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B eginning in January of 2006, more than 14
million Medicare beneficiaries with limited
incomes and resources will have an extraordi-

nary opportunity to receive subsidized, comprehen-
sive prescription drug coverage. To the average per-
son with Medicare who qualifies for the benefit, this
Low-Income Subsidy (LIS) available through
Medicare’s new Prescription Drug Coverage will
cover between 85% and 100% of their prescription
drug costs and will provide more than $2,100 in
annual savings. Because almost half of limited-income
Medicare beneficiaries without drug coverage cur-
rently forgo prescribed medications due to costs, this
new benefit could literally be a “lifesaver” for many
people. It is the most important expansion of benefits
for seniors and the people under age 65 with disabil-
ities with limited incomes in the past forty years. 

About half of those who are qualified for the new
Medicare LIS benefit are already enrolled in other
public benefits and therefore will receive the subsidy
automatically. However, approximately 7.2 million
other limited-income Medicare beneficiaries will not
receive the new LIS benefit unless they submit an appli-
cation. Finding and enrolling the remaining seven
million people in a short period of time is a daunting
task. Historically, relatively small percentages of eligi-
ble seniors and people with disabilities have enrolled
in many needs-based government benefit programs,
even after many years of effort. For example, only
53% of the elderly who are eligible for SSI are
enrolled in the program, and just 30% of the senior
citizens who are qualified for Food Stamps currently
are receiving them. 

One of the reasons for these historically low enroll-
ment levels has been a lack of comparative evidence-
based information about best practices for finding
and enrolling limited-income adults. In early 2005,
the Access to Benefits Coalition (ABC) began a study
to identify and document the practices and strategies
that could help meet the enrollment challenge.
Hundreds of organizations throughout the nation—
federal agencies, state and local governments, com-
munity-based nonprofits, pharmaceutical compa-
nies—have run projects designed to find and enroll
Medicare recipients with limited incomes in various

benefits. In examining the costs, successes and chal-
lenges of a selection of these projects, ABC has iden-
tified specific practices and principles that result in
successful enrollment. 

This study shows that efficiency and effectiveness
varied dramatically, even among projects consid-
ered to be “good.” The cost per beneficiary
enrolled varied from $280 to $24. This range was
not driven by demographics or geography. Rather,
specific strategies and tactics made all the differ-
ence. While this level of variance is not surprising in
a field that has many players acting independently,
it makes increasing the level of planning and coor-
dination in enrollment efforts for this new benefit
all the more important. 

This report presents findings that will enable us as
a nation to more effectively find, educate and enroll
people with limited incomes in the benefits to which
they are entitled. This study shows that these individ-
uals can be enrolled for a reasonable cost per person,
and it identifies which strategies and activities are
most successful at doing so. The ten key findings of
the study are: 

1. Several different outreach and enrollment ap-
proaches can be implemented successfully at a
reasonable cost

2. Success rates and costs vary dramatically across
and within approaches. Different approaches can
be efficient and yield excellent results, but only if
they are implemented well 

3. Some of the key factors for reducing costs and
increasing success include: 

• Well-executed phone-based enrollment

• Use of technology such as online eligibility
tools and wireless Internet access

• Careful planning of the method, frequency
and format of contact 

• “Qualifying” leads by identifying those most
likely to be eligible before beginning the
enrollment process

• A steady volume of qualified leads matched
with an organization’s capacity 

Executive Summary
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4. The use of lists of likely eligible beneficiaries for
targeted outreach and enrollment efforts is
among the most promising, cost-effective and
scalable approaches, and is necessary to maximize
enrollment 

5. A “person-centered” approach using trusted
intermediaries to provide one-on-one assistance
and screening for multiple benefits enhances
results

6. Coordination and division of roles among agen-
cies improves outreach and enrollment outcomes

7. Much of the target population is geographically
concentrated, calling for similarly deployed out-
reach and enrollment resources

8. Continuous learning is critical, both from one’s
own efforts, by testing, analyzing and refining
the approach, and from best practices across proj-
ects

9. Government policies and practices that make it
easier for consumers to apply for benefits have a
large impact on enrollment success

10. Reaching full, or almost full, LIS enrollment will
likely require hundreds of millions of dollars, mil-
lions of hours of one-on-one assistance to poten-
tial beneficiaries, and well over a year to accom-
plish.

The “call to action” which concludes this report
identifies the action steps for federal agencies, state
and local governments, philanthropy, corporations,
national and local voluntary organizations and the
U.S. Congress that ABC believes are needed to max-
imize enrollment. 

This study shows that it is feasible to find and
enroll most of the 7.2 million people who are eligible
for the LIS (but who will not be automatically
enrolled) at a reasonable cost per person enrolled.
However, maximizing enrollment will require an
unprecedented level of collaboration and coordina-
tion between the public and private sectors, extensive
use of evidence-based enrollment strategies such as
the ones outlined in this report, adequate financing of
enrollment services, and a long-term national com-
mitment to achieving exceptional results.

N O T E

As of the end of May 2006, more than 9 million people are now receiving the Extra Help/Low-Income
Subsidy (LIS)—7.3 million people were automatically enrolled because they were in one of the groups
“deemed eligible” for the LIS, and 1.85 million people applied on their own and were approved for the
LIS. Estimates from CMS indicate that 75 percent of those who have not yet signed up for a Medicare
drug plan may be eligible for the LIS, and many others who have already signed up for Medicare drug
plans may also be eligible for the LIS, and not know it. Thus, while some progress has been made, there
is still much work to be done. In spring 2006, the Centers for Medicare & Medicaid Services (CMS)
announced a demonstration program giving Medicare beneficiaries newly eligible for the LIS a Special
Enrollment Period (SEP) that allows them to join a Medicare drug plan after the May 15, 2006 enroll-
ment deadline without facing the Late Enrollment Penalty.

While much has been learned this past year from the widespread efforts to find and enroll people in the
LIS, the lessons from this benchmarking study still hold true. Many beneficiaries need person-centered,
one-on-one assistance in order to complete and submit LIS applications, and effective use of lists of qual-
ified leads and technology (including laptops with wireless access, well-executed phone-based enrollment
centers, and more) can greatly assist community-based organizations in their efforts to help this popula-
tion. The SEP authorized by CMS offers the public and private sectors an additional window of oppor-
tunity to implement the successful strategies outlined in this report, increase LIS enrollment numbers,
and provide the significant assistance offered by the LIS to those who need it most. 
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Introduction
The Medicare Prescription Drug, Improvement and
Modernization Act of 2003 authorizes the largest
expansion of the Medicare program since its creation
in 1965, for the first time offering recipients the
option of prescription drug coverage. All individuals
with Medicare may benefit from the new Medicare
Prescription Drug Coverage, and those with limited
incomes and resources will also be eligible for addi-
tional help from the Low-Income Subsidy, or LIS. The
LIS will cover between 85% and 100% of expenses
associated with the drug coverage for many beneficiar-
ies with limited incomes. Effective January 1, 2006, an
estimated 14.4 million individuals with limited
incomes and resources will be eligible for the LIS. The
savings translate into thousands of dollars a year.

The new program addresses a very serious prob-
lem for limited-income Medicare beneficiaries. Many
have been shut out of the pharmaceutical advances
that have transformed life for seniors and persons
with disabilities around the world. Studies show that
a quarter of Medicare beneficiaries forgo medications
due to cost, and the proportion rises to 44% for lim-
ited-income seniors lacking drug coverage.1 The
magnitude of the problem increases when we consid-
er both the aging of the American population and the
rising costs of prescription medications. 

The savings that the LIS represents are substantial.
The average annual value of the subsidy to a benefici-
ary with a limited income will be about $2,100.2 For
a 65-year-old beneficiary, that represents average life-
time savings of $37,000.3 Given the age distribution
in the Medicare population, on average the LIS rep-
resents an estimated $22,000 lifetime benefit to sen-

iors who enroll.4 The value of this benefit will be
even greater if those who are eligible for the LIS also
enroll in other programs to which they are entitled,
such as the Medicare Savings Programs (MSPs) that
offer assistance with Medicare Part B premiums and
other Medicare cost shares. 
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Pathways to Success: 
Meeting the Challenge of Enrolling Medicare 

Beneficiaries with Limited Incomes
A Report to the Nation from the Access to Benefits Coalition 

1 Dana Safran et al, “Prescription Drug Coverage and
Seniors: Findings from a 2003 National Survey,” Health
Affairs web exclusive (19 April 2005): 152-166. http://
content.healthaffairs.org/webexclusives/index.dtl?year=2005.

2 James P. Firman, Ed.D, Interviews with Social Security
Administration officials, Washington, D.C. March 2005.

3 Charles C. Lin, et al, “A Further Study of Life Expectancy
by Socioeconomic Factors in the National Longitudinal
Mortality Study,” Ethnicity and Disease 13 (Spring 2003):
240-247.

National Center for Health Statistics.“United States Life
Tables, 2002,” Mortality Tables: Life Expectancy.
http://www.cdc.gov/nchs/data/dvs/life2002.pdf.

4 This figure represents a weighted average of the life
expectancy of the limited-income senior population, based
on data from the sources above and the sources at the end
of this note. While this calculation applies only to limited-
income seniors, not to the under-65 disabled population,
the study estimates that the impact on that population
should be of the same order of magnitude, if not greater. 

Centers for Medicare & Medicaid Services, Medicare
Current Beneficiary Survey, 2002. 

Table 1.2 Demographic and Socioeconomic Charact-
eristics of Medicare Beneficiaries, by Age and by Gender
and Age, 2002. http://www.cms.hhs.gov/MCBS/CMSsrc/
2002/sec1.pdf.

Table 1.3 Demographic and Socioeconomic Charact-
eristics of Medicare Beneficiaries, by Race/Ethnicity and
Age, 2002. http://www.cms.hhs.gov/MCBS/CMSsrc/2002/
sec1.pdf.



The Low-Income Subsidy offers great promise,
but implementation of the program poses significant
challenges to both the Social Security Administration
(SSA) and the Centers for Medicare & Medicaid
Services (CMS), and to the thousands of public and
private organizations that currently assist the eligible
population in navigating the complex interface
between public benefit programs and the U.S. health
care system. Between now and May 15, 2006,
approximately 14.4 million individuals eligible for
LIS must enroll in the program. About half of these
individuals will be “deemed eligible” and automati-
cally enrolled; their participation in other benefits for
people with limited incomes, such as Medicaid,
Supplemental Security Income (SSI), and/or the
Medicare Savings Programs, makes them automati-
cally eligible for the LIS, and the government will
automatically facilitate their enrollment. However,

the remaining 7.2 million must submit applications
and pass federally-determined income and asset tests
in order to enroll. 

Finding and enrolling these 7.2 million individuals
is likely to be an enormous challenge. Enrollment
rates in other benefits aimed at a similar audience
show that achieving full or nearly full enrollment is
difficult even with well-known programs that have
been around for decades. Figure 1 shows that only
60% of eligible seniors are on Medicaid, 53% are tak-
ing advantage of SSI, and a mere 30% of those eligi-
ble receive Food Stamps, decades after these pro-
grams began. The two largest Medicare Savings
Programs (the Qualified Medicare Beneficiary
Program, or QMB, and the Specified Low-Income
Medicare Beneficiary Program, or SLMB, entitle-
ments that help Medicare beneficiaries with limited
means with their Medicare Part B premiums and

2
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other costs) enrolled only 33% and 13% of eligible
seniors after more than 15 years, respectively. After
intense public outreach and enrollment efforts by
CMS, voluntary organizations, and private compa-
nies, 25% of those eligible have signed up for the
$600 Transitional Assistance credit available through
the Medicare-approved drug discount card in 2004
and 2005 after only 14 months of enrollment efforts. 

Like many needs-based government benefits, the
LIS application process is complicated. It involves
completing a four-page form of detailed questions
about the applicant’s income and assets, including the
cash value of life insurance policies and the value of
any in-kind support received from family and friends.
Enrollees must complete and submit paper or elec-
tronic applications in an accurate and timely manner.
To further complicate matters, after completing the
LIS application process beneficiaries then must select
from what could be a dizzying array of competing
plans offered by insurance companies, pharmacy ben-
efits managers, and other sponsors. Beneficiaries who
do not make a choice by May 15, 2006 will be ran-
domly assigned to a plan by CMS. 

The 7.2 million beneficiaries who will not be auto-
matically enrolled and thus must submit an applica-
tion are the focus of the enrollment strategies out-
lined in this report. Both SSA and CMS are already
working aggressively to reach these individuals, but
our study suggests that significant additional
resources and complementary private sector efforts
will be needed. 

SSA is implementing an aggressive outreach and
enrollment campaign that includes a nationwide mail-
ing to nearly 19 million beneficiaries potentially eligi-
ble for the LIS; a hotline to answer people’s questions
and assist them with applications; and an online appli-
cation process (to be launched on July 1, 2005). The
agency has also designed a multifaceted public infor-
mation campaign to educate eligible individuals and
the public about the new program, and is working to
inform national organizations and coalitions charged
with informing and enrolling eligible beneficiaries.
CMS is taking the lead on automatically enrolling
those beneficiaries who are already “deemed eligible”
for the LIS. The timeline for these efforts is short:
SSA has stated its desire to enroll 90% of those eligi-
ble for the LIS between May and December of 2005. 

While these efforts are laudable, the historical dif-
ficulty of reaching and enrolling this population,
coupled with the complexity of this application
process imply that significant additional help will be
needed from other federal agencies; state and local
governments; national and local voluntary organiza-
tions; and private industry in order to achieve any-
where near full enrollment. But even participation
from all these groups will not be enough to bring
success; parties will have to use the most efficient
and effective techniques for finding and enrolling
the target beneficiaries. Few studies have attempted
to identify the most successful enrollment strategies
and practices, and none has examined the costs per
beneficiary of such efforts. While much anecdotal
evidence exists about the best ways to find and
enroll people with limited incomes, concrete evi-
dence is lacking. 

Given the short timeline, the known difficulties,
and the enormous implications of the initiative for the
well-being of millions of individuals, it is imperative
to maximize the effectiveness of resources available to
identify and enroll in the LIS as many eligible benefi-
ciaries as possible. To support these efforts, the
Access to Benefits Coalition (ABC) conducted the
first comprehensive nationwide study of outreach and
enrollment strategies for Medicare beneficiaries with
limited incomes. This study resulted in 10 key find-
ings that include important insights into best prac-
tices for outreach and enrollment of seniors and
younger persons with disabilities who have limited
incomes in benefits programs. The findings also pro-
vide a platform for national action toward a coherent
and efficient implementation of the LIS and other
similar programs. 

The study shows that it is feasible to find and
enroll most of the 7.2 million people eligible for the
LIS but who will not be automatically enrolled rela-
tively quickly and at a reasonable cost per person
enrolled. However, maximizing enrollment will
require an unprecedented level of collaboration and
coordination between the public, private and volun-
tary sectors, extensive use of evidence-based enroll-
ment strategies such as the ones outlined in this
report, adequate financing of enrollment services,
and a long-term national commitment to achieving
exceptional results. 
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The Study
Sponsorship
The Access to Benefits Coalition (ABC) is a consor-
tium formed in 2004 to help Medicare beneficiaries
with limited incomes reduce their prescription drug
costs. It is led by a steering committee representing
five member organizations: AARP, the Alzheimer’s
Association, Easter Seals, the National Alliance for
Hispanic Health, and the National Council on Aging,
which manages the coalition. ABC members include
100 national voluntary organizations, and the organ-
ization also supports 56 state and local coalitions.
The state and local coalitions comprise more than
800 local nonprofit organizations and are active in 37
states and hundreds of counties across the country.
These state and local coalitions form the backbone of
ABC’s grassroots efforts to enroll seniors and
younger people with disabilities into prescription sav-
ings programs. During 2004 and 2005, ABC’s 56
state and local coalitions, along with hundreds of
other federal, state, and local agencies, administered
projects to enroll Medicare beneficiaries with limited
incomes in the $1200 Transitional Assistance credit
($600 for 2004 and $600 for 2005) available
through the Medicare-approved drug discount cards,
and in other programs for those of limited means.

The Access to Benefits Coalition designed the
study in close collaboration with The Bridgespan
Group, a Boston-based, 501(c)(3) nonprofit organi-
zation that offers strategy consulting and other serv-
ices to the nonprofit sector. The research and analysis
was carried out by the Bridgespan Group, and sup-
ported by a grant to the National Council on Aging
from The Atlantic Philanthropies.

Methodology
The study evaluated a broad spectrum of efforts to
identify the best and most replicable practices for
enrolling seniors and younger persons with disabili-
ties in prescription savings and other public benefits
programs. Since this population mirrors those eligible
for the full LIS benefit beginning in 2006, it provid-
ed a way to test the efficacy of planned LIS enroll-
ment efforts. 

Beginning in January of 2005, more than 100 pro-
grams were screened based on enrollment numbers
and reputation for possible inclusion in a more
detailed assessment. It is important to note that the
study made an effort to find the best projects, not a
representative sample, since the study’s goal was to
document best practices. The projects chosen repre-
sented diverse organizational and methodological
approaches, operated in both urban and rural envi-
ronments, and some targeted ethnic minorities and
non-English-speaking populations. From the prelim-
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Projects Studied, by Scope and LeadershipT A B L E  1

10 in Urban Communities

n 5 city departments, area agencies on aging,
or State Health Insurance Assistance
Programs (SHIPs)

n 2 community health centers

n 3 nonprofit organizations

5 National Efforts

n 2 pharmaceutical companies

n 1 federal agency

n 2 national nonprofit organizations

5 in Mid-sized Communities

n 3 city or county offices of aging

n 1 SHIP

n 1 community health center

5 in Rural Areas

n 2 SHIPs

n 1 nonprofit organization

n 2 county hospitals

4
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inary screening, 25 enrollment initiatives, some of
which were being administered through coalitions,
were selected for a detailed review. Table 1 offers an
overview of the 25 projects studied. Twenty of the
programs focused on the Medicare Transitional
Assistance credit and other prescription savings pro-
grams, while five projects enrolled beneficiaries in
other programs, such as the Medicare Savings
Programs or state pharmacy assistance programs. 

Over a period of four to five months, in-depth
interviews were conducted with project staff at these
organizations, and data were examined to evaluate
the effectiveness of the 25 projects. While several
key determinants were examined, most of the find-
ings revolved around the cost per person enrolled
and the techniques and methods used.5 This data
captures both direct costs (outreach and enrollment
staff salaries, printing costs for flyers and brochures,
etc.) and indirect costs (management and oversight
salaries, rent and overhead, etc.). The results repre-
sent the most careful and comprehensive data-driv-
en study to date of approaches to successfully
enrolling people with limited incomes in public
assistance programs. 

The study has some limitations. As noted, the
study sought out the highest performing projects, so
the projects profiled are not a representative sample
of all enrollment efforts. Second, most projects were
enrolling individuals in the Medicare Transitional
Assistance credit, whose eligible population is not
completely analogous to that of the LIS since the
Transitional Assistance credit does not have an asset
test and is also a less valuable benefit. Third, the study
relied on self-reported data from the projects being
examined, although study leaders did make efforts to
validate and double-check all data. Fourth, projects
differed in the amount of assistance they received in
their efforts from other agencies, and these assistive
efforts largely were not captured in the data exam-
ined. Fifth, most of the projects were relatively small
in size and scope, and therefore we cannot be certain
if they would produce similar results if implemented

A  R E P O R T  T O  T H E  N A T I O N  F R O M  T H E  A C C E S S  T O  B E N E F I T S  C O A L I T I O N  

5 Data was collected via telephone interviews with project
leaders, and through data leaders provided on the number
of target beneficiaries their project identified, connected
with and enrolled during an agreed-upon time period
(generally 3-4 months). Projects also reported the number
of staff and volunteers who spent any time on outreach or
enrollment efforts (including supervisory, management or
planning functions), the proportion of each person’s time
spent on such activities, their salaries for the time period in
question, and any additional costs incurred such as print-
ing, mailing costs or technology. In certain cases, projects
were unable to report salary information; in those cases
salaries were assumed based on data received from projects
in a geographic area with a similar standard of living. In
cases where volunteers were used, no dollar figure was
attached to their donation of time, but the costs of any
staff needed to recruit, train and supervise volunteers was
included. In addition to these costs, benefit and overhead
rates were collected, or, in cases where they were not avail-
able or not known, assumed at 20% of salaries and 20% of
total costs, respectively. From the report on proportion of
time spent on these activities we were also able to calculate
the total hours spent on the project’s outreach and enroll-
ment efforts; volunteer hours were included in these calcu-
lations, as were hours spent on supervisory and planning
activities. The total cost figure and the total hours figure
were then divided by the number of individuals enrolled
during the time period to arrive at a cost per beneficiary
enrolled and total hours per beneficiary enrolled.

Examples of Programs
Studied

F I G U R E  2

A coalition of agencies led by a city depart-
ment on aging administered a program in a
major metropolitan area. This effort identified
neighborhoods with high concentrations of
potentially eligible beneficiaries through
home-delivered meals lists and Census data.
Two related approaches anchored the effort:
the coalition established a call center to han-
dle incoming and outgoing calls, and organ-
ized enrollment events at housing facilities.
Staff conducted immediate enrollment via
wireless laptop computers and referred poten-
tial beneficiaries not ready to enroll that day
to the existing call center.

Another example is a rural program that a
community health center led. This program,
which served a non-English speaking popula-
tion, developed an array of outreach mecha-
nisms. The center reached and enrolled clients
on site during their regular health care visits;
it also established an incoming call center
within the health center.  To broaden the out-
reach beyond potential enrollees who used
the center for medical treatment, the group
held enrollment events at Section 8 housing
facilities and senior centers, and distributed
information at festivals and fairs.



on a much larger scale. Finally, the study does not
include an implied cost of volunteer labor for those
projects that made use of volunteers, although the
study does capture staff costs of recruiting and train-
ing volunteers. Interestingly, though, a comparison of
projects that made significant use of volunteers and
those that relied entirely on paid staff showed no dif-
ference in the average cost per enrolled beneficiary. 

While some of the study’s findings and sugges-
tions call for long-term efforts at federal, state, and
local levels, many can be implemented quickly by
local programs. ABC believes that this report will
help all players to increase enrollment among those
who are eligible for the LIS over the coming
months, and smooth the way for successful imple-
mentation of the program in 2006. The study is also
applicable to many other assistance programs that
are currently under-subscribed. While surely not the
final word on the challenges our society faces in pro-
viding appropriate supports for our most vulnerable

citizens, this study offers a starting point, collecting
baseline information and modeling future research
approaches grounded in sound principles of data
collection and analysis. It demonstrates the possibil-
ity of identifying the common denominators that
make the difference between success and failure
within different approaches, and points the way to
more efficient and cost-effective methods of helping
people with limited incomes to achieve a better
quality of life. 

This study shows that it is possible to achieve
unprecedented enrollment rates relatively quickly at a
reasonable cost per person enrolled. However, maxi-
mizing enrollment will require an unparalleled level
of collaboration between the public and private sec-
tors, extensive use of evidence-based enrollment
strategies such as those presented in this report, suffi-
cient financing, and a broad-based and sustained
national commitment to achieving extraordinary
results.
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Findings
The Medicare Prescription Drug Coverage LIS ben-
efit offers a tremendous opportunity to address a sig-
nificant problem, and will also bring great value to
those who enroll. Enrollment, however, will be chal-
lenging and will require the efforts of a diverse range
of parties. This study will help provide direction in
coordinating those efforts. The study shows that
projects vary widely in their success rates and efficien-
cy, and, most importantly, that the detailed action
steps taken in enrollment efforts make an enormous
difference in the goal of enrolling beneficiaries at a
reasonable cost. It demonstrates enormous vari-
ance—a ten-fold difference between the highest and
lowest cost projects—in the effectiveness of outreach

and enrollment efforts. These differences are driven
by the skill, effectiveness, and specific resources and
techniques the project employed, as well as the need
to devote additional resources for efforts seeking to
reach persons that have been underserved by past
efforts. The details of the implementation and having
trusted organizations and committed leadership and
staff matter tremendously.

The ten key findings, detailed below and summa-
rized in Figure 3, will help guide public and private
groups as they move into enrollment of limited-
income aged and/or disabled persons into the LIS.
These insights are also applicable to other enrollment
efforts targeting similar populations. 
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Ten Key FindingsF I G U R E  3

1. Several different outreach and enrollment
approaches can be implemented successfully
at a reasonable cost

2. Success rates and costs vary dramatically
across and within approaches. Different
approaches can be efficient and yield excel-
lent results, but only if they are implemented
well 

3. Some of the key factors for reducing costs
and increasing success include: 

• Well-executed phone-based enrollment

• Use of technology such as online eligi-
bility tools and wireless Internet access

• Careful planning of the method, fre-
quency and format of contact 

• “Qualifying” leads by identifying those
most likely to be eligible before begin-
ning the enrollment process

• A steady volume of qualified leads
matched with an organization’s capacity 

4. The use of lists of likely eligible beneficiaries
for targeted outreach and enrollment efforts
is among the most promising, cost-effective
and scalable approaches, and is necessary to
maximize enrollment 

5. A “person-centered” approach using trusted
intermediaries to provide one-on-one assis-
tance and screening for multiple benefits
enhances results

6. Coordination and division of roles among
agencies improves outreach and enrollment
outcomes

7. Much of the target population is geographi-
cally concentrated, calling for similarly
deployed outreach and enrollment resources

8. Continuous learning is critical, both from
one’s own efforts, by testing, analyzing and
refining the approach, and from best prac-
tices across projects

9. Government policies and practices that make
it easier for consumers to apply for benefits
have a large impact on enrollment success

10. Reaching full, or almost full, LIS enrollment
will likely require hundreds of millions of
dollars, millions of hours of one-on-one
assistance to potential beneficiaries, and well
over a year to accomplish.
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1. Several different outreach and enrollment
approaches can be implemented 
successfully at a reasonable cost. 

The study identified four types of approaches to out-
reach and enrollment of limited-income populations
into benefit programs.6 The study found very success-
ful—and less successful—examples within each of the
four types. 

n On-site events. This strategy provides one-step
enrollment and one-on-one assistance to poten-
tially eligible individuals at locations where benefi-
ciaries live and gather. Such venues include public
housing complexes, senior centers, independent
living residences and medical facilities. 

n On-site outreach with referral to phone-based
enrollment center. A variation of the standard
on-site event approach is to provide information
and some one-on-one screening and assistance
with applications, but primarily to rely on referral
to a phone-based enrollment center. In this
approach, most applications are completed via
phone. Phone-based enrollment generally hap-
pens in one of two ways: (a) potential enrollees
call the center based on information received at
the event and enrollment center staff or volunteers
enter and submit the required information elec-
tronically; or (b) on-site staff collect contact infor-
mation from those eligible and interested and
make outbound follow-up calls to complete the
enrollment process. In all cases, follow-up out-
bound calls were found to be more effective. 

n List outreach with referral to phone-based
enrollment center. This approach relies on out-
reach through existing lists of enrollees in other
limited-income benefit programs. Most often,
enrollment programs send letters informing
potential enrollees about the program and asking
them to call a phone enrollment center. En-
rollment personnel at the phone center then fur-
ther screen callers and assist them with completing
and submitting applications. Alternatively, the
phone center makes outbound calls to list mem-
bers, or sends them pre-completed or partially-
completed applications and then calls to encour-
age submission. Again, projects that performed

outbound calls saw a higher proportion of com-
pleted enrollments. 

n Public information driving to phone-based
enrollment center. Another strategy relies on tra-
ditional public information and media campaigns
to inform potential enrollees about the program.
Those who wish to follow up initiate calls to a
phone center where personnel answer questions
and assist with completing applications. 

2. Success rates and costs vary dramatically
across and within approaches. Different
approaches can be efficient and yield 
excellent results, but only if they are 
implemented well. 

This study found wide variations in the cost per ben-
eficiary enrolled among programs—the highest-cost
project was more than ten times that of the lowest.
Figure 4 shows the range of costs in the 25 programs
studied. 

The implications of this finding are that “the devil
is in the details.” Different approaches can be effi-
cient and yield excellent results under the right cir-
cumstances—if they are implemented well. En-
vironmental and resource needs give each approach
greater or less potential. Selecting the right activities
for a specific project’s circumstances is critical.

The study also revealed large variations in cost by
target population characteristics and type of enroll-
ment approach (Figure 5). Programs targeting urban
areas can have very high costs or very low costs; the
same can be said for rural areas. Not surprisingly, the
analysis shows that programs targeting primarily non-
English-speaking individuals were, on average, more
expensive, but once again there was wide variation
between the highest- and lowest-cost projects. 

3. A number of factors can reduce costs and
increase success. 

The large variations in cost among similar enrollment
efforts suggest the importance of project organiza-
tion and implementation. The study identified five
factors that cut across approaches and correlate
strongly with successful enrollment efforts: well-exe-
cuted phone-based enrollment; technology; careful
planning of the method, frequency and format of
contact; “qualifying” leads; and a steady volume of
qualified leads matched with an organization’s capac-
ity. A more detailed description of each factor follows.
In addition, the study also identified “best practices”
within each of the four approaches. 
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6 While most projects had activities that fell into each of the
four categories, each project had a dominant approach and
could be classified as one of the four types.
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n Well-executed phone-based enrollment. Some
of the most successful and economical projects in
the study used phone-based enrollment as a cen-
tral part of their process. The following elements
were necessary to ensure a well-executed phone
enrollment operation: 

• Sufficient volume of calls

• Sufficient phone lines

• Online enrollment capability 

• Consistent staffing during normal business
hours at a minimum

• Well-trained staff or volunteers who were
knowledgeable about many types of benefits

• Careful management to ensure appropriate
time per call, staffing levels, and call volume

When these elements were lacking, costs escalated.
Phone centers are potentially one of the most effi-
cient approaches to enrollment; projects that used
them well has an average cost per enrolled beneficiary
of $66, just about half of the average cost of $127 a
person for face-to-face strategies. Doing phone

enrollment poorly, though, hindered rather than
helped: poorly executed phone enrollment programs
cost on average $151 per person—$25 more per
enrollee than face-to-face events.

n Use of technology. Advances in technology
allowing electronic completion of forms and the
submission of information via the Internet have
revolutionized the enrollment process for federal
benefits programs, just as they have for various
types of private memberships and plans.
Qualifying and enrolling beneficiaries using online
tools is now possible. SSA will have an electronic
application process for LIS, and the Access to
Benefits Coalition and CMS have developed
online tools to help beneficiaries decide which
benefits will help to meet their needs. 

Leveraging the existing technology requires: 

• Online screening and enrollment tools

• Laptops with wireless Internet access for use at
on-site enrollment events 

• Pre-completion of application forms about
individuals from existing databases 
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n On-site events

n On-site outreach with referral 
to phone enrollment center

n List outreach with referral to 
phone enrollment center

n PR driving to phone 
enrollment center

Note: Most projects were primarily enrolling beneficiaries in the Transitional Assistance (TA) $600 credit for the Medicare
Prescription Drug Discount Card; 5 projects were enrolling beneficiaries in different benefits. The time period studied was
generally 4-5 months.  

Source: Bridgespan interviews with the directors of specific outreach and enrollment projects, and analysis of data provided.



Although few of the projects studied had all of these
elements in place, those that did had consistently
lower costs. The five projects classified as “high-tech”
averaged $55 per enrolled beneficiary, while the eight
deemed “low-tech,” lacking any of the above ele-
ments, averaged $142 per person, nearly three times
as much. 

n Careful planning of the method, frequency,
and format of contact. A high proportion of
those interviewed indicated that how and how fre-
quently they contacted target beneficiaries made a
difference in enrollment levels. Data from Pfizer’s
2003 report on its experience in designing and
implementing a prescription drug card for seniors
with limited incomes indicate that a follow-up
phone call three to four days after a mailing
increased enrollment by 15%. Reducing the time it
took to receive the application and marking the

envelopes to highlight the contents increased
recognition of the materials from 50% to 85%.7

The literacy limitations of the target population were
emphasized repeatedly throughout the study. Projects
consistently reported that the target population
responded best to simple, straightforward outreach
materials. Information and enrollment materials need-
ed to be written at the fifth-grade reading level, and to
show images of required documentation, to provide
examples explaining eligibility requirements, and to
use large print with ample white space.8

10

P A T H W A Y S  T O  S U C C E S S :  M E E T I N G  T H E  C H A L L E N G E  O F  E N R O L L I N G  M E D I C A R E  B E N E F I C I A R I E S  W I T H  L I M I T E D  I N C O M E S

0

50

100

150

200

250

$300

0

50

100

150

200

250

$300

Cost per Enrollment by Population CharacteristicsF I G U R E  5

$53

$236

$210

$280 $280

$152

$207

$236

$64 $68

$30$35$35

$152

Major
urban
area

Rural
area

Non-
English

speaking
pop.

On-site
events

List
out-

reach
w.

phone
enroll-
ment

PR 
driving

to
phone
enroll-
ment
center

On-site
out-

reach w. 
referral

to
phone
enroll-
ment

7 Pfizer Incorporated and Marist College Institute for Public
Opinion Survey Results, Report to America, June 2003,
35. http://www.pfizersharecard.com/americareport.
asp?cardImageOver=8&cod=2.

8 Pfizer, 35



n “Qualifying” leads before beginning the
enrollment process. Targeting those most likely
to be eligible for a benefit program significantly
reduced costs and staff time. Leads can be quali-
fied in several ways. One of the most promising
was to use lists from programs already serving
people with limited incomes, who were likely also
to be eligible for the targeted benefit, such as
those in home-delivered meal programs, the Low-
Income Home Energy Assistance Program
(LIHEAP), or a state’s Medicare Savings Pro-
grams rosters. A second way to qualify leads was to
briefly screen candidates at on-site events or on
the phone, asking just three or four qualifying
questions about income, age and assets. Those
candidates whose answers indicated that they were
most likely to be eligible became the first-level
focus of the full enrollment process.

Qualifying leads not only saves staff time by
focusing on those most likely to be eligible, but it
can also lead to significant cost savings. For exam-
ple, suppose an organization did two mailings to
100,000 people each, one to a list that that was
90% accurate (90% of those on the list were high-
ly likely to be eligible), and one to a list that was
50% accurate. If each mailing generated a 5%
response rate, (5% of the people who received the
mailing responded), the list that was 90% accurate
would result in total costs of $35 per enrollee, in
contrast to $54 per enrollee for the less accurate
list. The less accurate list leads to a significant
amount of time spent on the phone determining
that people are not eligible. Those costs would
dwarf the estimated $3,000 expense of cleaning
and “de-duplicating” the list. 

n A steady volume of qualified leads matched with
an organization’s capacity. Mismatches between
the number of potential beneficiaries and the capac-
ity of an enrollment organization resulted in wast-
ed resources or lost enrollees. Too many phones,
computers, and/or staff for the volume of calls or
number of event attendees drained resources and
drove up the cost per enrolled beneficiary; too few
trained staff and the resultant long phone queues or
lines tended to frustrate potential enrollees, who
then were prone to drift away and not return. The
study showed that programs which matched capac-
ity and volume had an average cost per enrolled
beneficiary of $74, compared to an average cost of
$205 per enrolled beneficiary for projects with
insufficient volume for the resources expended. 

Programs that succeeded in balancing capacity
and volume used a variety of methods. Some
worked hard to sequence public information cam-
paigns and enrollment opportunities so as to build
on one another and keep demand steady. Other
projects were able to vary their capacity as needed
by designing flexible staffing or volunteer plans, or
by outsourcing call centers. 

Further study of these process characteristics allowed
us to identify best practices within each of the four
predominant outreach and enrollment approaches, as
summarized in Table 2. 

4. The use of lists of likely eligible beneficiaries
for targeted outreach and enrollment
efforts is among the most promising, 
cost-effective and scalable approaches, 
and is necessary to maximize enrollment. 

The study found that by targeting efforts to popula-
tions with a high proportion of eligible enrollees and
contacting those individuals directly, projects could
dramatically lower their costs and enroll a greater
proportion of beneficiaries. Using pre-existing lists
from other benefits programs for people with limited
incomes to identify eligible individuals was the most
efficient method of achieving this goal; projects that
used this strategy averaged 40% lower costs than proj-
ects that did not. Savings were greatest where proj-
ects used more sophisticated list practices, such as
cross-referencing to improve accuracy and conduct-
ing test mailings. 

Ensuring that lists are “qualified” is vital. The
more focused a list was on those who are truly eligi-
ble for the benefit, the better the response rate and
the more efficient outreach and enrollment efforts
were. One of the critical steps in qualifying leads from
a list was “cleaning” the list—removing from it the
names of people who are not likely to be eligible and
those who are already enrolled in the program. Lists
could be cleaned by cross-referencing them with
another list, or, in an ideal situation, by having gov-
ernment agencies screen the list against their income,
Medicaid, or Medicare Savings Program rosters.
While this collaboration may seem highly unlikely to
many grassroots nonprofit organizations, one of the
projects in this study was able to work with govern-
ment agencies to do just that. Even without that level
of assistance, lists could be sorted by zip code to focus
on the areas where the highest concentrations of peo-
ple with limited incomes live, or screened against a
second list (e.g., a home-delivered meals list cross-ref-

A  R E P O R T  T O  T H E  N A T I O N  F R O M  T H E  A C C E S S  T O  B E N E F I T S  C O A L I T I O N  

11



erenced with a list of weatherization assistance recip-
ients) to target those most likely to meet the LIS
income and assets criteria. Projects also purchased
lists of people with limited incomes from paid list
brokers.

In addition to focusing the list on those most like-
ly to be eligible, screening out individuals who will be
automatically enrolled in the LIS, or who have
already signed up, is also important. This is an area
where the cooperation of federal and state agencies is
critical to find ways to address legitimate privacy con-
cerns while still allowing for efficient identification
and enrollment of those who truly need assistance. 

An examination of the scalability of various strate-
gies indicates that list strategies are critical to an over-
all national strategy, not only because they can reduce
the per capita costs of finding and enrolling benefici-
aries, but because this may be the only strategy that
will enable groups to identify and connect with indi-
viduals who don’t participate in community activities
and don’t respond to mass media. 

5. A “person-centered” approach using 
trusted intermediaries to provide 
one-on-one assistance and screening for
multiple benefits enhances results. 

The most effective projects in this study used a one-
to-one “person-centered” approach—one that pro-
vides personalized assistance from a trusted source,
and takes a “holistic” approach to the individual
being enrolled. Person-centered outreach and enroll-
ment differs from traditional efforts in that 1) the
concerns and preferences of the beneficiary dictates
much of the enrollment process; and 2) the beneficia-
ry’s total needs and circumstances are taken into
account, not just their need for a particular benefit.

Three implications of taking a person-centered
approach emerged. First, contact with the individual
was best made through a trusted source—a person or
group that the beneficiary will know and trust. Most
projects reported that such a connection was neces-
sary to elicit a response from beneficiaries. For exam-
ple, a project leader from a mid-sized community
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Best Practices within Each Enrollment ApproachT A B L E  2

n Using information
technology to
enable rapid, on-site
enrollment

n Selecting sites
where people are
likely to have access
to needed docu-
mentation (e.g.,
public housing facil-
ities, etc.)

n Providing advance
information on
required documen-
tation

On-Site Events

On-Site Outreach
with Referral to
Phone Enrollment
Center

List Outreach with
Referral to Phone
Enrollment Center

Public Information
Driving to Phone
Enrollment Center

n Selecting sites for
access to large pop-
ulations (e.g.,
churches)

n Implementing pro-
cedures for gather-
ing contact infor-
mation at event,
enabling later
phone follow-up

n Qualifying leads at
event, or partially
populate enrollment
forms at event

n Developing public
relations capacity/
partnerships with
local media

n Enlisting non-
English-language
media to help 
reach minority 
populations

n Preparing multi-lan-
guage informational
materials in easy-to-
understand formats

n 5th grade reading
level

n Ample white space
and graphics

n Assembling clean
lists (see p. 11-12)

n Pre-populating
enrollment forms

n Partnering with
agencies to access
potential enrollees

n Sharing outreach
and enrollment
costs among partici-
pating organiza-
tions
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stated that “we used our own insignia on the enve-
lope, because we know that seniors know who we are
and trust us.” Another project leader from an urban
department on aging told us that “everyone [on a
certain list] received a letter signed by the mayor. She
agreed to do it, and she’s very well respected.” Other
projects noted similar responses to phone-based out-
reach, and site visits also garnered better attendance
when beneficiaries were encouraged to attend by a
person or organization they trusted.

The second implication of a person-centered
approach was that enrollment assistance needed to be
provided one-on-one by individuals who were knowl-
edgeable about the specific benefit and its interac-
tions with other benefits and programs. One-on-one
assistance, either in person or over the phone, allowed
the beneficiary to ask questions specific to their situ-
ation. Clearly, then, having well trained and knowl-
edgeable people doing the one-on-one assistance was
important, so that these questions could be answered

to the beneficiary’s satisfaction. Most often paid staff
provided that assistance, but the study found a small
number of cases where highly-trained volunteers were
able to fill that role. 

The final and perhaps most important implication
of taking a person-centered approach was the value of
focusing on multiple benefits. Our research indicated
that eligibility for various benefits is highly correlated.
In an examination of the screening data of one com-
prehensive online tool, 71% of individuals who
screened eligible for the LIS were also eligible for the
Medicare Savings Programs, and between 30% and
44% were eligible for other forms of assistance such as
Food Stamps (Figure 6). Because the enrollment
process for benefits can be complicated and time-con-
suming, and because of the significant additional help
that can be provided by multiple benefits, taking a
person-centered approach tended to minimize the
beneficiary’s time and hassle while maximizing the
benefits they received.
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A multi-benefit approach also offered significant
societal cost savings. When the costs associated with
the process of finding, connecting with and enrolling
people in the projects studied were examined, the
first steps—finding and connecting with people likely
to be eligible—were consistently the most costly part
of the process, comprising on average 55% of the total
project costs. Once a person was found and connect-
ed with for one particular benefit, enrolling that per-
son in as many benefits as they are eligible was a valu-
able way to ensure that those costs did not have to be
incurred by the next benefits programs. Sharing out-
reach costs among a number of benefit programs can
reduce the total societal expense and frees scarce
resources for other purposes. 

One simple method for multiple-benefit screening
some projects used was a comprehensive online tool
that screens for and facilitates enrollment in many ben-
efits. Looking only at projects in the better performing
half of each category, projects that used multiple bene-
fit screening tools had lower average costs ($57 per
enrollee) than those that screened for a limited number
or only one benefit ($66 per enrollee).9 Screening for
multiple benefits did not increase the project’s per-
enrollment costs; in fact, it may have decreased them.

6. Coordination and division of roles among
agencies improves outreach and 
enrollment outcomes.

Most local enrollment efforts involved more than one
organization, such as an area agency on aging, and
independent living center, and a community health
center. Even if a single organization provided the
bulk of the staff and volunteers, the effort required
coordination across different functional areas. The
study indicates that careful coordination of organiza-
tions and functional roles greatly improved out-
comes. Three of the lowest cost projects operated
through coalitions that had allocated specific func-
tional responsibilities among members. One such
project had the following distribution of tasks: 

n Enrollment was managed by two agencies, one
handling on-site events and one managing a
phone-based enrollment center that served the
entire area. 

n All other coalition members worked on identifying
and referring eligible enrollees to the enrollment
center, or scheduling and providing publicity for
on-site events.

Care in designing the project avoided duplication of
efforts, allowed specialization of skills, and made effi-
cient use of resources through economies of scale.
The three coalition projects with coordinated
approaches had average costs of $51 per enrollee. In
contrast, the 14 coalition-based projects with weaker
coordination and little division of roles averaged costs
of $140 per enrollee. In other words, having a coali-
tion in and of itself did not guarantee efficiency—the
roles of various players had to be planned and coordi-
nated, with specialization of skills and division of
responsibilities as the primary consideration.

7. Much of the target population is 
geographically concentrated, calling for
similarly deployed outreach and 
enrollment resources.

As noted in the discussion of lists, one of the most
important elements of successful enrollment of limit-
ed-income individuals into assistance programs was
efficient targeting of the population. This axiom was
true at the macro level as well as the project level:
enrollment resources and strategies needed to be
selected and deployed to match the numbers and
characteristics of those eligible for enrollment. 

The target population is geographically concen-
trated, but not always in the same way as the larger
population. Not surprisingly, the states with the
largest populations tend to have the largest numbers
of LIS-eligible beneficiaries (see Figure 7). However,
the success of outreach and enrollment efforts for
programs through which a beneficiary is automatical-
ly enrolled in the LIS (i.e., Medicaid, SSI, and/or the
Medicare Savings Programs) varies dramatically from
state to state, which, in turn, influences the number
of individuals in the target population who need to
apply for the LIS (Figure 8).10 In fact, more than half
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9 Screening and enrollment tools include BenefitsCheckUp
(NCOA’s tool, which screens for multiple benefits);
BenefitsCheckUpRx (ABC’s tool, which screens for pre-
scription savings programs); Medicare Card Finder (anoth-
er ABC tool specifically focused on screening and enrolling
beneficiaries in the $600 Transitional Assistance credit
through the Medicare-approved drug discount cards), and
Medicare.gov PDAP (Prescription Drug and other
Assistance Benefits—Medicare’s tool that currently screens
and enrolls in the Medicare-approved drug discount cards,
including the $600 credit).

10 It is important to note that this analysis already takes into
account the differing eligibility requirements among states
for Medicaid and Medicare Savings Programs, because it
examines the proportion of that state’s eligible population
who are enrolled in such programs. 
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of the 7.2 million people in the target population live
in just ten states. 

Florida, for example, is the fourth most populous
state in the country, with about 16 million residents
according to the 2000 census;11 it also ranks fourth in
the number of seniors with limited incomes. But

Florida ranks first in the number of residents in this
target population (i.e. those who are eligible for the
LIS but will not be automatically enrolled). In other
words, the enrollment efforts and restrictions within
individual states have a large bearing on enrollment
efforts for the LIS. In Florida, a higher proportion of
beneficiaries with limited incomes are likely to need
assistance with enrolling in the LIS than in a state like
California, where a high proportion of those eligible
for Medicaid and the Medicare Savings Programs are
already enrolled.

Demographics and therefore the concentration of
the eligible population also vary within states, and

A  R E P O R T  T O  T H E  N A T I O N  F R O M  T H E  A C C E S S  T O  B E N E F I T S  C O A L I T I O N  

11 U.S. Bureau of the Census, Sex by Age by Disability Status
by Poverty Status for the Civilian Noninstitutionalized
Population 5 Years and Over, Table PCT78. Census 2000
Summary File 4 (SF 4)—Sample Data. http://factfinder.
census.gov/servlet/DatasetMainPageServlet?_program=
DEC&_lang=en.

Number of Individuals Eligible for LIS, by State

Low-income 
subsidy eligibles

> 500K

250–500K

100–250K

<100K

ME
94K

NH 57K
MA 57K
RI 66K

CT 146K
NJ 351K

DE 35K
MD 201K
DC 32K

VT
33K

WV
153K

VA
326K

MI
472K

IN
289K

KY
327K

TN
390K SC

270K
GA

424K
AL

343K
MS

234K

AR
211K

OK
211K

KS
126K

CO
151K

NM
103K

AZ
225K

HI
54K

WA
231K

OR
164K

MO
330K

IA
155K

MN
217K

WI
255K

LA
307K

NY
1041K

PA
732K

NC
517K

FL
948K

OH
559KIL

517K

NE
84K

WY
24K

MT
51K

ID
62K

NV
81K

CA
1353K

AK
18K

UT
56K

SD
47K

ND
40K

TX
975K

F I G U R E  7

See Appendix 1 for sources

 



within metropolitan areas. Limited-income seniors
are more likely to live in urban and rural areas; subur-
ban areas are the least likely to have high concentra-
tions of eligible individuals. Some of the programs
studied used data from local Census tables and hous-
ing agencies to pinpoint the neighborhoods they
needed to target, with positive results. Of course, low
concentrations of seniors or persons with disabilities
with limited incomes do not mean that these areas
should lack enrollment resources; however, the type
of outreach and level of support should be appropri-
ate to the area. 

8. Continuous learning is critical, both from
one’s own efforts, by testing, analyzing
and refining the approach, and from best
practices across projects.

Continuous learning is important because it can help
to reduce the overall costs of finding and enrolling
individuals. Reducing the per-enrollment costs by
50% would have the same net effect as doubling the
funding available to support outreach and enrollment
efforts. LIS enrollment will involve thousands of
organizations serving target populations of varying
characteristics and patterns of concentration.
Although this study attempts to identify successful
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Number of Individuals Eligible for LIS Who Will Not Be Auto-enrolled,
by State

Low-income subsidy
eligibles not currently

enrolled in MSP or Medicaid
> 200K

120–200K

60–120K

<60K

ME
45K

NH 36K
MA 113K

RI 33K
CT 62K

NJ 180K

DE 20K
MD 110K
DC 14K

VT
4K

WV
102K

VA
177K

MI
256K

IN
164K

KY
118K

TN
143K SC

150K
GA

244K
AL

181K
MS
98K

AR
89K

OK
117K

KS
80K

CO
80K

NM
64K

AZ
159K

HI
28K

WA
124K

OR
96K

MO
170K

IA
88K

MN
114K

WI
131K

LA
165K

NY
435K

PA
397K

NC
245K

FL
542K

OH
340KIL

296K

NE
46K

WY
16K

MT
35K

ID
50K

NV
52K

CA
421K

AK
8K

UT
37K

SD
29K

ND
25K

TX
485K

F I G U R E  8

See Appendix 1 for sources
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approaches and practices that apply to all the enroll-
ment programs, each project will face a learning curve
with regard to its specific players, resources, struc-
ture, and potential enrollee characteristics.

The study results strongly suggest that LIS enroll-
ment efforts should build continuous learning into
their design through: 

n Careful documentation of each project’s own
process and results to determine “lessons
learned,” and appropriate adjustments based on
that experience;

n Study and application of best practices across proj-
ects through discussions with peers, conference
attendance and review of technical assistance
materials. 

Several of the programs studied improved their out-
comes significantly through implementation of a
feedback and “lessons learned” loop. One project, for
example, did a test run in advance of a large mailing.
After analyzing the feedback, the project refined its
list targeting process; changed the look and content
of the letter; and added a phone follow up. As a result
of the changes, enrollments jumped from just 2% of
the list to 27%.

Another group performing on-site enrollments
began by organizing events at several likely gathering
places, such as senior centers and senior housing facil-
ities. An analysis of early results showed that the
housing sites were much more likely to yield complet-
ed enrollments because residents could go back up to
their apartments to retrieve information necessary for
completing applications. Accordingly, the project
scheduled a greater proportion of their future events
at these facilities. 

9. Government policies and practices that
make it easier for consumers to apply for
benefits have a large impact on enrollment
success.

As noted previously, eligibility requirements and/or
enrollment procedures imposed by federal, state, and
local governments affect enrollment rates. For exam-
ple, many individuals eligible for Medicare do not
apply for the program because of the difficult applica-
tion process, which in most states includes the docu-
mentation and examination of a person’s assets.
Other impediments include complicated applications
(paper or online); strict requirements for documenta-
tion; and need for a personal interview. 

Where states have taken steps to remove some of
these barriers, enrollment has increased. Arizona, for
example, increased enrollment in the Medicare
Savings Program by 29% when it eliminated the asset
test for Medicaid and the Medicare Savings
Programs, dropped requirements for an in-person
interview, simplified the application, and increased
person-to-person outreach. Connecticut boosted its
enrollment rate by 14% by implementing some of
these same changes, and also by allowing self-certifi-
cation of assets.12

Current LIS regulations require an asset test for
individuals that are not automatically enrolled from
other programs. Although not as stringent as some
programs, the LIS asset test is a barrier to enrollment.
Likewise, state or local programs that do not provide
appropriate information for eligible seniors and/or
persons with disabilities will limit enrollment in LIS.
Aside from improving public information and remov-
ing barriers, government agencies can, and in many
communities do, play an active role in outreach and
enrollment efforts. Some state and local agencies
deploy staff and resources to augment outreach
efforts, providing and cleaning lists, and making
phone lines, offices, and/or expertise available to
enrollment programs. These contributions improve
enrollment greatly.

10. Reaching full, or almost full, LIS enrollment
will likely require hundreds of millions of
dollars, millions of hours of one-on-one
assistance to potential beneficiaries, and
well over a year to accomplish.

Results of this study show that it is possible to enroll
millions of LIS beneficiaries at an average cost of
about $100 per beneficiary. Across projects, the
average cost per beneficiary enrolled in this study
was $122, with substantially higher average costs
among projects that targeted non-English speaking
populations. As agencies and programs adopt best
practices and learn from their own efforts, costs
should go down. On the other hand, once the bulk
of the eligible population is enrolled, the remaining
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12 Henry J. Kaiser Family Foundation, Medicaid Programs to
Assist Low-Income Medicare Beneficiaries: Medicare Savings
Programs Case Study Findings, Prepared by Kim Glaun for
the Kaiser Commission on Medicaid and the Uninsured,
December 2002. http://www.kff.org/medicaid/loader.
cfm?url=/commonspot/security/getfile.cfm&PageID=14334.



beneficiaries are likely to be those who are especial-
ly isolated and needy, calling for more aggressive
and expensive outreach strategies and pushing the
overall average back up. 

Enrolling the target population will also be time
consuming. The study examined the average amount
of staff and volunteer time needed to perform each
project’s outreach and enrollment efforts, and found
that the total hours per enrollment ranged from just
over 40 minutes to as much as 13 hours. It is impor-
tant to note that this calculation includes the total
staff and volunteer time spent on all of the project’s
activities, including project planning, recruiting and
training volunteers, supervisory time and actual time
spent on outreach and enrollment, and also that
many projects were quite small, so increasing the
number of enrollments would dramatically decrease
these average figures. Even so, assuming most proj-
ects could eventually get to best-practice times, 40
minutes per enrollee times 7.2 million individuals is
an amount of time that should be measured in years,
not months. 

At the average cost of enrollment of $100 a bene-
ficiary, our estimates show that our nation will need
to collectively spend about $720 million to achieve
full LIS enrollment. Current spending, from govern-
ment and private sources, falls far short of this num-
ber. While this figure may seem daunting, remember
that the LIS brings the average individual who enrolls
a tremendous value—$2,100 per year, and $22,000
over the average limited-income senior’s lifetime. The
societal benefit of full enrollment in the LIS—$158
billion in value—dwarfs the cost. 

Conclusion
For decades, government agencies and the nonprofit
community have struggled to enroll limited-income
adults in needed benefit programs. Passage of the
Medicare Modernization Act offers an unprecedent-
ed opportunity to assist limited-income Medicare
beneficiaries with their prescription drug costs. This is
the largest expansion of benefits in two generations,
and has the potential to not only help these individu-
als, but to provide a platform to generate the energy
and focus to revamp enrollment activities towards
more effective and efficient processes. 

This study shows that there is tremendous variance
in the effectiveness of “good” enrollment programs.
With a focus on best practices and coordination,

research indicates that outreach and enrollment
efforts can be significantly better than before, and can
enroll individuals at a reasonable cost. The study
shows that there are several distinct types of enroll-
ment approaches, and that each can work well
depending on the specific practices that are imple-
mented at the project level. The study also shows
those practices that work best, specifically highlight-
ing the use of lists to identify those likely to be eligi-
ble and phone-based enrollment to assist beneficiaries
with completion of the application process. 

However, finding and enrolling Medicare benefici-
aries in the Low-Income Subsidy available through
the new Medicare Prescription Drug Coverage repre-
sents a major challenge to the nation. It will take time
and resources of significant scale. At the same time,
the push to enroll people in the LIS also offers a
unique opportunity to get this same population
enrolled in other public benefits programs that can
assist them, such as the Medicare Savings Programs,
Low-Income Home Energy Assistance Programs,
and more. Regardless of the challenge, the rewards of
persevering far outweigh the challenge of finding and
enrolling those who need the extra help. 

Based on the findings from this study, ABC
believes that there are seven necessary conditions that
must be met if our nation is going to maximize
enrollment in the extra help available to people with
limited incomes and resources through the new
Medicare Prescription Drug Coverage:

n A comprehensive, coherent national strategy with
clearly specified roles for government and private
sector organizations

n Maximum cooperation from federal and state gov-
ernment, non-profit organizations, corporations
and philanthropies in support of national strategy 

n A nationwide network of coalitions and enroll-
ment centers to provide one-on-one assistance

n Web-based technologies to enable efficient identi-
fication, screening, decision-support and enroll-
ment 

n A national strategy that uses lists to identify quali-
fied leads and drive them to enrollment centers 

n Continuous innovation, learning, diffusion of best
practices to maximize results 

n Adequate financing to support infrastructure and
to take activities to sufficient scale to achieve
enrollment goals.
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Call to Action:
Specific Next Steps
for Various Parties
The Access to Benefits Coalition calls on all major
sectors of society—government agencies at all levels,
nonprofit organizations, corporations, and philan-
thropies—to do their fair share to maximize enroll-
ment in the LIS. Specifically, ABC proposes the fol-
lowing specific steps for each of the groups listed
below to realize this goal: 

Federal Agencies

n Provide technologies that facilitate person-cen-
tered screening and enrollment—i.e., creation of
virtual “one-stop shops” for screening and enroll-
ment in the LIS and related benefits (such as the
Medicare Savings Programs, or MSP).

n Facilitate the use of lists, with appropriate privacy
safeguards, of existing government benefit pro-
gram enrollees (e.g., Food Stamps, HUD housing
assistance) to find and enroll Medicare beneficiar-
ies in the LIS. This includes working with partners
planning outreach mailings to merge lists (and to
clean from the list those already enrolled in the
LIS and other related programs).

n Make a multi-year commitment to benchmarking
and systematic learning and dissemination of
knowledge gained from federal, state and local
outreach and enrollment efforts related to the
LIS.

n Coordinate and fund grassroots, community-
based organizations with an emphasis on provid-
ing LIS enrollment assistance to Medicare benefi-
ciaries.

n Develop realistic timeframes and resource require-
ments related to LIS, including probable enroll-
ment levels and the funding commensurate with
the numbers of people to be enrolled.

State and Local Government

n Support technology integration to facilitate per-
son-centered screening and enrollment through
creation of “one-stop shops” for screening and
enrollment in the LIS and related state benefits
(such as the Medicare Savings Programs). One
such vehicle for such person-centered benefits
screening and enrollment would be the Aging and
Disability Resources Centers funded by the
Administration on Aging.

n Use state and local benefit program enrollee
lists/databases to facilitate person-centered
screening and enrollment in the LIS, MSP, and
other benefits for people with limited incomes.
This process would be aided by the collaboration
of various federal, state and local agencies to
merge and clean lists.

n Incorporate best practices into state plans for Area
Agencies on Aging and State Health Insurance
Assistance Programs.

n Remove barriers within the application process for
state benefits, such as Medicare Savings Programs
(MSPs). For example, several states have already
eliminated the asset test for one or all of their
MSPs and simplified the application for enroll-
ment.

Philanthropy

n Invest in local and state initiatives to find and
enroll people with Medicare in the LIS

n As part of grant-making efforts:

l Encourage grantees to integrate the best
practices described in this study into their
outreach and enrollment activities;

l Require grantees to report data in such a way
that outcomes can be compared across proj-
ects and initiatives;

l Encourage grantees to participate in a larger
learning community through which informa-
tion on innovations, best practices and new
knowledge will be shared;

l Encourage grantees to take a “person-cen-
tered” approach, i.e., help people to learn
about and enroll in all of the benefits to
which they are entitled, not just the LIS. 
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n Coordinate activities and divide responsibilities to
ensure agencies are not duplicating efforts.
Having a single lead agency in each area to coor-
dinate efforts is an important part of this process. 

n Build the ability to track, analyze and learn from
results. However, they must also be willing to
change approach based on what they have learned.

n Encourage state and local government agencies to
adopt regulations and approaches that reduce bar-
riers and maximize enrollment.

n Have realistic expectations about how much this
will cost and how long it will take.

n Contact ABC for more about practical tips on
implementing these best practices in their own
community efforts. They can also find out how to
connect with local/State ABC Coalitions and
other partners in community-based enrollment
activities.

U.S. Congress 
Sometime in the future, it is likely that the U.S.
Congress will have opportunities to consider how to
make it easier to maximize enrollment. At the appro-
priate time, we recommend that legislators consider:

n Authorizing and appropriating increased and suffi-
cient funding for ongoing coordinated communi-
ty-based outreach and enrollment efforts, includ-
ing one-on-one counseling.

n Removing of barriers within the LIS application
process, including:

l Exclusion of in-kind support and mainte-
nance from family and friends as an income
source;

l Exclusion of cash value of life insurance as an
income source;

l Removal of offsets to other federal programs
(e.g., Food Stamps, housing assistance) for
those who may enroll in the LIS;

l Eventual elimination of the asset test.

n Extending the May 15, 2006 penalty deadline for
those eligible for LIS.

n Removing barriers to the sharing of information—
including lists of program enrollees in accordance
with appropriate privacy safeguards—among fed-
eral and state agencies and with designated inter-
mediaries to assist enrollment efforts in identifying
those likely to be eligible for the LIS.

Corporations

n Many types of civic-minded companies should
support local and state outreach and enrollment
initiatives to ensure that adequate resources are
devoted to this effort.

n Pharmaceutical companies should facilitate out-
reach to the many potential LIS enrollees who
may already be enrolled in existing company-
sponsored Patient Assistance Programs (PAPs).

n Pharmaceutical companies should continue their
corporate commitments to PAPs, particularly for
those programs that cover medications not cov-
ered by Medicare (e.g., barbiturates, benzodi-
azepines), and for those beneficiaries who do not
qualify for the LIS but who still need assistance
with their medication costs.

Voluntary Organizations

At a national level:

n Mobilize their local members/chapters to get
involved in LIS outreach and enrollment efforts in
the role that best suits their capacity and interest—
outreach, education, referral (to organizations
dealing with enrollment), or enrollment.

n Participate in the larger learning community to
stay abreast of developments related to bench-
marking and data collection of outreach and
enrollment efforts.

n Encourage federal government agencies to adopt
regulations and approaches that reduce barriers
and maximize enrollment.

n Contact ABC to find out how to get involved on
the national level and how to connect local chap-
ters/offices with ABC coalitions in their area.

At the local level: 

n Choose combinations of approaches that are most
effective for their capabilities, resources and the
populations they serve.

n Adopt best practices for the approaches they
choose (i.e., using of lists of people most likely 
to be eligible, establishing a well-executed
phone-based enrollment center, using online
tools for screening, decision-support and enroll-
ment, and pro-actively following up with target
beneficiaries).
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AARP ......................................................................................................Nationwide
Boulder County Medicare Ombudsman ..............................................Boulder, CO
Atlanta Regional Commission ................................................................Atlanta, GA
Barrio Community Health System ..................................................San Antonio, TX
BenefitsCheckUp Consumer....................................................................Nationwide
Benjamin Rose Call Center ................................................................Cleveland. OH
Cabin Creek Community Health Center (CHC) ..............................Charleston, WV
City of Los Angeles Department Of Aging......................................Los Angeles, CA
Eau Claire CHC..................................................................................Columbia, SC
Fairhill Center....................................................................................Cleveland, OH
Foundation to Benefit our Seniors (FBOS) ......................................Philadelphia, PA
Health Insurance Counseling Education and Assistance Services ........Concord, NH 
India Association of Western WA ................................................WA–western region
Jackson/Wirt County CHC......................................................Jackson County, WV
Green River Area Development District............................................Owensboro, KY
Knoxville-Knox County Office on Aging ............................................Knoxville, TN
Multi-Cultural Area Health Education Center (MAHEC) ..............Los Angeles, CA
Medicare Rights Center ......................................................................New York, NY
Medicare Rights Center—State Solutions ..........................................New York, NY
Medicare Today ............................................................................................CA, OR
MetroHealth......................................................................................Cleveland, OH
Miami-Dade County State Health Insurance Network (SHINE) ..............Miami, FL
Missoula Aging Services ......................................................................Missoula, MT
National Asian-Pacific Center on Aging (NAPCA) ..................................Seattle, WA
North Carolina NASUA ......................................................................NC statewide
Over 60 Clinic ......................................................................................Berkeley, CA
Pfizer ShareCard......................................................................................Nationwide
SHIELD, Inc. ....................................................................................Memphis, TN
Social Security Administration 2002 Outreach ........................................Nationwide
State Solutions ....................................................................................New York, NY
Suburban Area Agency on Aging ............................................................Chicago, IL
Sutter Lakeside Hospital ..................................................................Sutter Lake, CA
Together Rx ............................................................................................Nationwide
TRIAD Senior Services ....................................................................Charleston, WV
Valley Baptist Medical Center..............................................................Harlingen, TX
Western Massachusetts State Health Insurance 

Network (SHINE)/State Health Insurance Program (SHIP) ..........Amherst, MA
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APPENDIX 2: 
List of Projects Studied

Organization Name Location



Alabama......................................................180,650

Alaska ............................................................8,048

Arizona ......................................................159,318

Arkansas ......................................................89,461

California....................................................421,394

Colorado ......................................................80,400

Connecticut..................................................62,003

Delaware ......................................................20,244

District of Columbia ....................................13,708

Florida........................................................541,964

Georgia ......................................................243,502

Hawaii ..........................................................28,264

Idaho............................................................50,312

Illinois ........................................................295,655

Indiana ......................................................164,271

Iowa ............................................................87,944

Kansas ..........................................................79,884

Kentucky ....................................................118,264

Louisiana ....................................................165,369

Maine ..........................................................44,836

Maryland ....................................................110,317

Massachusetts ............................................112,656

Michigan ....................................................256,424

Minnesota ..................................................113,610

Mississippi ....................................................98,311

Missouri......................................................169,854

Montana ......................................................35,192

Nebraska ......................................................46,020

Nevada ........................................................51,969

New Hampshire ..........................................35,978

New Jersey ................................................180,464

New Mexico ................................................64,314

New York ..................................................434,839

North Carolina ..........................................245,401

North Dakota ..............................................24,548

Ohio ..........................................................340,000

Oklahoma ..................................................117,340

Oregon ........................................................96,445

Pennsylvania ..............................................397,073

Rhode Island ................................................33,154

South Carolina ..........................................150,363

South Dakota ..............................................29,376

Tennessee ..................................................142,846

Texas ..........................................................485,068

Utah ............................................................37,189

Vermont ........................................................3,984

Virginia ......................................................177,130

Washington ................................................124,013

West Virginia ..............................................101,620

Wisconsin ..................................................130,667

Wyoming......................................................16,000

US total ....................................7,217,654

24

P A T H W A Y S  T O  S U C C E S S :  M E E T I N G  T H E  C H A L L E N G E  O F  E N R O L L I N G  M E D I C A R E  B E N E F I C I A R I E S  W I T H  L I M I T E D  I N C O M E S

APPENDIX 3: 
Number of LIS-eligible Individuals Who Will

Not Be Auto-enrolled, by State

State Total target population State Total target population

Note: These figures are estimates based on data from the same sources as those for Figures 7 and 8 (see Appendix 1)
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The Access to Benefits Coalition (ABC) is dedicated
to ensuring that Medicare beneficiaries with limited
incomes know about and can make the best use of all
available resources for reducing the costs of prescrip-
tion drugs, including the extra help available through
the Medicare Prescription Drug Coverage (starting in
2006). Coalition members share an interest in help-
ing millions of people with Medicare likely to be eli-
gible for this extra help (including both those aged
65 and over as well as younger persons with disabili-
ties who qualify) find the prescription savings they
need to maintain their health and improve the quali-
ty of their lives. 

Chaired by the National Council on Aging, the
Coalition has 100 national non-profit organizations as
members. The national Coalition is involving hundreds
of community-based nonprofits through 56 local coali-
tions, in educating and enrolling tens of thousands of
beneficiaries with limited incomes and resources in new
and existing prescription savings programs.

The Coalition is committed to helping the Centers
for Medicare & Medicaid Services, the Social Security
Administration, the Administration on Aging and oth-
ers achieve aggressive enrollment goals for the extra help
available for people with limited incomes and resources
under the new Medicare Prescription Drug Coverage. 
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APPENDIX 4: 
About the Access to Benefits Coalition 



AARP
ACORN
Allen Chapel A.M.E. Churches
Alliance for Children and Families
Alzheimer’s Association
America’s Health Insurance Plans
American Association of Homes and Services for the Aging
American Association of Kidney Patients
American Association of People with Disabilities
American Association of Service Coordinators
American Diabetes Association
American Foundation for the Blind
American Geriatrics Society
American Health Care Association
American Hospital Association
American Medical Association
American Optometric Association
American Osteopathic Association
American Pharmacists Association
American Society of Consultant Pharmacists
American Society on Aging
Arthritis Foundation
Association of Jewish Aging Services
Black Women’s Health Imperative
B’nai B’rith International
Case Management Society of America
Catholic Charities USA
Catholic Health Association of the United States
Center for Advocacy for the Rights and Interests of the Elderly
Center for Medicare Advocacy
Center for Medicare Education
Easter Seals
Elderly Housing Development & Operations Corporation
Epilepsy Foundation
Families USA
Financial Planning Association 
Fisher Center for Alzheimer’s Research Foundation
Generations on Line
Healthcare Leadership Council
Health Ministries Association
InterAmerican College of Physicians and Surgeons 
Last Acts Partnership
Meals on Wheels Association of America
MedicAlert Foundation International
National Academy of Elder Law Attorneys 
National Adult Day Services Association
National Alliance for Caregiving
National Alliance for Hispanic Health
National Alliance for the Mentally Ill
National Alliance of State and Territorial AIDS Directors
National Asian Pacific Center on Aging

National Association for Hispanic Elderly
National Association for Home Care & Hospice
National Association of Area Agencies on Aging
National Association of Chain Drug Stores
National Association of Community Health Centers
National Association of Free Clinics
National Association of Neighborhoods
National Association of Nutrition and Aging Services

Programs
National Association of Professional Geriatric Care Managers
National Association of State Units on Aging
National Black Nurses Association
National Center for Assisted Living
National Coalition for Women with Heart Disease
National Community Pharmacists Association
National Consumers League
National Council of Churches USA
National Council on Aging
National Family Caregivers Association
National Health Council
National Hispanic Council on Aging
National Hispanic Medical Association
National Human Services Assembly
National Indian Council on Aging Inc.
National Latina Health Network
National Low Income Housing Coalition
National Medical Association
National Mental Health Association
National Multiple Sclerosis Society
National Partnership for Women and Families
National Rural Health Association 
National Senior Citizens Law Center
National Senior Legal Hotline Association
National Urban League
National Women’s Health Resource Center
OASIS
Older Women’s League
Paralyzed Veterans of America
Points of Light Foundation & Volunteer Center National

Network
Retired & Senior Volunteer Program
Salvation Army USA
Shepherd’s Centers of America
60 Plus Association
The Arc
The Seniors Coalition
United Cerebral Palsy
United Seniors Association
United Spinal Association
Visiting Nurse Associations of America
Volunteers of America
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APPENDIX 5: 
Access to Benefits Coalition National Members
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Arkansas Alzheimer’s Association (Little Rock)

Arizona Tucson ACORN (Tucson) 
Foundation for Senior Living (Phoenix)

California City of Los Angeles Dept of Aging 
(Los Angeles County)
San Bernadino County Dept of Aging
(Riverside/San Bernadino)
San Diego County Aging &
Independence Services (San Diego)
Council on Aging (Orange County)
Legal Assistance for Seniors (San
Francisco, Oakland)

Colorado Adventist Community Services Life
Interventions for Families in Transition
(Denver)

Washington, DC Health Insurance Counseling Project
(Washington, DC)

Florida Alliance for Aging (Miami)
West Central Florida Area Agency on
Aging (Tampa)
Area Agency on Aging of Pasco/Pinellas
(St. Petersburg/Clearwater)
Area Agency on Aging of Palm
Beach/Treasure Coast (Palm Beach/
Boca Raton)

Georgia Atlanta Regional Commission, Area
Agency on Aging (Atlanta)

Iowa Heritage Area Agency on Aging 
(Cedar Rapids)

Illinois The Suburban Area Agency on Aging
(Chicago)
Area Agency on Aging of SW Illinois
(Belleville & St Louis, MO)

Illinois Area Agency on Aging for Lincolnland
(Springfield)

Indiana Indiana Primary Healthcare Association
(Indianapolis)

Kansas Kansas City Partnership for Caregivers
(Kansas City)

Kentucky Kentucky ACORN (Louisville)
Green River Area Development District
(Owensboro)

Louisiana Louisiana Rural Health Association
(Statewide)
New Orleans Council on Aging 
(New Orleans)

Massachusetts Community Partners (Amherst)
Action for Boston Community
Development (Boston)

Maryland City Commission on Aging and
Retirement Education (Baltimore)
Health Insurance Counseling Project
(Washington, DC—serving Montgomery
and Prince Georges Counties)

Maine Legal Services for the Elderly (Statewide)

Michigan Region IIIA Area Agency on Aging
(Kalamazoo)
Detroit Area Agency on Aging (Detroit)

Minnesota Minnesota Senior Federation
(Minneapolis-St. Paul)

Mississippi Mississippi Department of Human
Services (Statewide)

Missouri Area Agency on Aging of SW Illinois 
(St Louis & Belleville, IL)

Montana Missoula Aging Services (Missoula)

New Hampshire New Hampshire Legal Assistance
(Statewide)
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APPENDIX 6: 
Local and State Access to Benefits Coalitions 



New Jersey Action Alliance of Senior Citizens
(Philadelphia, PA—serving Burlington,
Camden, Gloucester Counties)

New York Medicare Rights Center (New York City)
Nassau County Dept. of Senior Citizen
Affairs (New York City)

North Carolina NC Department of Health and Human
Services (Statewide)

Ohio The Ohio Association of Second Harvest
Foodbanks (Statewide)
Cleveland Dept. of Aging (Cleveland)
Area Office on Aging of Northwestern
Ohio (Toledo)

Oklahoma LIFE Senior Services (Tulsa)

Oregon Clackamas County Social Services
(Oregon City)

Pennsylvania Action Alliance of Senior Citizens
(Philadelphia)
Consumer Health Coalition (Pittsburgh)
Lackawanna County Area Agency on
Aging (Scranton)

Rhode Island RI Dept of Elderly Affairs (Statewide)

South Carolina Lt. Governor’s Office on Aging
(Columbia)

Tennessee Knoxville-Knox County Community
Action Committee Office on Aging
(Knoxville)

Texas Dallas Area Agency on Aging 
(Dallas/Ft. Worth)
Harris County Area Agency on Aging
(Houston)
Bexar County Area Agency on Aging
(San Antonio)

Utah Salt Lake County Aging Services (Salt
Lake City)

Virginia Health Insurance Counseling Project
(Washington, DC—serving the cities of
Alexandria, Fairfax, Falls Church, and
Manassas, and Arlington, Fairfax and
Prince William Counties)
Senior Service of Southeastern Virginia
(Norfolk)

Washington Aging and Disability Services (Seattle)

West Virginia West Virginia Primary Care Association
(Statewide)

28

P A T H W A Y S  T O  S U C C E S S :  M E E T I N G  T H E  C H A L L E N G E  O F  E N R O L L I N G  M E D I C A R E  B E N E F I C I A R I E S  W I T H  L I M I T E D  I N C O M E S


