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Presumptive eligibility in Medicaid has become an 
important strategy for improving access to early 
prenatal care for low-income pregnant women. 
Presumptive eligibility is an option that states can 
use to allow authorized providers to begin treating 
pregnant women when they first seek prenatal  
care rather than several weeks later after a final 
determination has been made by the state regarding 
their Medicaid eligibility. Access to early prenatal 
care can lead to better birth outcomes, healthier 
babies, and reduced health care costs.

In the Omnibus Budget Reconciliation Act 
(OBRA) of 1986, Congress gave states the  
option to enroll pregnant women through a  
“presumptive eligibility” option as part of a  
widespread effort during the 1980s and 1990s  
to increase income eligibility thresholds and  
improve access to timely medical care for pregnant 
women and young children. More recently,  
presumptive eligibility programs have played a  
role in several states’ efforts to streamline and  
simplify their enrollment and eligibility processes 
for both Medicaid and SCHIP.1 Currently, 29  
states and the District of Columbia have adopted 
presumptive eligibility to grant temporary  
Medicaid coverage to pregnant women.2 

How Presumptive  
Eligibility Works 
Presumptive eligibility can be determined by  
certain qualified providers, including community 
and rural health centers, hospitals, physicians, local 
health departments, and family planning agencies. 
Once established, presumptive eligibility continues 
for 30 to 60 days or until a final determination 
of Medicaid eligibility has been made. The policy 
ensures that providers receive compensation by 
Medicaid, and states receive federal matching of 
state spending for the cost of prenatal care  
provided during the presumptive eligibility period, 
regardless of the final eligibility determination.

Certain aspects of presumptive eligibility policies 
differ from state to state. States specify which  
providers are able to determine presumptive  
eligibility and can decide whether to require proof 
of income and asset tests for determination. States 
also differ slightly in the duration of time pregnant 
women can be considered temporarily eligible and 
the procedures they must then follow to become 
fully enrolled.
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Importance of Presumptive  
Eligibility
Early prenatal care plays a critical role in the health of  
pregnant women and their babies. When begun in the  
first trimester, it allows for the identification and treatment  
of possible pregnancy-related health problems and allows  
the provider to counsel the woman about her pregnancy. 
Prenatal care providers initially collect a patient’s history, 
perform a full medical exam, conduct a pregnancy risk  
assessment, and answer the patient’s questions.  
Throughout the pregnancy, providers monitor fetal  
development, screen for malformations, and check for  
conditions that may threaten the health of the fetus or the 
mother. They also may test for genetic conditions such as 
Down’s syndrome and refer women for any needed specialty 

care or additional testing. Prenatal care may also include 
screening for unhealthy behaviors such as poor nutrition  
and alcohol, tobacco, and drug use, along with counseling  
to correct the unhealthy behaviors. 

Early prenatal care may reduce the risk of infant mortality.3,4 
Delaying entry into prenatal care can raise the risk of  
negative birth outcomes, such as low birthweight and  
pre-term births, a leading cause of infant death.5 In 2004, 
babies born to mothers who receive late or no prenatal  
care were nearly twice as likely to be low birthweight.  
Low birthweight increases the likelihood that a child will 
experience future illnesses, neurodevelopmental problems, 
and subnormal growth that can require extensive medical 
care throughout childhood.6 Investing in prenatal care leads 
to better birth outcomes, healthier babies, and consequently 
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FIGURE 1: states with presumptive or expedited eligibility for pregnant women 
applying for medicaid (january 2008)a, b, c, d

Source: Donna Cohen Ross, et al, “Health Coverage for  

Children and Families in Medicaid and SCHIP:  

State Efforts Face New Hurdles,” The Kaiser Commission  

on Medicaid and the Uninsured, January 2008.
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lower health care costs. Studies have shown that for each 
dollar spent on adequate prenatal care, between $2.577  
and $3.388 in future medical costs can be saved. 

Presumptive eligibility allows pregnant women immediate 
access to care, preventing delays caused by regular Medicaid 
eligibility determination processes that can take weeks.  
It also provides a less burdensome path to enrollment.  
Presumptive eligibility policies have been shown to increase 
by 40 percent the likelihood that pregnant women will enroll 
in prenatal care and increase by 30 percent their likelihood 
of obtaining care in the first trimester.9 

Many states are also using presumptive eligibility as a tool 
in outreach efforts aimed at educating women who may be 
unaware of their Medicaid eligibility. For example, many states 
have eligibility workers outstationed in the community who 
can determine presumptive eligibility and initiate the  
application process.10 

States with Other Expedited  
Eligibility Processes

In addition to the 29 states and the District of Columbia 
with presumptive eligibility, 7 states have other expedited 
processes for enrolling pregnant women into coverage.  
Most of these processes involve prioritizing and expediting 
applications. For example, Louisiana allows women to  
self-declare their pregnancies and has simplified income  
verification requirements – process improvements that  
have shortened the application time for pregnancy coverage 
to less than three days. As a result, Louisiana ended  

presumptive eligibility for pregnant women in 2007, and 
instead focuses on quickly enrolling them in traditional  
Medicaid pregnancy coverage.11 Connecticut and Hawaii have 
also reduced their application time for pregnancy coverage 
to five days or fewer.12

While most states offer presumptive eligibility or a  
different expedited process for pregnant women, 14  
states have no such program. Some states may feel that  
such a policy is unneeded because their application  
processing times are sufficiently quick and reasonable.  
Other reasons may include a lack of legislative support,  
concern about possible costs of such programs,  
difficulties paying providers, or concern about potentially 
serving women who turn out to be ineligible. 

Conclusion

Presumptive eligibility has proven to be an effective tool  
for enrolling pregnant women into early prenatal care.  
Thirty-six states and the District of Columbia have chosen  
to implement presumptive eligibility policies or other  
expedited procedures as part of their strategies for providing 
critical health coverage to eligible pregnant women.  
Presumptive eligibility makes accessing prenatal care simpler 
and less burdensome by authorizing providers and state  
eligibility workers to determine temporary eligibility quickly 
and it ensures payment for providers. Most importantly,  
presumptive eligibility allows women to begin prenatal  
care earlier, thereby providing access to the treatment and 
services for pregnant women that will help improve the health 
of both mothers and their infants. 
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