of Florida controls every-
thing in the state capital and this year, its
leaders arewaging the ugliest intramural
battlewe’ve seen indecades.

With just twoweeks to go in the 60-day
legislative session, theFloridaHouse and
Senate stand$4billion apart onnext year’s
proposed state budget.

Four billion dollars apart.
And rather thanwork overtime this

weekend, theirmembers are backhome,
taking timeoff, barely able to talk to one
another. There’s no budget discussions
going on, nonegotiations, nothing.

It’s surprising that the standoff has got-
ten this far because as a rule, stateRepub-
licans are generallymore disciplined in
standing together andkeeping their differ-
ences private. But given theFloridaHouse’s
relentless efforts to reject PresidentOba-
ma’s signature health care law—nomatter
the cost— that shiphas sailed.

The rhetoric has grownwar-like,with
theHouse battling the Senate, the Senate
battlingGov.Rick Scott, and the governor
battlingWashington over aMedicaid ex-
pansionplanhe initially opposed, then
supported andnowopposes again.

Indeed, futureHouse speakerRichard
Corcoran askedhis colleagues to “come to
warwithus” against the Senate, the federal
government, thehospital industry and “all
the special interests—all theGucci-loafing,
shoe-wearing special interests powers” that
wantMedicaid expanded. “If it costsmemy
political career or yours, so be it.”

TheSenate is taking thehigh road,with
moremeasured statements and amore
realistic endgame. Its budgetwould take the
Medicaid expansionmoney,with one big

caveat.
Instead of expanding the government-

runprogram, the Senatewould create a
private-optionplan thatwoulddrawdown
available funds, but stay nimble enough to
evaporate if themoneydries up. Itwould
require people towork, or be looking for
work, andpay some type of co-pay. But
because it’s not known if the planwould
pass federalmuster, two senatorswent to
Washington recently to inquire,which
generatedhowls from theHouse and the
Governor’sMansion.

House Speaker SteveCrisafulli said Sen-
ateRepublicans haveprovided “inaccurate
and false hope” and “muddlednegotia-
tions” by going toWashington.He andhis
fellowHouse leaderswant nothing to do
with the Senate plan because theydon’t
trust the federal government or its promise
to cover100percent of the costs for new
Medicaid enrollees through2016, and90
percent after 2020.

Instead,House leaderswant things to
stay as theywere beforeObamacare became
the lawof the land. Specifically, theywant
the feds to continue funding theLowIn-
comePool that reimburses certain hospitals
for providing a large volumeof charity care.

Itmust be said that the federal govern-
ment hasworkedwith state officials during
the rollout of theAffordableCareAct, de-
spite their differences.

Twoyears ago, theU.S.Department of
Health&HumanServices granted Scott’s
request for awaiver to treatMedicaid pa-
tients throughmanaged-care plans, rather
than traditional fee-for-service. And tohelp
hospitals during the transition, it agreed to
extendLIP funding through this June,
though itmade clear another extension
wouldnot be granted.

In return, the governor did an about-face

and announcedhis support for expanding
Medicaid, saying, “While the federal gov-
ernment is committed to paying100percent
of the cost of newpeople inMedicaid, I
cannot, in good conscience, deny theunin-
sured access to care.”

But this summer, the extension is set to
expire.HHS says themoney for charity care
nowmust flow topeople throughMedicaid
expansionplans, rather than tohospitals via
LIP.Andnow, the governor says he opposes
the expansion ofMedicaid. Plus, he plans to
sue the federal government for its “coercion
tactics” to forceFlorida to accept aMedi-
caid expansion.

It’s unfortunate the governor has decided
to sue, givenhis poor and costly track

record in suing the federal government.
A lawsuit takes time, and lawmakers have

a legal duty to pass a state budget for the
fiscal year that begins July1.

If legislators fail to reach agreement by
their scheduledMay1end, it’s likely they’ll
be called back later for a special session. But
absent a governorwho canhelp feuding
chambers reach ameeting of theminds,
what’s the point?

Without a state budget, state agencies,
local governments andprivate vendors can’t
plan because theydon’t knowwhat their
budgetswill look like in July. Is this anyway
to run government like a business?

Noone is yet suggesting the impasse
could lead to a state government shutdown,
whichwould affect non-essential em-
ployees, not prison guards, for example.
Florida last reached the brink of a shut-
down in the early1990s,when a legislative
standoffwith then-Gov. LawtonChiles
went a couple hours past the June 30 tip-
ping point.

But at themoment, it’s hard to see how
leaders of theFloridaHouse, especially, can
find theirway out of the corner theyhave
painted themselves into. And if themore-
considered Senate caves, it risks losing its
effectiveness.

If Senate leaders do give in, theywould
likely find the $4billiondifference by elimi-
nating the governor’s proposed tax cuts on
telephones and textbooks, the proposed
increase in education spending, the pro-
posed funds formental health care, the
proposedmoney for newprison guards and
of course, the proposedpath for helping
poor people get access to health care.

Given the choices before us, it appears
the steadfastHouse loathes the president
more than it loves tax cuts, children, public
safety and all the people of Florida.

Stark choices ahead if no one caves

Future House Speaker Richard Corcoran
invited the Florida Senate to “come to war”
with the Florida House of Representatives
over a budget battle on the expansion of
Medicaid.

STEVE CANNON/AP

According to a recent letterwriter, peoplewon’t vote forHillary
Clinton because of trust issues. Perhaps thewriter suffers from selective
memory syndrome.

However, I recall Richard “I’mNot aCrook”Nixon, Ronald “Iran-
Contra”Reagan, GeorgeH.W. “NoNewTaxes” Bush, GeorgeW. “Mis-
sionAccomplished”Bush, John “Keating-Five”McCain andMitt “47
Percent” Romney.

It’s impressive that the letterwriter has entrusted his vote to such
trustworthy, ethical individuals.

Thomas Fallon, Coral Springs

Who can we trust, then?

port now, but they think it is a good
idea to significantly add to it.

Michael Otis, Fort Lauderdale

Somepresidential
tickets just not possible

After reading theApril 17 letter
“RepublicanNomineesHaveEyes on
theHispanicVote,” I think thewriter
fails to realize that under the12th
Amendment of theConstitution a
Bush-Rubio ticketwould lose all 29
electoral votes fromFlorida. The
amendment provides the procedure
for electing the president and vice
president: “TheElectors shallmeet
in their respective states, and vote by
ballot for President andVice-Presi-
dent, one ofwhom, at least, shall not
be an inhabitant of the same state
with themselves.”

These 29 electoral votes represent
10.7 percent of the 270needed towin
inNovember 2016. Two candidates
on one ticket residing in the same
state equals zero electoral votes.

Joel Greenwald, Coconut Creek

project is going to destroy significant
coral formations and eliminatemajor
mangrove areas. If an individualwere
to do less than1percent of that dam-
age, theywould be fined an enor-
mous amount ofmoney and face
criminal charges.

The residents of local communi-
tieswill facemajor traffic problems if
the newPanamax ships start coming
to Port Everglades. Those ship carry
asmuch as four times asmany con-
tainers, andmany of those containers
will leave the port on trucks. The
politicians cannot figure out away to
control the traffic jams around the

Port following airport’s
terrible example

Your recent stories about resi-
dents’ complaints about noise from
airplanes implies that the airport is
surprised by the huge increase in the
number of complaints. I think they
were fully aware of just howmuch of
an adverse impact the airport expan-
sionwould have on the local resi-
dents but chose to downplay the
effects for fear the projectwould
have had a bigger resistance.

I believe the same thing is happen-
ingwith the port expansion. The

Read more letters
See more reader opinions at
SunSentinel.com/opinion/letters

We welcome your letters to the editor,
but please, no more 250 words, no
email attachments and know they may
be edited for clarity, taste and length.
Please include your name, address and
telephone number for verification. Send
to: letters@sunsentinel.com or 500 E.
Broward Blvd. #900, Fort Lauderdale,
FL 33394. Also engage us on Facebook
.com/SunSentinelEditorialBoard.

YOUR THOUGHTS?

As our Florida state senators and
representatives are nearing the end of
the legislative session, there remain
two looming health care issues: The
unresolvedLow IncomePool funding,
which is dependent on a federal
waiver andwhether or not Florida
will pass a health care expansion bill.
Despite the fact that these are two

separate programs, the federal government has linked
them together.

In a letter sent by the federal government from the
Center ofMedicare Services to the FloridaAgency for
HealthCareAdministration onApril 14, itwasmade
clear that theCMSwill not fund theLow IncomePool
unless the state government agrees toMedicaid expan-
sion, a cornerstone initiative of theAffordableCareAct.
Weurge federal CMSand state legislators to find a
workable solution to fundnecessary and essential
health care programs so that themost vulnerable in our
community can be cared for.

Our government leaders need to ensure thatwe can
continue to serve our citizens and patients.

BrowardHealth is a safety net hospital system serv-
ingmore than two-thirds of the1.9million residents in
BrowardCounty.Wehave two trauma centers, two
comprehensive stroke centers, twoprimary stroke
centers and several cardiac catheterization facilities.
We are also a training facility for nursing students,
medical students and paramedics. In addition,we grad-
uatemore than100medical residents every year. These
are newdoctors that serve our community and our
citizens. Our physicians and nurses also conductmedi-
cal research to create new life-savingmeasures.

Even if BrowardHealth does not receive LIP funds,
wewill, andmust, continue to provide essential acute
care services including emergency care and inpatient
services.However,wemaynot be able to continue to
provide non-life critical services such as physical and
occupational therapy or outpatient services for elective
and preventative care. In addition, our ability to contin-
ue our academic teaching andmentoring programs
may be impacted.

At BrowardHealth our doorswill remain open;we
are a provider of last resort for allwhoneedhealth care,
regardless of socio-economic status or insurance cov-
erage.Weurge a quick resolution so our health care
safety net system is not impacted adversely, andwe can
continue to serve our citizens and patients by providing
the quality health care they need.

Nabil El Sanadi is the president andCEOof Broward
Health and a board certified emergencymedicine
physician.

Leaders must
find health care

solution
By Nabil El Sanadi

El Sanadi
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Opinion

■ AWisconsinwoman recently got a high school diploma
at the age of103 and says she is nowconsidering going to
college. Friends are recommending a two-year college.
■ Taxdaywas yesterday. Andmarijuana growers are com-
plaining that they can’twrite off a single expense thanks to
federal laws.Well, apparently someone tried to claim thePhish
tour as his homeoffice and that’s not going to happen.

Late night humor
CONAN O’BRIEN
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Copy Reduced to 78% from original to fit letter page 

Our state’s leadership is
embroiled in a kin-
dergarten-style fight
that would be laugh-

able if it didn’t have such serious
consequences. 

It’s time to stop the political
power games, suck it up and ad-
mit that – like it or not – Florida
needs to accept Medicaid expan-
sion.

It’s the right thing to do finan-
cially – the fiscal burden would
fall overwhelmingly on the feder-
al government. And it’s the right
thing to do ethically – we can pre-
vent tremendous suffering and
we should. 

There is no reasonable argu-
ment for what Gov. Scott and
House Republicans are doing in
refusing to accept Medicaid ex-
pansion. The only explanation is
that they are posturing for their
bases, gathering votes for future
elections at the expense of the
people they are supposed to be
serving.

It’s time to get over it.
Here’s the crux of the story.

LIP – the Low Income Pool of
money that provides $2.2 billion
annually to Florida hospitals to
help treat uninsured patients and
supplement payments for Medi-
caid patients – runs out June 30. 

The federal government has
informed Florida that it will not
renew the funding unless the state
expands Medicaid, as 29 other

states have done, successfully it
seems. The federal government
will cover the entire cost of the
expanded Medicaid program – 100
percent – through 2016. After that
Florida will have to kick in some
money, but never more than 10
percent of the cost. 

So no expanded Medicaid, no
LIP funding. Gov. Scott has said
he’ll sue the feds over LIP fund-
ing, but he’s likely to lose. Even
Florida Senate President Andy
Gardiner — a fellow Republican
— has conceded that the federal
government isn’t obligated to give
Florida the money.

The removal of LIP will be a
huge problem for our hospitals.
Tallahassee Memorial HealthCare
received approximately $3.2 mil-
lion in LIP funding last year. 

“The loss of this funding will
not stop these patients from ac-
cessing our services,” said TMH
in a statement. “It will place a
significant financial strain as we
balance our mission to care for
our community with the financial
realities of providing the human
and capital resources to provide
that care.” 

Hospitals will be in an almost
unthinkable predicament: They’ll
have to turn away genuinely sick
people without insurance – which
TMH says it will not do, and we
hope other hospitals won’t either –
or treat them anyway and raise
already-high prices for the paying

customers to help cover skyrock-
eting costs. 

In fact, Sen. Bill Montford has
said many rural hospitals could
close if a deal isn’t reached.

What’s to be done? The Repub-
licans, who are in control of both
branches of the Florida Legisla-
ture, are squabbling among them-
selves. 

The Senate seems to contain the
only grown-ups in the schoolyard.
It has a plan to create a state-run
marketplace that would subsidize
health insurance for low-income
Floridians who are working – es-
sentially Medicaid expansion. Its
budget contains both LIP and Me-
dicaid expansion money.

The House and the governor
are flat out refusing to consider it.
Gov. Scott says he doesn’t trust
the feds to live up to their end of
the bargain, and the Republican
House members agree.

There doesn’t seem to be any
reason to think the federal gov-
ernment will renege – it hasn’t in
any other state so far.

The truth is, whether it’s LIP or
Medicaid expansion, it’s all feder-
al money – all dollars Floridians
have already paid out to Washing-
ton, D.C. We want those dollars
back, and we’re entitled to them.
Why does it matter which pro-
gram they come from?

This is a childish power strug-
gle, which would be of little im-
port except that it’s hurting
around 800,000 Floridians. 

The state budget hinges on this
issue. Right now, the two cham-
bers’ budgets are about $4 billion
apart. The clock is ticking. The
Legislature has until May 1 to
knock it off. 

We urge the governor and
House Republicans to stop play-
ing political chess with peoples’
lives. 

“There comes a point in time
where you have to make a deci-
sion that’s right,” said Sen. Mont-
ford. 

We agree. Do the right thing.
The Senate has offered a viable
compromise. Take it.

| OUR OPINION |

Florida needs Medicaid expansion
It’s time to grow up and accept the necessity of federal dollars

A COLLECTIVE VOICE
Gannett Florida newspapers and websites in Fort Myers, Brevard County, Tallahassee
and Pensacola are joining with others this weekend to speak up about the need for our
state leaders to resolve an impasse related to Medicaid expansion and the federally
funded Low Income Pool.

At least seven news sites will publish commentary about the issues. To read these
editorials and columns, turn to Tallahassee.com/opinion, where you will find a list of
links to information and opinions about Medicaid expansion, the standoff between the
state and federal government and the politics surrounding the issue.
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