
Rural Health Transformation Program (RHTP) Webinar Series

H.R. 1 Deeper Dive: Administrative and Financing Changes

The mission of the Oregon Office of Rural Health is to improve the quality, availability and accessibility of health care for rural Oregonians.

The Oregon Office of Rural Health's vision statement is to serve as a state leader in providing resources, developing innovative strategies 
and cultivating collaborative partnerships to support Oregon rural communities in achieving optimal health and well-being.



Webinar Logistics

• Audio is muted for all attendees.

• Select to populate the chat feature on the bottom right of your screen. 
Please use either the chat function or raise your hand 
on the bottom of your screen to ask your question live. 

• Presentation slides and recordings will be posted shortly after the session at: 
https://www.ohsu.edu/oregon-office-of-rural-health/rural-health-
transformation-program





Goals for webinar

1
Go deeper on H.R. 1 administrative and financing 
changes

2
Share resources and ideas for what your 
community can do to navigate the changes

3 Q&A and Discussion



Agenda

01 Big Picture: H.R. 1 Changes and Timeline

02 Deep Dive: Administrative Changes

03 Deep Dive: Financing Changes

04 Resources and Ideas: What Your Community Can Do

05 Q&A and Discussion



H.R. 1 impacts on the Oregon Health Plan (OHP)

E L I G I B I L I T Y

Who qualifies

• New work or activity rules: 80 

hours/month (expansion adults 

19–64)

• Coverage ended for certain non-

citizens (refugees, asylees, 

trafficking survivors)

• Retroactive coverage shortened

A D M I N I S T R A T I V E

How you stay enrolled

• Eligibility redeterminations every 6 

months for some adults, at least 

every 12 months for everyone else 

(even kids) (In Oregon, this change 

doesn't go into effect until October 

1, 2027)

• Quarterly eligibility & Death Master 

File checks

• New address-update process; 

copays for some adults >100% 

FPL

F I N A N C I N G

How Oregon pays for it

• Provider tax cap steps down 6% → 

3.5% (FY2028–2032)

• State-directed payments capped at 

100% of Medicare

• IGT (Intergovernmental Transfer)-

funded payments reduced; 

Healthier Oregon FMAP shift
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Timeline of 2027 Changes to Oregon Health Plan (OHP) and Healthier Oregon 

October 2027

Some immigrants will 

move to Healthier Oregon

January 2027

Provider tax ceiling falls 

6% → 3.5%. States above 

the cap must reduce 0.5 

points per year from 

FY2028 until 3.5% in 

FY2032.

Work or activity rules begin for 

some adults

Shorter time period for help with 

recent medical bills (retroactive 

coverage)

Late 2027

More frequent renewals 

for everyone: 

• Every 6-months for 

some adults

• Every 12-months for all 

other adults

• Every 12-months for all 

children

Healthier Oregon members 

will move to OHP Open Card 

(Fee for Service)

More frequent renewals (every 

6-months) for some adults

Note: Medicaid in Oregon is part of OHP. References to Medicaid in this presentation mean federal changes that will impact OHP. Healthier Oregon is the 
part of OHP that covers individuals not eligible for federal Medicaid due to immigration status.



Oregon projected to be the hardest hit from work or activity rules
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With new work or activity rules, enrollment drop could hit 290,000 in 2028

W H A T  D R I V E S  T H E  D R O P

80-hour/month work or activity rules (Jan 

2027)

Eligibility redeterminations every 6 months

Loss stems mostly from paperwork churn —

not people becoming ineligible

Those who lose OHP are barred from 

subsidized Marketplace coverage
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Historical OHP enrollment H.R. 1 projection (mid)

H.R. 1 loss range (Manatt, FFY 2028)

OHA's initial estimate was ~200,000, but new CMS rules (June 2026 interim final rule) are pushing that number higher. Manatt FFY 2028 estimates: 226,000 (17%) under H.R. 1 to 290,000 

(22%) with new CMS rule. Sources: Manatt Health, CMS Work Requirements Rule 50-State Analysis (Jul 2026); OHA / Governor's Advisory Group (2026).
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Deep Dive on the Administrative Changes



Work or Activity Rules and 6-Month Renewals Only Apply to the
"MAGI Adult" Population
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MAGI MEANS: Eligibility is based on Modified Adjusted Gross Income, a tax-based income test, with no asset test

WHO: Adults ages 19–6  who aren’t pregnant, don’t q a i y  or  edicare, and don’t  it another   P category 
(Aged, Blind and Disabled, Parents/Caretakers below 40% FPL, etc.)

INCOME RANGE: Adults without dependent children: 0% up to 138% of the federal poverty level. Before the ACA, there 
was no ongoing Medicaid category for this group.

Parents/caretakers: above abo t   %  PL   regon’s pre-ACA parent limit) up to 138% FPL. Parents 
below that floor stay in the traditional parent/caretaker category.

COVERAGE: Full OHP Plus benefits

FUNDING: The  edera  govern ent pays   % o  costs  co pared to  regon’s reg  ar  edera   atch rate o  6 % 

Before the ACA, Oregon could cover only a limited number of low-income adults through its waiver program, OHP Standard. In 2008,
about 90,000 people entered a lottery for roughly 10,000 openings. 



There are 564,177 MAGI 
Adults enrolled in Oregon 

Health Plan as of Oct. 2026*

40% of OHP members
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*Represents a slight undercount as some of the 
~85,000 people in the MAGI Parents/Caretakers 
eligibility group (those with children 14 and over) will 
also need to be subject to these requirements.

County MAGI Adults Total OHP % MAGI Adults



Oregon’s move to more frequent Medicaid renewals

 regon’s contin o s e igibi ity waiver r ns thro gh Sept. 3 ,     , which de ays the  .R.   req ire ent  or  ore  req ent renewals for most 

people.

12-Months Renewal:  o  keep coverage  or     onths as  ong as yo r inco e/e igibi ity circ  stances don’t change.   o  are s pposed to report 

changes.)

12-Months Continuous Eligibility: You keep coverage for 12 months, even if your family income/eligibility circumstances changes.

Sources: H.R. 1, Sec. 71107; Oregon Health Plan 1115 waiver (2022–2027); Consolidated Appropriations Act, 2023

*American Indians/Alaska Natives are the only exemption for 6-Month Renewals

Population Today (Waiver, through Sept. 30, 2027) After the waiver ends (Starting Oct. 1, 2027)

Expansion adults
Ages 19–64, income up to 138% FPL

2-year continuous eligibility
Renewal every 6 months* for members whose 
2-year continuous eligibility period ends between 
Jan – Sept 2027.

Renewal every 6 months*

Other adults
Parents/caregivers, older adults, 
people with disabilities, duals

2-year continuous eligibility Renewal every 12 months

Children ages 6–18 2-year continuous eligibility 12 months continuous eligibility (federal 
minimum)

Children under 6 Covered continuously until age 6 12 months continuous eligibility (federal 
minimum)
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More Frequent Renewals Leads to Churn



In 2023, 72% of people who lost access to Medicaid lost 
it not because of ineligibility, but because they had 

difficulty navigating complex applications and 
paperwork.
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Source: KFF, Medicaid Enrollment and Unwinding Tracker (data as of Sept. 2023)
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Effects of Churn 
on Health 
Access

• Research shows that disruptions in Medicaid coverage are common and often lead 
to periods of uninsurance, delayed care, and less preventive care for beneficiaries.

• Adults who experience churning or coverage disruptions are more likely to delay 
care, receive less preventive care, refill prescriptions less often, and have more 
emergency department visits.

• Children with interruptions in coverage also are more likely to have missed well-
child visits, screenings and vaccines, delayed care or unmet medical needs, as 
well as unfilled prescriptions. 

• MACPAC found that people who lost coverage and later re-enrolled became more 
likely to be hospitalized for preventable conditions. 

• After an episode of churn, beneficiaries were more than twice as likely to be 
hospitalized compared to baseline rates six months prior to disenrollment 

• Beneficiaries with longer gaps in coverage experienced larger percentage 
increases in rates of ED visits and hospitalizations

• A prior study in California that measured hospitalizations over five years found that 
Black and Hispanic beneficiaries had a much higher risk of hospitalization after an 
episode of churn than white beneficiaries

https://www.macpac.gov/wp-content/uploads/2022/04/Churn-and-Coverage-Transitions.pdf
https://www.macpac.gov/wp-content/uploads/2022/04/Churn-and-Coverage-Transitions.pdf
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The High Cost of Churn

• Churn results in higher administrative costs, less predictable state expenditures, and higher monthly health care costs due to 

pent-up demand for health care services.

• Higher Administrative Costs:      5 ana ysis esti ated the ad inistrative cost o  one person’s ch rning, inc  ding disenro  ing 

and reenrolling, to cost between $400 and $600. (~$600 – $ 5  in today’s do  ars 

• Higher Per Member Costs: While churning lowers Medicaid medical expenditures by creating smaller monthly patient caseloads, 

it can lead to higher monthly per member costs. 

• Studies show people who churn in and out of coverage have higher Medicaid monthly health care costs due to pent-up demand 

for health care services after a period of ineligibility. 

• Cost impacts may be especially pronounced for beneficiaries with chronic conditions. 

• For example, Medicaid beneficiaries with diabetes with a lapse in coverage had per member per month costs that were 

$239 greater during the three months after reenrollment than in the three months prior to the coverage lapse. 

• Longer coverage periods or continuous coverage leads to more predictability in monthly caseload expenditures, lower average 

monthly spending, lower enrollee spending on administrative costs, and better overall continuity of care for beneficiaries.



Administrative Changes: Address Verification (Jan 2027)

• H.R.1 address verification requirements start January 1, 2027

• States   st reg  ar y obtain address in or ation  ro  “re iab e data so rces” and take actions the Secretary speci ies when 
addresses change. 

• Each state’s process   st be approved by   S.

• Data sources the law names:
• Mail returned by the U.S. Postal Service with a forwarding address
• The USPS National Change of Address Database
• Certain managed care entities (MCOs, PIHPs, PAHPs, and PCCMs)
• Other sources the state identifies and the Secretary approves
• Each managed care contract must require the plan to promptly send the state any address information it receives directly from

enrollees or verifies with them directly.

• There are concerns that people with unstable addresses, with unstable addresses, such as people experiencing homelessness or 
recently released from incarceration. 
• Health Affairs article called for states to think carefully about how best to implement these requirements to avoid coverage 

losses
• The National Health Care for the Homeless Council is urging states to request approval to use alternative data sources—

specifically homelessness service provider addresses—for address verification.



Administrative Changes: Eligibility and Death Checks (Jan 2027)
2027)

• Beginning January 1, 2027, states are required to screen their Medicaid rolls against the Social Security 
Administration's Death Master File (or equivalent electronic data sources) at least quarterly. 
• Designed to quickly identify and disenroll deceased individuals to prevent fraudulent or improper Medicaid 

payments
• States may also use other electronic sources, such as state health department vital statistics on deaths.

• States must treat DMF information as accurate
• After providing notice and fair hearing rights, they disenroll the person without asking for more information.
• If a state finds the DMF wrongly listed someone as deceased, it must re-enroll that person immediately, 

backdated to the disenrollment date. 

• Also starting in 2028, states must implement monthly eligibility and death screenings for Medicaid healthcare 
providers

• The main risk is data quality. Bill analyses flag that false positives or data errors in the Death Master File could 
cause wrongful disenrollment.
• Significant concerns with the integrity of data in the Death Master File have been raised



Administrative Changes: Federal Duplicate Enrollment System (Oct 2029)
(Oct 2029)

• H.R.1 requires the creation and use of a new federal duplicate-enrollment system (starts Oct. 1, 2029)

• CMS must build a system that CMS and states use to prevent one person from being enrolled in 
Medicaid or CHIP in more than one state at the same time.

• States must submit data to the system at least monthly and during each eligibility determination 
or redetermination (monthly enrollee SSNs and other information)

• What happens when someone is flagged: States must confirm whether flagged individuals live 
in the state. 
• If they do not, the state must disenroll them, unless the Secretary specifies an exception.
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Financing Changes



Medicaid impacts: 2028 and beyond
ORE G ON  I M PA C T

Oct 1, 2028
FFY 2029

Reduction in limits for state directed payments to 

100% of Medicare rates for expansion states and 110% 

for non-expansion states. States above limit need to 

reduce payments by 10 percentage points per year 

beginning in 2028.

Reduced supplemental payments to hospitals and 

nursing facilities, potentially impacting provider revenues 

and care delivery.

Oct 1, 2028
FFY 2029

Cost sharing requirements. Requires states to 

implement cost-sharing of up to $35 for adults for many 

services, excluding primary care, behavioral health, 

emergency services and services in exempt rural settings.

Administrative challenges with implementation. Cost 

sharing has been demonstrated to prevent access to 

needed care for Medicaid members, even at lowest 

amounts.

Oct 1, 2029
FFY 2030

Removes good-faith waivers for erroneous payments. 

Removes ability to waive federal penalties for a state's 

good-faith efforts to correct erroneous excess Medicaid 

payments under the Payment Error Rate Measurement 

(PERM) program and other state and federal audits.

No option for waived penalties even when there are good 

faith efforts.
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Loss of $12 billion in federal matching funds over 10 years.
Oct 1, 2027

FFY 2028

Provider tax ceiling falls 6% → 3.5%. States above the 

cap must reduce 0.5 points per year from FY2028 until 

3.5% in FY2032.



Financial impacts on the state through 2031

The state faces a total estimated impact of $9.4 billion between lost federal funds 

and a newly created state fund budget gap.

S T A T E  G E N E R A L  F U N D  G A P

~$1.4B
H.R.1 creates a new state budget hole that grows to 10% of 

the state's Medicaid budget. Total, 2025–31.

F E D E R A L  F U N D S  L O S T

~$8.3B
Reduction in federal funds from various H.R.1 changes. 

Total, 2025–31.

Source: Governor's Advisory Group on Medicaid Sustainability, Final Report (Jul 2026), Figure 1. The report's combined figure is $9.41B (2027–31); shown 

separately here because a state budget gap and lost federal funds are different in kind.

 overing  ewer peop e a o nts to “savings” in the state & 

federal budgets, but these dollars are no longer paying for 

care.



Financing changes in H.R.1: Provider Tax Step-Down

• Provider taxes are a way for states to pay for their share of the Medicaid program and 

receive federal match. 

• Today, roughly a quarter of Oregon's Medicaid budget is funded by provider taxes. 

• The allowed provider tax rate of 6% falls to 3.5% by 2032 . 

• New or increased provider taxes after are prohibited.

Sources: Governor's Advisory Group on Medicaid Sustainability, Final Report (Jul 2026); OHA. Provider-tax cap per H.R. 1 / 42 CFR §433.68.



Financing changes in H.R.1: State Directed Payments (SDPs)

• SDPs are how states enhance provider rates to account for provider taxes they pay. 

• SDPs will be capped at 100% of Medicare instead of commercial rates. 

• Medicare rates are significantly lower than commercial rates 

• Oregon's existing SDPs will be reduced 10 points per year starting 2028. 

• Functionally this adds another limit to how much states can use provider taxes to fund 

Medicaid, requiring them to cut programs or invest new general fund revenue.

Sources: Governor's Advisory Group on Medicaid Sustainability, Final Report (Jul 2026); OHA. Provider-tax cap per H.R. 1 / 42 CFR §433.68.



Financing changes in H.R.1: Intergovernmental Transfers (IGTs)

• An IGT is like a provider tax but paid by a public entity. 

• While IGTs were not reduced, they fall under the same directed-payment limits, functionally 

significantly reducing how much the state can use IGTs to cover the state share of Medicaid

Sources: Governor's Advisory Group on Medicaid Sustainability, Final Report (Jul 2026); OHA. Provider-tax cap per H.R. 1 / 42 CFR §433.68.



Financing changes in H.R.1: Heathier Oregon Federal Match

• Reduced federal match for emergency services provided to certain non-citizens

Sources: Governor's Advisory Group on Medicaid Sustainability, Final Report (Jul 2026); OHA. Provider-tax cap per H.R. 1 / 42 CFR §433.68.



So, What D oes This All Mean? 2027- 2029 Biennium  

Source: Oregon Health Authority, Figure 1. Estimated Biennial Budget Impacts of H.R. 1 (draft for discussion, 11/24/2025). Caseload estimates are not based on the 
official forecast and are subject to change.

For the 2027–29 biennium, H.R. 1 creates a combined impact of about $3.8 billion between lost federal 

funds and a new state general fund gap.

STATE GENERAL FUND GAP

$421M
The new general fund gap H.R. 1 creates for 2027–29 — about 

5% o   regon’s      edicaid state-funds budget.

FEDERAL FUNDS LOST

$3.37B
Federal Medicaid funding Oregon loses for the 2027–29 

bienni    nder  .R.  ’s provisions.



So, What Does This All Mean? 2027-2029 County Breakdown (1 of 2)

Source: OHA Fall 2026 Medicaid caseload forecast (Oregon Health Authority, August 2026), with the split between §71107 and §71119 derived from Oregon DAS, 
Estimated Impacts of H.R. 1 (Aug 11, 2025).

Estimated coverage loss and federal dollars withdrawn by county for the 2027–29 biennium, ranked by size of impact (1 of 2).

COUNTY
ESTIMATED

COVERAGE LOSS
ESTIMATED FEDERAL

$ WITHDRAWN

Multnomah 28,000 −$505M

Washington 13,800 −$386M

Lane 11,800 −$241M

Marion 10,800 −$220M

Clackamas 9,050 −$268M

Jackson 7,725 −$139M

Deschutes 5,550 −$132M

Linn 3,950 −$83M

Douglas 3,640 −$70M

Josephine 3,570 −$55M

Yamhill 2,500 −$69M

Klamath 2,470 −$43M

Umatilla 2,350 −$51M

Benton 2,175 −$60M

Coos 2,140 −$41M

Polk 2,100 −$55M

Lincoln 1,725 −$32M

Clatsop 1,300 −$28M

Columbia 1,270 −$34M

Malheur 1,250 −$20M



So, What Does This All Mean? 2027-2029 County Breakdown (2 of 2)

Source: OHA Fall 2026 Medicaid caseload forecast (Oregon Health Authority, August 2026), with the split between §71107 and §71119 derived from Oregon DAS, 
Estimated Impacts of H.R. 1 (Aug 11, 2025).

Estimated coverage loss and federal dollars withdrawn by county for the 2027–29 biennium, continued (2 of 2), with the statewide total across 
all 36 counties.

COUNTY
ESTIMATED

COVERAGE LOSS
ESTIMATED FEDERAL

$ WITHDRAWN

Jefferson 945 −$16M

Wasco 885 −$16M

Tillamook 845 −$16M

Curry 760 −$14M

Hood River 750 −$14M

Union 735 −$15M

Crook 720 −$15M

Baker 485 −$11M

Morrow 410 −$9M

Lake 285 −$4M

Harney 225 −$4M

Wallowa 225 −$4M

Grant 195 −$4M

Sherman 70 −$1M

Gilliam 60 −$1M

Wheeler 30 −$1M



So, What Does This All Mean? County Impact Rankings

Source: OHA Fall 2026 Medicaid caseload forecast (Oregon Health Authority, August 2026), with the split between §71107 and §71119 derived from Oregon DAS, 
Estimated Impacts of H.R. 1 (Aug 11, 2025).

The ten Oregon counties with the largest estimated 2027–29 impact, by two different measures.

BY ABSOLUTE COVERAGE LOSS

1. Multnomah

2. Washington

3. Lane

4. Marion

5. Clackamas

6. Jackson

7. Deschutes

8. Linn

9. Douglas

10. Josephine

BY LOSS PER 1,000 RESIDENTS

1. Josephine

2. Malheur

3. Jefferson

4. Sherman

5. Klamath

6. Multnomah

7. Jackson

8. Lake

9. Lincoln

10. Wasco



The Governor’s Advisory Group on Medicaid Sustainability: Six Focus Areas

Source: Governor's Advisory Group on Medicaid Sustainability, Final Report to Governor Kotek (Jul 2026), Figure 2 — Organizing Framework for Advisory Group Options, 
p. 11.

To close the 2027–29 funding gap, the Advisory Group organized its recommendations into six focus areas  or c osing the state’s 

2027–29 Medicaid budget gap.

CCO STRUCTURE

Back-end administrative and financing 

changes to the CCO / fee-for-service 

delivery model.

CLINICAL EFFICIENCY / 

UTILIZATION MANAGEMENT

Improve service delivery efficiency and 

reduce unnecessary utilization.

PROVIDER RATES

Adjust the rate of payment to providers.

PHARMACY

Restructure the pharmacy benefit to 

capture maximum savings.

BENEFIT CHANGES

Reduce scope of optional/mandatory 

benefits; remove coverage for optional 

benefits.

ACROSS-THE-BOARD BUDGET 

CHANGES

Reduce overall OHA Medicaid spending by 

a target percentage.



So, What D oes This All Mean? 2029- 2031 Biennium  

Source: Oregon Health Authority, Figure 1. Estimated Biennial Budget Impacts of H.R. 1 (draft for discussion, 11/24/2025). Caseload estimates are not based on the 
official forecast and are subject to change.

For the 2029–31 biennium, the combined impact grows to about $5.6 billion between lost federal funds 

and a new state general fund gap.

STATE GENERAL FUND GAP

$868M
The general fund gap nearly doubles for 2029–31 — about 10% of 

 regon’s      edicaid state-funds budget.

FEDERAL FUNDS LOST

$4.75B
Federal Medicaid funding Oregon loses for the 2029–31 biennium as 

more provisions reach full effect.
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Now what?

What action can you take with this 

information?

What 



Resources from OHA



OHA Resources

OHA has created a toolkit with printable resources
https://www.oregon.gov/oha/hsd/ohp/pages/toolkit.aspx

• General information flyers and posters in multiple languages

• Flyers about specific exemptions in multiple languages

• Fact sheets to share with OHP and HOP members in 
multiple languages

• Social media kit

• Videos

• Examples of the notices going to members

• Guidance for partners and providers

https://www.oregon.gov/oha/hsd/ohp/pages/toolkit.aspx


OHA Resources



Example Notices



RHTP funds cannot supplant Medicaid funding
➢ RHTP dollars can help rural systems adapt to federal Medicaid cuts, 

but they cannot be used to directly offset or replace those cuts or to 

pay for services that should be covered by Medicaid or other 

insurance.

➢ RHTP funds may not be used to finance the non-federal share of 

Medicaid — no use as state match, Intergovernmental Transfer 

equivalents, or to plug Medicaid budget holes.

➢ RHTP cannot be used to directly replace federal Medicaid cuts in H.R. 

1 or to restore coverage or benefits that H.R. 1 removes. CMS has 

stated the progra  is not intended to “rep ace the   nding c t in  .R. 

 .”
There are other non-allowable uses of RHTP funding (in addition to above). 
For more information, see OHA's website.

https://www.oregon.gov/oha/hpa/hp/pages/rural-health-transformation.aspx


HR 1  ·  REGIONAL ACTION

What communities can do (and are doing!)
Regions across Oregon are convening multi-stakeholder groups to discuss the impacts of H.R. 1.

The groups include CBOs, FQHCs, providers, hospitals, CCOs, assisters, and more.

How it’s happening

• An existing rural health coalition

• Convened by an elected official, like a county commissioner

• Convened by the local CCO

• Convened by an OHA Innovator Agent

What they’re focusing on

✓ Communication efforts

✓ Assisters

✓ Starting to think about coordinating and 

supporting volunteer opportunities

EFFORTS 

UNDERWAY

Using the local public library as a 

dedicated space for assisters

Drafting regionally focused 

informational flyers and distributing

A locally hosted website with 

confirmed and available assisters

EXAMPLES Jackson & Josephine Linn / Benton / Lincoln Clatsop, Tillamook & Columbia
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• Jefferson Regional Health Alliance convened 
providers, CBOs, CCOs, county government and 
others to discuss how they could work together 
regionally to prepare for  the impacts of H.R. 1 in 
Jackson and Josephine counties.

• A Communications Committee drafted and is 
disseminating a one pager.
• They are happy to share this template freely 

with other organizations and regions!
• Spanish and Samoan language versions also 

available

• An Assisters Committee is getting an accurate 
count of available assisters and setting up a 
databank, hosted by Jackson County.



Strategy 2: Assister Directory



From Directory to Regional Needs Assessment
Quarterly updates create a repeatable picture of assistance supply and need

1 UPDATE Verify assister organizations, locations, services, languages, hours, and capacity quarterly.

2 MAP Analyze the geographic distribution of assister organizations and individual assisters by ZIP code.

3 COMPARE Compare assistance supply with OHP enrollment, application/renewal demand, and other 
available indicators.

4 IDENTIFY Identify communities where additional assister capacity or targeted outreach may be needed.

Goal: a current public resource + an evidence base for regional assister capacity planning.

Jackson County Public Health  •  Regional OHP Assister Finder



Planning support around H.R. 1 is available

Much of the work to get ready for 2027 goes better when local 
partners plan it together.

We could help your community:

• Bring local partners together: clinics, hospitals, CCOs, public 
health, and community organizations

• Shared learning on H.R. 1 changes

• Build a shared plan for outreach, renewals, and application 
support

• Identify activities RHTP funds could support

LET US KNOW IN THE CHAT

Would your community 
like planning support?

Put your name, organization, and 
co   nity in the chat, and we’   
follow up after the webinar.



D i s c u s s i o n

❖ On a scale of 1–5, how prepared does your 

community feel for H.R. 1 changes?

❖ What would help you feel more prepared? 

❖ What do you want to learn more about 

regarding H.R. 1?



N E X U S  H E A L T H  S T R A T E G I E S

www.nexushealthstrategies.com

www.nexushealthstrategies.com

Stay informed by checking OHA's website. 
www.oregon.gov/oha/hsd/ohp/pages/federal-
changes.aspx

https://www.nexushealthstrategies.com/
https://www.nexushealthstrategies.com/
http://www.oregon.gov/oha/hsd/ohp/
http://www.oregon.gov/oha/hsd/ohp/
http://www.oregon.gov/oha/hsd/ohp/


ORH Announcements

• Do you have an idea for another webinar you'd like to 
see?  A question that came up that you didn't have 
answered? Would you like to request technical 
assistance? (Submit a request/ comment here)

https://app.smartsheet.com/b/form/019f6bab5b797659bafc8dae318eee62


Kenna Dickard
Technical Assistance Specialist
Dickard@ohsu.edu

Thank you!
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