
 

At the end of last week, Congress headed back home for the “August Recess.” But just because it is 

called “Recess” doesn’t mean that they’ll be on vacation.  Congress spends most of this time working 

– traveling their districts, holding town halls and meeting with constituent groups.  This is a key 

opportunity for you to meet with your member of Congress and tell your story! 

Members of Congress are worried about one thing this year – reelection.  Despite all the criticism of 

Congress these days, most just want to respond to their voters. That means, that YOU will have a 

critical voice in shaping the attitudes of your representative and senators towards Indian health.  By 

sharing our experiences we can turn an opponent into a supporter and a supporter into a champion!  

The National Indian Health Board is here to serve as your resource for congressional outreach when it 

comes to health issues in Indian Country.  We all share the goals of eliminating health disparities in 

Indian Country, but we can only achieve what we can imagine when we are, communicating, engaged, 

participating and unified.  

Here are some ways that you can be involved: 

1) Attend a Town Hall Meeting: During August, members of Congress often hold Town Hall meetings 

with their constituents.  These meetings work like an open forum where voters are able ask questions 

about issues important to them.  You can find out if there are town halls in your area by contacting 

the Congressman’s local office.  This information should be published on their website.  You can find 

your Representative by visiting www.house.gov or your Senator by visiting www.senate.gov.  

 

2) Schedule meetings or site visits with your Congressman or Senator: With Members of Congress at 

home, many are taking meetings with constituents.  This is a great time to get one-on-one conversations 

with your representatives on key issues, including funding for the Indian Health Service (IHS); advance 

appropriations for the IHS; and Expanding Medicare Like Rates for non-hospital services at IHS Renewal 

of the Special Diabetes Program for Indians. 

 

You can also schedule a Site Visit to your Tribal health program to demonstrate the good things that 

federal resources are doing in your community and to illustrate what Congress needs to provide to 

make things better.  On the site visit, make sure to use real-life impact stories and show specific areas 

where need exists.  One great example of site visits is for the Special Diabetes program for Indians 

which expires on September 30, 2015.  You can download the SDPI site visit toolkit here.  

 

3) Submit a letter to the editor or op-ed:  Letters to the Editor of your local newspaper are useful ways 

to draw attention to important issues in Indian Country.  Contact your local newspaper and ask for 

the editorial page editor to find out the policy on submitting op-eds. Contact NIHB for help drafting 

an op-ed or for advice on where to place it.  

 

If you have any questions please contact NIHB’s Director of Congressional Relations, Caitrin Shuy at 

(202) 507-4085 or cshuy@nihb.org.  

 

August Recess Resource Guide for Indian Health 

http://www.house.gov/
http://www.senate.gov/
http://www.nihb.org/sdpi/host.php
mailto:cshuy@nihb.org


   

 

The Honorable ________ 

Office building address 

Washington, DC 205__ 

 

Dear (Scheduler) _____, 

On behalf of the (enter site/tribe name) I am writing to invite (Senator/Representative) to 

visit (ENTER NAME OF HEALTH PROGRAM), located in (ENTER CITY).    We would 

be honored to show (Senator/Rep. Name) the difference our program is making for the 

tribal communities in (ENTER CITY, STATE) when it comes to health in our community. 

Add a sentence or two here about the focus of your program, how many people served, etc.   

As you may know, the federal government has a trust responsibility to provide health care 

for American Indians and Alaska Natives.  We would like to demonstrate to you some of 

our community’s top needs and priorities as you and your colleagues make decisions on 

the FY 2015 budget.  

We know how important these issues are to you, and what a strong supporter you have 

been for this program over the years. We want to show you firsthand what we are 

accomplishing with in our community, but also where targeted resources and policy 

changes could make a dramatic difference in the health of our people. Our program is 

making a tangible difference in the lives of our people, and we would be honored to share 

our accomplishments with you.  

Thank you for all that you do for to support American Indian and Alaska Native 

communities. Please contact (ENTER NAME OF CONTACT) at (ENTER PHONE 

NUMBER) or (ENTER EMAIL) to arrange a visit to our site.   

We look forward to hearing from you soon. 

Sincerely, 

  

Sample Site Visit Invitation Letter  



   

1. Arrive on time:  Too early or too late could leave a bad impression 

 

2. Arrive with some knowledge of the Member: What Committees are they 

on? How long in Congress?  How close was their last election? This 

information normally is available on their website. 

 

3. Introduce yourself: Who are you and why you are important.  Brag a little 

about the great things your Tribe/ health facility is doing at home.  

 

4. Leave personal Politics or opinions at home: This should go without saying.   

 

5. Get to the point: Your overview and ask should be no more than 3 

minutes  

 

6. Be prepared to answer questions. Offer your assistance to provide more 

information or to talk further  

 

7. Never come empty handed – bring some information to leave behind 

 

8. Assume the staffer/ Member doesn’t know anything about AI/ANs:  

Make sure to explain why the federal trust responsibility is critical.  

 

9. Make it personal: Make sure to emphasize why this “ask” should matter at 

home.  Will people lose services?  Will there be jobs lost?  What will 

happen to the community? 

 

10. Know who in Congress is also working on this issue: Is it bi-partisan?  

Who can they contact if they want more information? You can contact 

NIHB for this information.  

 

11. Always Follow-up with Thank You email or letter.  

 

12. Tell NIHB! Contact NIHB’s Director of Congressional Relations Caitrin 

Shuy – cshuy@nihb.org or (202) 507-4085.  

Tips for Speaking with Congress 

mailto:cshuy@nihb.org


   

Advance Appropriations for IHS 

REQUEST: Ask your Representative to Co-sponsor H.R. 3229, or Senator to Co-sponsor S. 1570 which, 

if passed and signed into law, will allow Congress to appropriate funding for the Indian Health Service 

(IHS) a year in advance.  

ISSUE: An advance appropriation is funding that becomes available one year or more after the year of 

the appropriations act in which it is contained. This could greatly improve the delivery of care for IHS 

direct service Tribes as well as compacting Tribes. Since FY 1998, there has been only one year (FY 

2006) when the Interior, Environment, and Related Agencies budget, which contains the funding for 

IHS, has been enacted by the beginning of the fiscal year.  The lateness in enacting a final budget during 

that time ranges from 5 days (FY 2002) to 197 days (FY 2011). These delays make it very difficult for 

Tribal health providers and IHS to adequately address the health needs of American Indians and Alaska 

Natives (AI/ANs).  Advance appropriations will allow IHS and Tribal health professionals time to plan 

and tackle many other administrative hurdles, thereby enriching access to care.   

TALKING POINTS 

Better stability in funding = better care 

 The Indian Health Service is funded at only 59% of need, so any disruption in funding greatly 

hampers the ability of IHS, Tribes and Urban health  systems to deliver  necessary services due 

to lack of funds.  Adopting advance appropriations for IHS would result in the ability of health 

administrators to continue treating patients without wondering if –or when– they will have the 

necessary funding. 

 

Better recruitment and retention ability  

 IHS and Tribal health professionals will know in advance how many positions they can hire or 

retain since staff often resign when funding is in doubt. 

 

Parity between the Indian Health System and other Federal Health Providers  

 In FY 2010, the Veterans Health Administration (VHA) achieved advance appropriations.  IHS, 

like the VHA, provides direct medical care to fulfill legal promises made by the federal 

government. The promises to American Indians and Alaska Natives were made in Treaties and 

executive orders, and have been repeatedly reaffirmed in Supreme Court cases and legislation. 

Altogether, these create a trust responsibility that runs from the federal government to the 

Tribes. 

 Other federally-funded health programs such as Medicare and Medicaid are “mandatory” 

funding, meaning that these programs are automatically funded without annual appropriations, 

and without the uncertainty seen in other areas of the budget. While advanced appropriations 

for IHS does not create would reduce uncertainty for the Indian Health system, which  

 

Significantly Improved program efficiency  

 Funding disruptions create significant administrative costs for health programs.  Advance 

appropriations would result in decreased costs to health programs by allowing long-term 

contracts with outside vendors and suppliers  

 Better ability to plan programmatic activity over several years, thereby leading to better health 

outcomes 

 

No Cost to the Federal Government  

Top Issues for Indian Health 



   

Medicare Like Rates for IHS and Tribes 

REQUEST: Co-sponsor H.R. 4843, The Native CARE Act of 2014, legislation that would enable the 

Indian Health Service and Tribes to purchase hundreds of thousands of additional services for American 

Indian and Alaska Native (AI/AN) patients annually, at no cost to the federal government. 

ISSUE: Purchased/ Referred Care (PRC) (formerly Contract Health Services) programs operated by the 

Indian Health Service (IHS) and Tribes currently routinely pay full-billed charges for non-hospital care 

purchased for patients, including physician services.  A 2013 Government Accountability Office (GAO) 

report revealed that this is up to 70% more than Medicare and other federal payers.  This contributes 

in large part to the significant shortfalls the program experiences annually, leading to hundreds of 

thousands of denied and deferred services across Indian Country. The GAO report also found that 

that if the Indian Health System paid a “Medicare Like” rate for services purchased from non-hospital 

providers, IHS and Tribal PRC programs would save millions of dollars, resulting in an estimated 

253,000 additional physician services annually.  

The Native CARE Act amends the Social Security Act to expand the Medicare-Like Rate cap beyond 

hospitals to cover all Medicare-participating providers and suppliers.  It will ensure that AI/ANs have 

continued access to health care providers by making it a requirement for all Medicare-participating 

providers and suppliers, including physicians, to accept this rate of payment as payment in full as a 

condition participating in the Medicare program. This payment reform is achieved without additional 

cost to the federal government 

 

TALKING POINTS 

 

More Services for AI/AN People 

AI/AN people continue to suffer disproportionately from a variety of illnesses, including heart disease, 

cancer, tuberculosis, and diabetes. On average, AI/AN life expectancy is 4.2 years less than the U.S. 

general population. 

 Meanwhile, the Indian Health Service is funded at only 59% of need, with PRC programs 

frequently running out of funds prior to the end of the fiscal year (FY).  

 In FY 2013, the IHS estimates it denied 147,000 necessary services due to lack of funds. 

 By imposing a Medicare Like Rate cap on all payments to providers, IHS and Tribal PRC 

programs are projected to save millions of dollars annually, resulting in an estimated 253,000 

additional services each year. 

No Cost to the Federal Government 

 In its evaluation of the Administration’s legislative request to expand Medicare Like Rates, the 

Office of Management and Budget (OMB) projected that this change is budget neutral. 

Parity between the Indian Health System and other Federal Payers 

 Medicare, the Veterans’ Administration, and the Department of Defense all pay vastly lowered 

rates for the care purchased on behalf of their patients.  

 The Native CARE Act simply brings the Indian Health Service in line with the rates paid by 

other federal entities, a more efficient and effective use of federal dollars. 
Continued Access to Care 

 Since all Medicare participating providers and suppliers must accept the Medicare Like Rate 

from the Indian Health System under the Native CARE Act, AI/AN access to care is preserved. 

 Because AI/ANs make up less than 2% of the total demand for care nationally, and because 

most providers and suppliers are currently accepting Medicare rates for many services, the 

proposed legislation is not likely to impact existing providers and suppliers in a significant way.   

  



   

Increased funding for Indian Health  

REQUEST: Fund the Indian Health Service at $5.3 billion for FY 2015.  

ISSUE: The AI/AN life expectancy is 4.2 years less than the rate for the U.S. all races population. 

AI/ANs suffer disproportionally from a variety of afflictions including alcoholism, diabetes; 

unintentional injuries, and suicide.  According to IHS data, 39 percent of AI/AN women experience 

intimate partner violence, which is the highest rate of any ethnic group in the United States.  One in 

three women in AI/AN communities will be sexually assaulted in her lifetime.  Additionally, public 

health risks due to alcohol and substance abuse are widespread in many Tribal communities, leading to 

other health disparities such as poverty, mental 

illness, and increased mortality from liver disease, 

unintentional injuries and suicide. Our children ages 

2 to 5 have an average of six decayed teeth, when 

children in the US all races population have only 

one.    

When considering the level of funding appropriated 

to IHS, these statistics are not surprising. In 2013, 

the IHS per capita expenditures for patient health 

services were just $2,849, compared to $7,717 per 

person for health care spending nationally. The First 

People of this nation should not be last when it 

comes to health.  Let’s change that now.   

 

TALKING POINTS 

IHS Funding is fulfillment of the federal trust responsibility  

 The United States assumed this responsibility through a series of treaties with Tribes, 

exchanging compensation and benefits for Tribal land and peace. The Snyder Act of 1921 (25 

USC 13) legislatively affirmed this trust responsibility.  

 To facilitate upholding its responsibility, the federal government created the Indian Health 

Service (IHS) and tasked the agency with providing health services to AI/ANs. Since its creation 

in 1955, IHS has worked to fulfill the federal promise to provide health care to Native people.  

 For American Indians and Alaska Natives (AI/ANs), the federal budget is not just a fiscal 

document, but also a moral and ethical commitment.  The budget request for Indian health 

care services reflects the extent to which the United States honors its promises of justice, 

health, and prosperity to Indian people.   

 

Health Funding for Indian Country has been hurt by sequestration and government shutdown 

 In FY 2013, sequestration cuts devastated Tribal communities throughout the United States.  In 

a health care delivery system that has been chronically underfunded for decades, this was pure 

disaster for clinics across Indian Country.  Losing these dollars, combined with a calamitous 

federal government shutdown at the start of FY 2014, has nullified many of the funding gains 

of the last six years.   

 For many AI/ANs, this represents the health care access in its entirety, both in terms of 

monetary resources but also facility access.  Consequently, any underfunding of IHS equates 

to no health care.   



   

Definition of Indian in the Affordable Care Act 

REQUEST: Enact legislation that would streamline the Definition of Indian in the Affordable Care Act 

to conform with definitions used by IHS and the Centers for Medicare & Medicaid Services 

ISSUE: The current version of the Affordable Care Act (PL 1114-148) contains several important 

provisions for Native Americans including permanent reauthorization of the Indian Health Care 

Improvement Act.  However, certain portions of health care reform (aka “Obamacare”) contain 

different definitions of “Indian” which led to conflicting interpretations of eligibility for benefits and 

requirements for coverage.  These definitions are different than those used by IHS and the Centers 

for Medicare and Medicaid Services and require that an individual be a member of a federally 

recognized Tribe.   On June 26, HHS announced a hardship exemption waiver that exempts AI/ANs 

who are not members of federally recognized from the tax penalty if they do not carry health 

coverage. Although this is a positive step, it only temporarily fixes 1 of 3 issues.  It does not address 

the monthly enrollment benefit or cost-sharing.   

 

TALKING POINTS 

 Tribes, as sovereign nations, determine their membership requirements, which vary greatly 

across Indian Country, so many AI/AN individuals who, although there are eligible for IHS 

services, will not have afforded the benefits and protections due to AI/AN in the ACA for a 

variety of reasons.1 

 

 This fix will not change who is eligible to receive IHS services  

 Without a fix for this issue, AI/ANs will be left out of benefits intended for them in the law, 

which will help to bring 3rd party revenue into an already underfunded IHS.   

 On October 16, 2013, Senator Mark Begich introduced legislation (S.1575) that would 

streamline the definitions in the law and make them consistent with definitions already used 

by the Indian Health Service and other government agencies.  

 Seeking a legislative or regulatory fix.  

 

  

                                                           
 1 Some examples include:  

o Children born into Tribes that do not permit enrollment until age 18 would be determined 
ineligible as “Indians” under the ACA, although they would continue to be treated as such by 
IHS and by CMS for Medicaid.   

o California Indians who are entitled to IHS and Medicaid services as Indians will not be treated as 
Indian under the ACA. 

o In Alaska, many Alaska Natives who are too young to have enrolled in an Alaska Native Claims 
Settlement Act Corporations, which largely ended in the 1970s, continue to be eligible for IHS 
services but will be denied the special protections due Indians in the ACA, because they have 
not yet become shareholders which is mostly dependent on inheritance from a parent or 
grandparent who may still be living.       

 



   

Contract Support Costs 

 
REQUEST: Fully fund contract support costs (CSC) without harming cuts to other programs within 

the Indian Health Service Budget.  For Senators: co-sponsor S. 2669 which would provide mandatory 

funding for CSC.  

ISSUE: Contract support costs (CSC) are the funds that Tribes and Tribal organizations receive from 

the government to manage health and other programs that were previously operated by the federal 

government. For many years, Congress did not appropriate enough funds to fully pay CSC. In 2012, 

the Supreme Court Ruled that the government must pay contract support costs for Tribes even if 

Congress has not appropriated the funds. Due to this decision, Contract Support Costs were fully 

funded by Congress in FY 2014. However, in order to achieve this, cuts had to be made to other 

areas of the Indian Health Service Budget. We also anticipate full funding for CSC in FY 2015. 

Congress has asked IHS and the Tribes to develop a long-term solution to funding CSC so that cuts 

do not have to be made for other programs.  

On May 12, 2014, The National Indian Health Board passed a resolution that would require that CSC 

are appropriated as mandatory spending.  NIHB remains committed to ensuring that all Tribes have a 

voice in this conversation, and that any solution will benefit the whole of Indian Country. 

TALKING POINTS 

Paying for CSC by cutting for other programs serving Tribes is a violation of the trust responsibility 

 Like other federal contractors, Tribes are entitled to receive full funding of CSC.  This has 

been ruled the case by the Supreme Court.  

 Without CSC paid, funds are used from other areas of the budget to cover these costs, 

which is a violation of the federal trust responsibility  

 

CSC has been mandated to be funded by the Supreme Court, and therefore should be a mandatory 

allocation by Congress 

 Now firmly established by U.S. Supreme Court precedent, the requirement to pay contract 

support costs under the Indian Self-Determination and Education Assistance Act is a binding 

legal obligation on the part of the federal government under substantive law – in other 

words, an entitlement –requiring full payment to contracting tribes and tribal organizations. 

 Nevertheless, funding for contract support costs has historically been appropriated on a 

discretionary basis, leading to decades of implementation challenges and litigation that has 

twice put the question of the federal government’s liability for unpaid contract support costs 

before the Supreme Court.  

 It is time to square the appropriations process with the mandatory nature of contract 

support costs under substantive law and repeated judicial interpretations: funding for contract 

support costs must be appropriated on a mandatory basis. 

  



   

 

August Recess Activity Follow-Up 

Please keep NIHB informed of your outreach efforts so that we can follow up in DC!  

1) Your Name/ Tribal Affiliation ____________________________________________________________ 

Email / phone   ________________________________________________________________________ 

 

2) Describe your meeting, including the date and who you met with or spoke to. 

Date___________________ Meeting with __________________________________________________ 

 

3) What is the policymaker’s position on Indian health issues? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

4) What are your policymaker’s main concerns on this issue? 

_____________________________________________________________________________________ 

 

_____________________________________________________________________________________ 

____________________________________________________________________________________ 

 

5) Follow-up needed from NIHB staff:              

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

6) Was this a positive experience for you? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

7) Any additional comments? 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 


