
Tho ed.ical Care Program for 
Farm Security Adf.'linist rc.tion Borrowers 

(Digest of a paper presented at a meeting of the 
~~erican Public · Health Association by Dr. R. C. 
Willia ms, Ch iof Medical Officer) 

The :program unde:::, which more t:b~'3.n 100, 000 low-income farm families, 

Qorrowers from the Farm Security Ad.mi nistration, are at present obtain­

iug medical care grew out of an economic necessity . It is an i ncidental 

by-~roduct of a depression-born loan urog ra m for f a rm fanilies unable to 

obtain credit elaewhere, and is de s igned to accommodate a special economio 

group only. The factors which created t he prog rar.J expl a in much of its 

organi zation and me thod. 

I. 

Five years a go, three million f a r m f amilios \ve re on the brin.k: of 

disa ster: flood and drought lk'ld played havoc with crops; dopr8ssion 

had brought economic chaos to an unstable f a rm economy; cr edit :b~d vanished; 

crops were sellil~ at l ow prices. It wa 3 a period of f oreclosures and 

"penny" a.uctions. Farm families migrated from one rura l a r ea to another 

seeking a.n opportunity for livelihood that did not exist. 

For roughly one-fourth of the farm populaji.iQn,"'..rlD.1.S:t'" was the only 

means of living until the Farm SecuritY' Administration of fered to' make 

smal l loans to enable farmers to ge t a new start. 

The Farm Security Adnini s t~ tion make s the se loans, repayabl e within 

five years at 5 pe rcent, so t h:'-\ t f a. r me rs ITl}:l~{ buy t he fe et1., Deed a nd tools 

necessary for t he :rear l s op~ra ti ons. Often , t he l o8.:J.s .mst help the far­

mer to meet the expense s of clothi ng and f eedi ng his fa.~ily until he rrake~ 

a crop. 
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Before a far mer receives a loan: 

1. Fe MUst be u nable to 0btain either , funds or satisfactory 
credit fr om a ny ether source, pUblic or private. 
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2 • . He must know how to run ·£\. farm or have derived the major 
part of his i nco~e for the nrevious six months from farming'. 

3. He must be a ppr ::J ved f o r the l oan by 11 local county conmittee, 
generally composed of two or t11re e farlT,crs e,nd 0:'19 or two 
business men who c~n a ttest character and a bility . 

4. He DUs t b e able to d o the f a rm work. 

5. Fe IT\lst b e r enting a far~l or h.0.ve an eq'~ity i n a farm. 

All loans are ba sed on ade q'.l.ate gui d.a nce of t he f anily dl .ring the 

period in whic~ t h ey a r e trying to r e- ea tablis__ t he r.Jselves. 

Fa r m Se cu ri ty Adn intctration s11pervi SClrs wo r k \'Ti t h the farme r u n til 

the loan is repa id, h e l p i ng hL.l to p l an h is far rJi ng ope ra tions and a d-

vi s i ng hi m on ~ore effective wet: ods of r a isin cro~s 0 r cons e rving the 

so il. HOr.le mnagerre n t sU.p e rvi ":J r s p e ri dica l ly v i s .i. t fa r ;!l-wi ve s a nd 

advis e thew on the ir probl en;s of pa '1l1i ng , ::c is i ng gn rdoEs, sewi ng and 

other work ~'f f .cting the su cces s of t he fo. ri ly en t e -risc o 

From county superviso r s , cons tan tly i r:. t ouc wi th bo rrovier fa::lili e s, 

came tho first ' i nklings of a s e r i ous gap i n t he pro~ran l s early e f f ort s . 

Difficulty in vlo r k i ng "lith SO l.le o f t he familie s ,'!as tra ce d t o acute ill­

ness, abscessed t e eth , he r n i as , wal a riCl. and o t her c onditi ns. It wa.s 

r eported t ha t loan s were defaulted RG chi cke ns, hog s, or ca lves were sold 

to PC'1Y for medical bills. i'I'hen f amilL s lw.d no Doney to a y for physicians' 

s ervices , avoi~').bl e deaths occurre d and t he Gov ernwent l os t t he r.loney it 

had, invested. 
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Typical of rcany reports, a western state showed tJ:"1..at 75 percent of 

its borrower-families were on the rehabilitation program because of 

financial distress resul ting from illness in the family. Financial state­

ments of these families recordec. liabHi ties from $100 to $3000 owing to 

physicians and hospitals over a long period. 

~~ investigation of a sample of Farm Security Adoinistration bor­

rowers vIho had failed revealed that 50 percent of tho "failure" cases were 

directl;y traceable to "bad heal th". Aside from tne wanton waste of human 

life and curtailment of borrowers' usefulness to themselves, t~e findings .. 
of this survey indicated the need for so~e kind of medical care progra~ 

from a purely economic point of view. 

The basis of the medical care program is simply th-9.t a fa:nilj" in 

good health is a better credit risl..: than a family in bad heal tho Economic 

security depends, to a large extent, on health security. The Fa rm Security 

Administration loan program was in jeopardy until some feasible plan for 

getting medical aid to its borrowers could be fou~d. 

T'nere was no organi zed sys tern of providing lilea.ica l care for medically 

indigent rura l fa milies in ~ost of the states. It was not pos s ible to 

make sf[lall supplcr:Jental loans' to Farm Securi ty Administration borrm..rers for 

medical assistance because of the cost and dela:; involved in making a loan, 

and the additional difficulties of auditing and individu.all~r just· fying 

expenditures for medical care b~r borrO\.,ers. A sLlgle loan to each family 

at the begim1ing of the year to cover medical care for the twelve months 

was precarious since the incidence of disease a mong individuals is not 

exactly predictable. 
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The toonly feasible a pproach the problem was the grouping of families 

paying a flat fee per ~tear fer nedica.l ccre, under a plan to includo phy­

sicians agreeing to treat them at a uniform fee schedule which would take 

in1;o account the families 1 low i!1come. 

Two facts argued the acceptance of ,the plan: borrower-families 

realized they had desperate nee d for su.ch a service and ',,,anted one; phy­

sicians -- especially rural physicians were anxious to re-adjust a 

syster.1 of compensation \"hich left then after ' a p er' iod of y ears with thou­

sands of dollars w!"\rth of unpaid bills. 

State Medical Associations were a pproached. 'tlith tentative outlines 

for medical care p le.ns. The p le ns were framed so that existing local 

facili ties would be used in every cs,se and participation fe e s would be 

based on the ability o f the family to pay -- a pri nciple long recognized 

by the ADerican Medical Association a ::.d put into practice by the medical 

profession. Not all State Medical ,Associatio n s have ~ret b een approached 

the pre sent program only started i n t:b.e Sp rt ng of 1937 -- but already 27 

Sta te Associations have approved medical care plan s. 

Al though loca l planG vary, in genera l, they follc~l hroe patterns. 

In most of the plans, borrower famili e s pool t he ir fund s and put the n in 

charge of a bonded tr'.lstec. Th e trustee then pays all physicians r bills 

for the group as fully as funds will allow, on c: monthly, pro rata. brtsis. 

Under another plan which is gradua lly being discontinued, funds are placed 

wi th a trustee, but separate B.ccounts are kep t for each family. The thirc1 

kind of plan provides trat an ~ssociation of Farm Security families -­

grouped toge ther on projects rna;)' employ o ne or more physicians on a 
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salary basis to provide lecessary medical aid, if there are no physicians 

living nearby. 

Before any medical care plan is set up, a memorandum of understanding 

or a guide to be used 1:I.S a basis for developing local nealth associations 

within the state is prepa:ocd by t he State Medical Associations,with the 

help of Farm Securi ty Adr.ini stration officials. When these memoranda or 

r esolutions are accepted by tl1e State Medical Associe.tions, ag reelilents are 

then worked out with local medical societies. 

The agreement s with tho count;{ societ~_es recognize three basic prin­

" ciples: 1) the p1uticiptl.tior: fee for borro"'!er fa~ilies is deterT.1ined b~-

their ability to pay as indicated by the ir farr.l plans; 2) there is free 

choice of participating physicians; 3) funds are set aside at the 

beginnin~of the operating pericd in charge of a bonded trustee. 

Benefits covered in the plan usually include: a) ordinary medical 

care, including examir~ation, diagnosis and treat::Jent i n the hODe or in 

the office ~f the physician; b) obstetrical ca re; c) ordinary drugs; 

d) eT.1or~ency surger;)." as deterrntned by the physician in charge of the case; 

e) emergency hospitalization. Fon~ard loo~ir~ co~nties have added dental ser­

vices.!n Arkansas, 40 counties have pla.ns for dental care which are oper­

ated on a separate basis from the Ledical care program. For $4.00 a year 

for the man and wife a nd $.50 for each child , the r~rticipating family 

obtains emerQency dental tro~tmont, simple fillings, extractions, pro­

phylaxis and cleaning. 
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The family under the m~st typical agreem~nt usually pays from $15 

to $30 a yea~, the amount varying according to extent of benefits, sizs 

of average farm incomes in the locality, and size of family. A typical 

payment scheduie for medlcal care in a low-income county might be on an 

annual basis of $18 for man and wife plus $1.00 for each child up to a 

maximum payment of $26 per family. From the pooled funds, a proportion­

ate amount is allocated for hospitalization and emergency needs, including 

surgical care, at the beginning of each period. The rewaining fund is 

then divided into equal monthly allotments. 

Physicians submit monthly statements for servi ces rendered to the 

trustee. Bills are then review8d by a committee from the local medical 

society. If the total bille for a given month exceed the amount avail­

able, all bills are proportionately reduced and f'l'l.ch pbysician paid his 

pro rata share of the month's funds. If the monthly funds are sufficient, 

the bills are paid in full; if a balance remains, it is carried forward 

to the next month or to the end of the period, and then used to complete 

paying bills for months in which funds were not adequate. 

Under many of the county pool medical care plans, the patients are 

formally organized into unincorporated associations; others are informal 

groups with the trustee responsible for funds and the reviewing connnittee 

of physici~ns responsible for checking the bills. 

The individual contract plan works on an entirely different basis. 

Funds for each participating family are kept separately and the physician 

of the family 1 s choice agrees to render medical service for a certa in sUL~ 

a year. If the family has no illness that year, the money is refunded or 

http:f'l'l.ch
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appli ed to the next year's account. If the family. needs more service s 

than are covered by the f~e paid, the pnysician continues his services 

free of charge during the rer. a i nder of the period. 

Experience with the two plans clearly indicate s that for low-inco me 

families the first plan is preferable, that is, a plan providing for 

pooling of the individual fees. The individual contra.ct plan is l".ard 

on the phy sician when a protracted illness develop s a nd. too often, families 

will avoid going to the physici,J.n in qrder to sa ve the Doney they have set 

aside for medical purposes. ~0r do e s the pl a n di s tribute the cost over 
.. 

many fa.milie s , so that the cost of severe illnnss to one fanily can be 

more nearly equalized. 

County or district :plans f or lZledicnl care are operating in 21 counties . 
" ,", 

in Alabama, 68 in Arkansas, 4 in Col o rado, 5 in Florida, 108 in Georgia, 

5 in Indiana, 1 in Idaho, 3 in Iowa, 35 in Kansas, 7 in Louisiana, 41 in 

Mississippi, 12 in Missouri, 6 in Nebraska, 1 in New Jersey, 12 in New 

Mexico, 11 in North Ca.rolina, 11 in Ohio, 25 in Oklahoma, 17 i n South 

Carolina, 7 in Tennessee, 43 in Texas, 1 in Utah, 14 in Vermont, 19 in 

Virginia, and 3 in Wyomi ng. The swift extensi on of the program during 

the last two years is indicated by t he incr8ase in Georgia froD 5 counties 

having medical plans last year to 108 counties this year. 

Agreements with the State Medical Ass ')cia tions prior to appr0aching 

county medical societies have been r ea.ched. with Kentucky, New York, Pen­

nsylvania, South Dakota, West Virginia, and Wisconsin. 

http:contra.ct
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Th~ financial report of a typical county group health association 

will demons t rate how th$ program works. The association whose report is 

given beiow, was sponsored by the Farm Security Administration but is now 

eonducted by borrower families. It 1s operating in a Southern county. in 

which more than 300 farm families are Farm Secur ity LL!)i.'1 ~ d -r-ation bor.. 

rowers; 307 families are members of the association, paying an average of 

a pproximately $27 a year. The financial report for 1938 follows: 

Financial Report for the Year 1938 

Membership fees: 307 members @ average fee - $27.15--$8,334.00 _ _ _ _ _ L _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Modical Fund I 
Hospital Fund 

$5,278.20 - 63.3% $2,639.10 - 31.7% 
Monthly allotment $439.85 Monthly allotment $289 .92 

Bills Bills Percent Bills Bills Percent 
Presented Paid Pa;ymen t Prosent ed Pa id Payment 

- - - - T - - - - - ---- ... -

Jan. $427.13 $427.13 100% I $ 10.00 $ 10.00 100% 
Feb. 671.03 439. 85 66% 251. 00 219 .92 88% 
March 516.59 439.85 86% 79. 00 79.00 100% 
April 649.91 439.85 68% 296.00 219 .92 74% 
May 492.40 439.85 89% 188.50 188.50 100% 
June 599.23 439.85 74% 327.50 219.92 67% 
July 825.30 439.85 53% 192.50 192.50 100% 
Aug. 612.97 439.85 72% 224.50 219.93 98% 
Sept. 521.88 439.85 84% 200.00 200.00 100% 
Oct. 617.40 439.85 71% 378.50 219.93 58% 
Nov. 493.95 439.85 99% 190.00 190.00 100% 
Dec. 827.49 439.85 53% 276.00 219.93 80% 
AlniUAL DISTRIBUTION OF SURPLUS 
Accumulated balances 12.72 433.95 
Hospital fund slp1us 25.60 
Admin. surplus 76.07 

TOTALS $7,255.28 $5,379.87 ,2.613.50 $2,613.50 100% 

http:2,613.50
http:2.613.50
http:5,379.87
http:7,255.28
http:2,639.10
http:5,278.20
http:27.15--$8,334.00


- 9 ­

ADMINISTRATION 

$416.70 - - 5% 

Salaries $172.50 Postage $24.00 
Supplies 73.13 Bond Premium 37.50 
Equipment 33.50 To Medical Fund 76.07 

·307 No. of family members- - - - - - - - - - - - - ­
No. of persons - - - - - - - - - - - - - - - - - - - - - 1,653 
No. of families having one or more persons race1v1ng medical care - 291 
No. of persons receiving medical care - - - - - - - - - - -- --­ 913 
Per cent of families having one or more persons recei vim; med • . care 95 
Per cent of persons receiving medical care - - - - - - - - - - - - - 55 
No. of persons receiving hospitalization, or surgery, or both - - - 78 
Home visits - ~ - - - - - - - - - - - - - - - - - - - - - - - - ~ ~ 918 
Office calls - - - - - - - - - - ~ - - - - - - - - - - - - - - - - - 1,717 
No. of physicians participating - - - w - ~ - ~ - - - - - - - -~ - . 16 

"'Bills incufred TOTAL­ - - - - - - - - - - - - - - - - - - $9~868.78 
Medical Service - - - - - - ~ - - 7,255,28 
Hospital Services ~ - - - - - - - - - - - 2,613.50 
Aver. bill incurred per member family - - 32!16 
Aver. medical bill per person receiving 

medical care - - - - - - - - - - - - - 7.95 
Aver. Hospital bill ~er person receiving 

hospitalization (and surgery) - - - - - 33.51 

*Bi1l9 were presented for medical and hospital care and surgery on the 
basis of a fee sohedule which was reduced 25% or more from regular fee 
rates. 

II. 

There is a somewhat different approach to the problem of medical care 

in homestead projects established by the Farm Security Administration. In 

most of these communities, from 100 to 200 fa~ilies have settled on ad­

joining farms. When these projects are located so~e distance from cities, 

the problem of medical care for the homesteadors is often an acute one. In 

a few instances, a neighboring physician has been employed on a part-time 
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basis. Occasionally, it r..').s been necessary to attract a resident physi­

cian to the project, by setting up a p'rogrRm providing a basic ~ranteed 

income. In most cases, however, the seryices of all nenfby physicians are 

utilized. Iv;edical care prograns have been organized on 32 projects, and 

prograDs are nOvl b8ing snt up on 10 other p rojects. 

A wide variety of arrang8L1ents for medtcal crne are. in effect in these 

co;nmuni ty projects. In several cor.:::J'..mi ti e s the ho me steaders have t l:e msel ves 

organized v oluntar.E beneficial associations which have wo rked out sDccial 

agreements with physicians and hospitals. On S0 1:18 projects, the fa;nilies 

pay regular me6beY'ship dues in cash, wi thout heln from the Farm Sec'cLri ty 

Aclministra ticn; on ot~er projects the F~rn Security Ad~j.r-istration loans 

money to the homeste~ders for this purpose, and t:bese are late r repa id when 

the crops ' are sold. 

A few fn.cts r8!'"ardi ~lg a t ypical project program will illustrate how 

th8 medical ne eds of the homeste').ders are b eing met. The 141 families on 

Ashwood Plan tat ion , 3 nuth Ca rl)lina , for example , be came mer:;b e rs of the 

h ealth assoc i a ti on by paying in advance $18 p e r f a mily f or general practi­

tioner care fo r one, ee.r . All five pr.ysici8.ns living nearby participated, 

agreeing upon a uu:;.f orrr. fee sched.ule which renres cnted a moderate r eduction 

in their usu :,.l f oes . An average of 83.5% payment was made on n edical bills 

throu~hout t :_e f irst year, the monthly payments ranging from 64.5 to 100 

pe r c ent. 

Members of 96 percen t of the faQilies r e ceived service during t h e 

yenr, and 47 percent received service which exceeded the cost of t h e $18 

membership fee. 

http:pr.ysici8.ns


At the beginning of the second year, the association added hospitali­

zation f or 21 days for each individual and specialist ca re f or acute illness 

f or an increased cost of $12 per family. A preliminary report indicated that 

in the first half of the second year 20 hospital case s were handled and that 

hospital and specialists' bills were paid 100 percent. 

III. 

Distinct and separate frO;Tl the general program of :nedical care is the 

specialized prograL1 set up in North and South Dakota and in California and 

Arizona. These four states had local problems which J:1ade nece s sary a 

completely different tY}'le of plan. North and Sou tl:. Dakota. :b..a.d been seriously 

affected by t he drought; California and Arizo!1a experienced a n influx of 

J:1ig rants whose highly unsani tary living cOC1d i tions were a potent ial threat ., 

to the health of nearby co~~unities. 

North B.nd South Dakota first tricc. a J:1edicn.l care procraJ:1 in 1936. 

In these t\vO states a lo ;1e, about 55,000 families were participating in a 

state-wide medical plan by Novemb e r 1, 1938. By paying $ 2 a month per 

family for a minimum period cf six months, fa milies became members of the 

North Dakota Farmers' Mutual Aid Corporation or the South Dako ta Far;.;ers' 

Aid Corporation. Through these corporations they were entitled to emer­

gency medical care, emergency dental care, e:nergency hospitalization, pre­

scribed drug s and home nursing. Members had the free choice of any phisi­

cian licensed to practice medicine in the state. The charges made f or 

medic~l service were based on a special schedule of fees agreed to by 

participating doctors and other professional J:1en. _­.
and pro-rated if f~~ds did not cover the full amount of the bills. 
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Wi th the adve:1.t of the more general progl,"an of medical care and the 

experience gained from it, certain fla.ws were noted in the Dako ta plar.s. 

Both farJilies and physicians seemed discontented. -- the families maintain­

ing that the~{ did n("lt receiv~ enough oervices, tho phys:i.cians stating that 

they die. not l"'8ceiv8 adequate compensation for services rendered. In South 

Dakota, t:h.ere was the additional factor of practitioners other than ler;ally 

qualified doctors of medicine seeking to participate in tho medical care 

plan. 

The u.ncertainty o f whe ther funds necessary to conti:1.ue the program 

would. be available caused addi tional l.measiness about the plans. The pro­

gram in the Da~otas was declared. inop~rative as of July 1, 1939, pending 

reorganization. 

At present, North Dakota hf:ts no medical care plan, although a tentative 

outline of proposed actior" has been subr.li ttod to the State Medical Associa­

tion. This outline includes a higher fee of $33 per family a year to in­

clucle emergency meclical and dental care, emerge ncy il0Spi talization and 

proscribed drugs. 

The medical ~~re program would be set up on a unit basis covering one 

or Llore counties, and fUllds would be kept s8:!)arate for each area, thus 

leaving virtuG.l cont ral of the plnn ",Ii th the fa.-:1ilies ane, professional 

groups in the district. In effect, the proposal wau.ld put into operation 

in North Da.kota local medical care plans similar to tho s e existL:.g in 

other states. The actual operation of the plan is pending its acceptance 

by the physicians of the state. 

http:conti:1.ue
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In South Dakota, a district plan is being set up on a trial basis at 

Pierre. 'llhis unit will provide medical care for Farm Security Adminis tra­

tion far.1ilies in several counties, having a potential case load of a pproxi­

mately 2,500 far;lilies or 12,500 persons. In this are<1., trere are 13 phy­

sicians, 8 dentists, <'tild 2 hospitals. Fund.s for participation will be 

loaned to t~9se families on the basis af $33 a year por family to provide 

e:1ergency medi cal a~d dental care, hospi tal ization ancl prescribed druGs. 

No other units will be established in South Dakota until the unit at 

Pierre [las proved effectiVB. 

In Calif0rnia and Arizona, a different type of medic2"1 Care prog ram 

was undertaken, to r.1eet t:~e needs of L'lig r a toT'J a g ricultural workers who re­

quired medical a ttention , but rarely c ould afford to pay for such aid. 

The influx of migran.ts into Califo rnia and Arizona since 1935 has 

created a serious public health problem in these two states. Most of thor.1 

have a low and uncertain income, live in r oadside "jungles ll , patched tents 

or hastily-Lnprovised 8hel ters v1i th no sa ni tary facili ties. 

The constant movement of mi g rants from one farming area to ano ther, 

sOlJ.etimes r.lOre than 300 miles away, contributed to the rap id spread of 

communicable diseases. Despite the vigilance of the California State De­

partLent of Health, outbrea ks of smallpox or typhoid in widely separated 

counties remained a pot ential threat. 

In May, 1938, the Farm Security Administration, with the cooperation 

of t he Califo rnia M8dic.ctl As s o ciation, the State Department of Health and 

the State Relief Adraini stra tion, formed the Agricul tural Workers r Heal th 

and Medical Associat ion, incorporated under s t a te laws. Each of the a,.:;encies 

http:migran.ts
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has a representative on the Board of Directors of this non-profit associa­

tion. 

Migrants make applications for medical treatment at the association's 

district offices or camp treatment centers. .A certificate of memoership 

in the .1:J.ealth association, which serves as an identification card, is issued 

to the applicant. 

He then selects his physician from a li s t of narticiT)ating physicians 

or is treated oy the local part-time physician in ctarge of the treatment 

c~nter. The .Agricultural Workers' Health and Medical Association is oilled 
.. 

for t he medic~l services or hosuital services rendered. In many treatment 

centers, local physicians work in the clinics a.t designated hours on alter­

nate days. The personnel of the typica l trea tment cent e rs consists of a 

part-time physician, a nurse, and a clerk. Services include ordinary medi­

cal care, surge~J, laooratory, X-ray, dentistry, prescriptions, and diag­

nostic treatment. 

Although the migrant-workers are ooligated to repay the cost of services 

"if so requested" their economic status precludes any expectation of repay­

ment in most CBses. So me workers, however, have be en 1'1.ole to repay a f ew 

dollars. In view of the savings effected in the health of the two stntes 

under this program, it seems probablo that adequate financial support will 

continue. Similar conditions prevailed in Arizona, and similar measures 

were undertaken. 

Tnere are at p r esent 13 medical care centers in California, at Fresno, 

Merced, San Joaquin, Tulare, Madera, Yuba, Yolo, Riverside, Santa Clara, 

Sonoma, Imperial, Kern and Calipatria, and 7 in Arizona - at Phoenix, Buckeye, 
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Avondale, Chandler, Yuma, Coolid.ge and Safford. 

Apprai sa l of the medi c-'l.l care program is di fft C'.ll t • The re are many 

pi tfalls that have been avoided B,nd yet, there are bound to be difficul­

ties in a program which affects so many people in widely diverse a reaE . 

Tr~e human elen;ent cannot be overlo()ked. No matter hmv perfect a p lan is 

theoretic.3.11y, when put into practice it ITlUst ,ieal wi th o.ct'..lalitios. A 

reviE'wi:'1g comr.,i ttee, drawn from the p hysicians 1 rarl..1<:s , is set up under eacn 

Illan to go over bills. This corrlJ'llittee can ad.just bills when nocessary. A 

strong reviewing committee limits ab'.lses by the p~"sicians. The county 

s1.'pervisor acts in ~. like capacity for the fan;ili oG , checking on tta r;.u.rnber 

of UIlUsual demands for service madt3 by familie s. US",l,? ll:r, if the family is 

abusinb the program the matter ca n 'be adjusted satisfactorily, othe r':;isG the 

fe.mily is dropped. from the program. 

'rho attitude 'Jf both the phys icians and families tmvard t h e medical 

car..:; p rograrr: is, on t:le whole, favorable. Payr.!ent s to physicians ave rage, 

the (?ouC'.trJ· over, aIlproxi ~;1f1. t e ly 60 percent of t o t a l '!:lills p r e s en ted., which 

many p hysician s have r ep.J rted is a highe r percen t a g e of payment than they 

rece ive fro m their ordinary p ractic e in these areas. 

The heart of t he p rogram lies in a clear understanding on t he ]~rt of 

physicians a d families 3.S t o wha t C9. n be expecte d under the n rogra:;: a nd its 

limitatioas. It is essentially a special program for nn under-privileged 

gr~up of f e. r ::l people. The p rog r ar.i could not be tra.nsfe rre d t o any other 

segment of t~e population wi thout so me change . A ,.,ore solvent group of 

people would demand an exte nd.ed and full e r program of med.ical care. 

Nevertheless, for the g roup of people who m the prog ram is he l p i ng t o 

http:extend.ed
http:Coolid.ge
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get back on their feet, the plan is a boons 

In the fil~l analysis, the f~ct th~t 99 percont of the medical plans 

in operation last year are continuing to operate is a tell ing point, since 

the whole b~sis of the medical care plans is voluntary cooperation from 

families and physicians. 

November I, 1939 

Figures as of September 30, 1939 


