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Executive Summary

DHS recently updated the public charge rules. The new rule was published on July 20, 2026,
and will take effect on September 18, 2026. It will apply to admission requests and adjustment-
of-status applications submitted on or after that date. Benefits received before then will still
be reviewed under the narrower 2022 rules (DHS, 2026).

The new rule does more than add benefits. It removes the 2022 definition, decision steps, and exemption list,
but does not give a clear new standard. Officers can now look at legal factors, applications for or use of income-
based benefits, and other details about a person's ability to support themselves. As of July 31, important USCIS
instructions were still missing (DHS, 2026).

In short, decisions will be less clear and more unpredictable. Programs like Medicaid and SNAP, which were
not considered under the 2022 rule, may now be included. Even asking for help could cause problems. People
with more resources can hire lawyers, show assets, buy insurance, and find stronger sponsors. Those with less
money, health problems, disabilities, or caregiving duties will face greater risk.

The greatest harm will come from people leaving programs out of fear, not just from official green-card denials.
DHS estimates that about 1.27 million people and 35,294 households may stop using or avoid the programs it
reviewed, which would reduce federal and state benefit payments by about $13.05 billion each year. DHS also
notes that most of these people are not actually subject to public charge review (DHS, 2026).

U.S.-citizen children and exempt family members could lose Medi-Cal, CHIP, WIC, SNAP, school meals, or
housing help if an adult is afraid of immigration consequences. DHS says a family member’s benefits are not
automatically counted as the applicant’s, but this legal detail will not stop confusion in an already tense
enforcement environment (DHS, 2026; Gonzalez et al., 2026; Haley et al., 2026).

This might mean delays in medical and dental care, missed medicines, hunger, unstable housing, school
problems, and emotional stress for children. Children with long-term ailments, disabilities, developmental
delays, or behavioral health needs are especially at risk because their care cannot be safely delayed or
stopped (Zallman et al., 2019).

California is especially affected. There are 10.9 million immigrants in the state, 28% of residents are foreign-
born, and 44% of children have at least one immigrant parent (Cuellar Mejia & Johnson, 2026). As a result,
costs will shift from public programs to families, clinics, hospitals, schools, counties, food banks, housing
systems, and emergency services.

California’s free and charitable clinics will absorb a disproportionate share of this damage. They will see more
uninsured patients, more people who remain eligible for coverage but are afraid to use it, and more patients
arriving after medications, testing, prenatal care, or chronic-disease follow-up have been interrupted. Unlike an
insurance program, a free clinic receives no automatic new funding when demand rises.

Pediatric needs require separate planning. Free clinics should expect children who lose coverage, remain
enrolled but are afraid to use it, fall behind on vaccines and well-child care, lose access to developmental or
behavioral services, or arrive with interrupted medications and unresolved specialty needs. The state should
help clinics preserve children’s enroliment while funding the clinical and navigation capacity needed to bridge
gaps safely.

California should prepare and act now by providing legally reviewed information in multiple languages,
expanding access to immigration legal help, protecting children’s enrollment, offering benefits assistance in
trusted places, funding care and medicines for those without coverage, and closely watching for coverage loss,
delayed care, hunger, and housing problems.
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Key Findings at a Glance

Final rule

Guardrails removed

Benefits broadened

Applications may count

Children face collateral harm

Chilling effect expected

Costs shift

Published July 20, 2026; scheduled to take effect September 18.

The 2022 definition and decision framework are deleted without an equally clear
replacement.

Medicaid, SNAP, and other means-tested programs may now matter; no closed
list is provided.

Applying for or being approved for help may be questioned even without receipt.

Parents may cancel lawful health, food, or housing benefits for U.S.-citizen
children.

DHS estimates about 1.27 million people may leave or avoid analyzed programs,
reducing transfers by about $13.05 billion annually.

Needs move to families, hospitals, clinics, schools, counties, charities, and

emergency systems.

Uncertainty remains USCIS guidance and the revised Form 1-485 were still pending as of July 31.

More patients will arrive uninsured, sicker, and needing medications, tests, and

Free clinics carry the overflow specialty care, without automatic reimbursement for the added demand.

Free clinics should prepare for coverage loss, missed vaccines and well-child
care, interrupted medications, delayed developmental services, behavioral
distress, and unmet dental, vision, hearing, and specialty needs.

Pediatric readiness is essential

Background, Scope, and Effective Date

Public charge is a federal immigration test used in some visa, admission, and green-card decisions. Officers
must look at age, health, family situation, money, education, and skills; many family-based applicants also need
a qualifying support promise. This test does not apply to every immigrant or every application. Routine green-
card renewal and naturalization generally do not create a new public charge test, although travel or questions
about the original admission can matter. Many humanitarian categories are exempt. The exact immigration
pathway must be reviewed before anyone changes benefits (DHS, 2026).

Families often do not clearly understand these differences. Fear can affect the entire household, which is why
earlier public charge changes led eligible adults and U.S.-citizen children to avoid programs that were actually
safe for them (Bustamante et al., 2026; Gonzalez et al., 2025; Haley et al., 2026).

Effective Date and Transition Provisions

Rule and effective date Final rule; scheduled for September 18, 2026.

Covered filings Admission requests made, and Form 1-485 applications postmarked or filed electronically,
on or after September 18.

Earlier benefits Receipt before September 18 remains under the narrower 2022 framework.

Later benefits DHS may consider applications for, approval of, or receipt of means-tested benefits.

Guidance and form USCIS promised guidance and a revised Form 1-485 by September 18; older forms filed

after that date will not be accepted.
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Do not miss the September 18 dividing line

DHS says benefits received before September 18 remain under the 2022 rule. Families should not assume earlier lawful
use of Medicaid, SNAP, WIC, housing assistance, or other noncash programs suddenly counts retroactively.

What the 2026 Final Rule Changes

1. It removes clear regulatory guardrails

The 2022 rule focused on dependence on cash assistance or government-funded long-term care in institutions.
The 2026 rule removes that definition, the decision process, and the exemption list. Legal exemptions stay, but
the public will have to rely more on agency materials and officer judgment (DHS, 2026).

2. It increases the benefits inquiry

DHS says benefits that were left out before, like Medicaid and SNAP, may now be considered. It did not clearly
exclude CHIP, WIC, school meals, housing help, or other income-based programs, leaving important limits to
future instructions and case-by-case decisions (DHS, 2026).

3. It may consider applications and relies on changeable guidance

The rule addresses applying for, being approved for, or receiving benefits. A person could ask for temporary
help, get nothing, and still face questions. How it is put into practice will depend a lot on extra guidance that can
change without public input and will guide but not control individual decisions.

Comparison: 2022 and September 2026

Core standard Primary dependence through cash support or Definition removed; broader totality-of-
government-funded long-term institutional care.  circumstances judgment.

Benefits Limited regulatory list. Potentially any means-tested benefit,
including Medicaid and SNAP.

Nutrition and housing SNAP, WIC, school meals, and housing No categorical exclusion.
assistance excluded.

Family benefits Not treated as the applicant’s receipt. Still not the applicant’s receipt, but
household finances may matter.

Exemptions Listed in regulation. Statutory exemptions remain but move to
nonregulatory materials.

Predictability Clearer program boundaries and framework. Lower predictability; key guidance pending.

This is not simply a return to the 2019 rule. The 2019 rule was strict but had clear details. The 2026 rule is strict
because it gives officers more freedom and fewer clear limits, making outcomes harder for applicants, lawyers,
agencies, and officers to predict.

Who Is and Is Not Subject to Public Charge Review

Review most often affects people seeking a visa, admission, or adjustment of status when the ground applies to
their category, including many family-sponsored applicants and some returning permanent residents. State
Department visa cases abroad may follow different procedures; this paper focuses on DHS and USCIS.
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Important Exemptions

Federal law still exempts refugees, asylees, many VAWA self-petitioners and abuse survivors, protected T and
U applicants, Special Immigrant Juveniles, certain Afghan and Iraqgi special immigrants, and other groups in the
right context. TPS applicants are exempt from TPS eligibility rules. Individual legal review is still very important
(DHS, 2026).

Person or situation General rule Important caution

U.S. citizens and citizen children Not subject to public charge inadmissibility; =~ May still lose services because adults are
a child’s benefit is not the parent’s receipt. afraid.
Routine green-card renewal Generally no new public charge test. Travel or questions about the original
admission can matter.
Naturalization Generally not a new standalone test. USCIS may examine whether the original
admission was lawful.
Refugees and asylees Statutorily exempt in the covered context. Misinformation can still cause benefit
avoidance.
VAWA, T, U, and SIJ pathways Often exempt when using the protected Different pathways require individual
pathway. advice.
Undocumented people not applying = Not currently undergoing adjudication. Fear may still affect their care and their

children’s benefits.

Avoid blanket advice

Public charge does not “apply to immigrants” as one group. The person, application, benefit recipient, program, and date
all matter. Refer individual questions to qualified immigration counsel or an accredited representative.

Benefits and Factors That May Be Considered

The rule does not have a fixed list. DHS says any income-based public benefit may matter, but using benefits
does not automatically mean denial. Officers are expected to look at how much, how often, how long, how
recent, the situation, and positive evidence in the whole case.

Program/category Likely treatment under the final rule

Medicaid and CHIP Potentially considered when received or applied for by the applicant after
September 18. A U.S.-citizen child’s benefit is not the parent’s receipt.

SNAP, WIC, and school nutrition Not categorically excluded; DHS specifically says SNAP should be considered.
TANF, SSI, and state/local cash aid Relevant, with weight depending on amount, duration, and circumstances.

Rental assistance and public housing Potentially considered; no categorical exclusion.

Long-term institutional care Remains directly relevant.

Other means-tested programs Potentially relevant depending on guidance, program design, and individual facts.

The review also considers age, health, family situation, finances, education, and skills. Applicants may need to
show income, assets, debt, insurance, work history, caregiving, qualifications, language skills, job chances,
sponsor reliability, and reasons for any time of need.

One benefit does not automatically mean denial

The danger is how multiple negative factors may be combined, how much discretion officers have, and how fear may
cause families to surrender help that is legally safe.
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Why Broad Discretion Matters

The rule never clearly says where the limit is. An officer may look at many benefits and personal facts without a
clear cutoff. Training and supervision do not replace clear rules; inconsistent evidence requests, denials, and
lawsuits are likely.

The system will favor applicants with money. They can hire experienced lawyers, show assets, buy insurance,
and find stronger sponsors. Low income combined with iliness, disability, limited education, broken work
history, a large household, weak sponsorship, or benefit use may make the case look bad. In practice, the rule
risks becoming a test of wealth and stability.

Expected Effects on Immigrants

Healthcare, Medication, and Medical Debt

Fear that Medicaid or financial help could hurt an immigration case will make some people delay preventive
care, prenatal care, tests, specialist visits, mental health treatment, and medicines. California research found
that avoiding programs because of immigration fears more than doubled the chance of delayed care or
medicine filling. Los Angeles County also saw a lasting rise in emergency visits paid by patients themselves
after the 2018 public charge announcement (Wolstein et al., 2022; Haro-Ramos et al., 2026).

Disability, Caregiving, and Survivor Safety

Serious iliness or disability can affect health, work, income, insurance, and benefit use all at once. Unpaid
caregivers may also seem financially weaker because caregiving limits paid work. Survivors may avoid shelter,
food, medical, or mental health services because they do not know they are exempt or because an abuser uses
the rule to control them.

Legal Costs, Trust, and Access Inequality

Applications will take longer and cost more as lawyers gather proof about money, health, sponsors, job
chances, and past difficulties. Nonprofit legal services will be overwhelmed. At the same time, distrust of clinics
and agencies may make people hide information, avoid checkups, or refuse follow-up even when a program is
legally safe.

Expected Effects on Mixed-Status Families

A rule that legally applies to one person can upset the whole household. DHS says another family member’s
benefits are not counted as the applicant’s, but household income, support duties, and benefit-funded help may
still be part of the financial review (DHS, 2026).

Families may cancel benefits for eligible children, cut food assistance or healthcare, work unsafe or excessive
hours, rely more heavily on relatives and charities, delay family reunification, or abandon an application.
Sponsors may also face pressure to cover costs they cannot realistically absorb.

Likely household responses include:

e Canceling or declining benefits for eligible U.S.-citizen children.

¢ Reducing food, medical care, or housing support to protect an immigration strategy.

e Working longer or in unsafe jobs, leaving less time for caregiving and school involvement.
e Relying more on relatives, churches, food banks, free clinics, and debt.

e Delaying reunification or abandoning an application because denial feels too risky.

The fear is already measurable. In 2025, 12% of immigrant families avoided safety-net programs because of
green-card worries; among immigrant families with children, 16% avoided or stopped noncash programs, and
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15% reported more child stress, anxiety, or sadness (Gonzalez et al., 2026; Haley et al., 2026). The new rule
makes this crisis worse.

Expected Effects on Children

The central fact about children

Most children harmed by the rule will never be denied an immigration benefit. They will be harmed because adults
become afraid to use healthcare, nutrition, housing, schools, and other public systems.

Health Coverage and Special Healthcare Needs

Parents may cancel Medi-Cal or CHIP for eligible children, including U.S. citizens. Children then lose regular,
dental, vision, developmental, mental health, specialist, and prescription care. Those with disabilities or long-
term illness also risk losing therapy, equipment, trained caregivers, and early help. Earlier research showed that
fear of public charge can cause millions of children with medical needs to lose coverage, though those numbers
are not a direct 2026 prediction (Zallman et al., 2019).

Food, Prenatal, and Infant Health

Avoiding SNAP, WIC, or school meals increases hunger and removes nutrition advice, breastfeeding help, and
referrals. Pregnant and new mothers may also avoid Medicaid and prenatal care, raising the risk of uncontrolled
high blood pressure or diabetes, early birth, low birth weight, and weaker follow-up care. DHS recognizes many
of these concems but does not measure most costs (DHS, 2026).

Housing Instability

Families may refuse rental help, public housing, shelter, or energy assistance. Overcrowding, frequent moves,
or homelessness disrupt sleep, school, transportation, medical care, and safety while making asthma, hunger,
and stress worse.

Behavioral Health and Education

Children pick up on adult fears. They may think that using food or healthcare could lead to a parent’s
deportation and may pull away from teachers, clinicians, or public programs. In late 2025, 15% of children in
immigrant families and 27% in mixed-status families showed signs of emotional distress. Hunger, illness,
unstable housing, and avoiding school or child care will also hurt attendance and learning (Haley et al., 2026).

Family Separation and Caregiving Disruption

A denial—or fear of one—can delay reunification, prolong separation across borders, or stop adjustment
altogether. Children may cycle through caregivers, lose income, translate adult information, and carry
responsibilities beyond their age.

Long-Term Consequences

Healthcare, food, housing, and early-childhood services shape adult health, education, and earning power.
Lower benefit payments today may produce higher future costs through poorer health, weaker school
performance, reduced earnings, and more emergency care.
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California and Safety-Net Impact

California has 10.9 million immigrants; 28% of residents are foreign-born, and 44% of children have at least one
immigrant parent (Cuellar Mejia & Johnson, 2026). In many counties, the affected population is central to the
workforce, schools, and healthcare system—not a small group at the margins.

California should expect:

e Avoidance of Medi-Cal and other lawful state programs, including by eligible children.

e More uninsured, self-pay, late, and medically complex patients in hospitals and clinics.

o Greater demand for medications, food, housing, legal services, interpretation, and behavioral health.
o Disproportionate effects in immigrant-heavy regions and low-wage industries.

e Lower participation in vaccination, prenatal care, screening, and chronic disease management.

State protections alone will not stop the chilling effect. Families respond to the federal message and worry
about how their data might be used or if policies will change, not just the legal details of a California program.
Organizations should get ready for the rule to take effect, rather than assume a lawsuit will stop it before
September 18 (California Department of Justice, 2026; California Health & Human Services Agency, 2026).

Specific Effects on California’s Free and Charitable Clinics

California’s free and charitable clinics will feel this rule quickly because they are often the last place patients
can go when they are uninsured, underinsured, afraid to enroll in public programs, or unable to use traditional
health systems. CAFCC describes these clinics as a critical safety net providing medical, dental, behavioral
health, preventive, and navigation services to people who might otherwise go without care (California
Association of Free and Charitable Clinics [CAFCC], n.d.).

The rule will push two groups toward free clinics at the same time: people who actually lose coverage and
people who remain eligible but stop using it out of fear. Both groups are likely to arrive with fewer resources,
interrupted care, and more complicated needs. Because many free clinics operate with small paid staffs, heavy
volunteer participation, donated services, grants, and philanthropy, demand can rise much faster than clinical
capacity or revenue.

The following effects are predictable, even though the exact size of the increase will vary by county and clinic:

| Operational area Expected effect of the rule | What it means for free clinics
Fear-driven disenrollment and avoidance of Unpredictable surges in new and returning
Patient volume Medi-Cal, county programs, and other public patients, longer waits, and less capacity for people
systems. already relying on the clinic.
Patients delay preventive care, prenatal care, Visits take longer and require more laboratory
Clinical complexity chronic-disease monitoring, testing, and follow- | work, imaging, medication adjustment, referrals,
up. and care coordination.
Medications and Patients lose coverage or avoid benefits that hﬁgrisni?a dn:nl;?gzanr?e%ﬁhep:tlgagr?tssfma dnscean d
pharmacy helped pay for prescriptions. prog ’ ’ y ’

staff time spent finding affordable options.

Uninsured patients have fewer places willing to | The free clinic may identify serious disease but

Specialty and f for i . . ; finiti

diagnostic care acce_pt referrals for imaging, surgery, oncology, remain unable to secure ‘tlmely definitive care,
cardiology, and other specialty services. leaving staff to manage risk they cannot resolve.

Dental, vision, and Families postpone services that are already Longer waiting lists and increased demand for

services that many clinics can offer only

behavioral health difficult to obtain even with coverage. intermittently or through volunteers.

Greater workload for medical assistants,
volunteers, clinicians, social-service staff, and
interpreters; burnout and volunteer attrition
become more likely.

More patients need interpretation, reassurance,
benefits navigation, and help rebuilding
disrupted care.

Workforce and
language access
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| Operational area Expected effect of the rule | What it means for free clinics

Every added visit can create unfunded costs for
staff, medications, labs, supplies, malpractice
coverage, interpretation, transportation, and
referrals.

Patient need increases without a matching
Financing reimbursement stream. Many free clinics do not
bill Medi-Cal and cannot shift costs to patients.

Clinics risk giving harmful advice unless they use

Legal questions and Patients will ask clinic staff whether using a approved scripts and have rapid access to
misinformation benefit will hurt an immigration case. qualified immigration counsel or accredited
representatives.

Clinics must explain confidentiality clearly,
minimize unnecessary data collection, and still
document enough information to provide safe care
and measure unmet need.

Patients may withhold information, avoid
Trust, privacy, and data | registration, or fear that health records will be
shared with immigration authorities.

Lower participation in vaccination, prenatal
care, screening, and infectious-disease
treatment affects more than the individual
patient.

The financial mismatch is especially severe. Unlike health plans or systems paid per member or per service,
many free clinics receive no automatic payment when another uninsured patient walks through the door. The
clinic still has to find a clinician, interpreter, medication, laboratory pathway, referral partner, and follow-up plan.
That work is real healthcare, but much of it is invisible in state financing systems.

Free clinics may be asked to fill widening public-
health gaps without the staffing, supply chain, or
funding of a public agency.

Public health

Free clinics are not a substitute for health coverage

Free clinics can reduce the damage, but they cannot replace Medi-Cal, hospital care, specialty networks,
comprehensive pharmacy coverage, or long-term treatment. Treating the free-clinic sector as the fallback for a
large withdrawal from public programs would be financially unrealistic and clinically unsafe.

A volunteer clinic may be able to diagnose and manage hypertension or diabetes, but it is difficult to obtain
dialysis, cancer treatment, high-cost imaging, surgery, prolonged behavioral healthcare, or expensive specialty
medications for a rapidly growing population. Without targeted state and philanthropic support, the likely result
is longer waits, narrower services, staff and volunteer burnout, and more patients whose conditions worsen
while referrals remain incomplete (CAFCC, n.d.; California Health & Human Services Agency, 2026; DHS,
2026).

Pediatric Preparedness for California Free Clinics

Children will create a different operational burden than adults. Most will not be directly denied an immigration
benefit. They will be harmed because a parent cancels lawful coverage, avoids a pharmacy or public agency,
delays care, or becomes too frightened to complete a referral. Free clinics should expect children who are
uninsured, technically insured but afraid to use coverage, behind on preventive care and immunizations,
missing medicines, or showing the effects of hunger, unstable housing, family separation, and chronic stress.

Pediatric services are also harder to replace piecemeal. A child may need primary care, vaccines, dental and
vision services, developmental evaluation, therapy, behavioral healthcare, durable medical equipment, school
coordination, and specialist follow-up at the same time. The clinic therefore needs a pediatric continuity system,
not simply a few additional appointment slots.

Pediatric priority Likely need Preparation required

More same-day illness visits, overdue well- | Designate a pediatric clinical lead; reserve pediatric

Clinical capacity child care, newborn follow-up, chronic- appointments; recruit pediatricians, family clinicians, nurses,
disease management, and adolescent medical assistants, and interpreters; and create clear escalation
care. pathways for infants and medically complex children.
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Preparation required

Pediatric priority

Coverage and legal
navigation

Likely need

Parents may cancel Medi-Cal or avoid
using a child’s coverage because they
misunderstand whose benefits count.

Use a legally reviewed multilingual script, place benefits
navigators in trusted settings, and provide warm referrals to
qualified immigration attorneys or accredited representatives.
Clinic staff should never advise blanket disenroliment.

Immunizations

Children may arrive with delayed vaccines,
missing records, or school-entry problems.

Enroll in the Vaccines for Children program when feasible or
establish a dependable VFC partner; maintain CAIR access,
cold-chain capacity, vaccine coordinators, catch-up protocols,
and multilingual education. VFC eligibility rules must be followed
at every visit (California Department of Public Health, n.d.).

Development and early
intervention

Fear and disrupted care may delay
screening, diagnosis, speech or
occupational therapy, and Regional Center
contact.

Use standardized developmental and autism screening; provide
hearing and vision screening; build referral pathways to Early
Start, Regional Centers, school districts, and family resource
centers; and track whether services actually begin (California
Department of Developmental Services, 2026).

Behavioral health

Children may experience anxiety,
depression, trauma, sleep problems,
school avoidance, or fear of family
separation.

Provide age-appropriate screening, suicide-risk procedures,
brief intervention, family and dyadic care, bilingual therapy, and
referral pathways for child psychiatry and higher-acuity
treatment. Use state resources such as CYBHI and Cal-MAP
where available (California Department of Health Care Services
[DHCS], n.d.-a).

Medications and
equipment

Coverage loss can interrupt asthma,
diabetes, seizure, allergy, psychiatric, and
other chronic treatment.

Create a pediatric medication bridge fund and formulary; stock
appropriate formulations, spacers, masks, and emergency
supplies; use weight-based dosing safeguards; and develop
sources for durable medical equipment and specialty
medications.

Dental, vision, and
hearing

These services are often delayed first,
even though untreated problems affect
pain, speech, learning, and attendance.

Provide screening and preventive services when possible and
secure referral agreements for pediatric dentistry, urgent dental
care, glasses, audiology, ENT, and children with special
healthcare needs.

Food, infant, and
housing support

Families may avoid WIC, CalFresh, school
meals, housing assistance, or other
supports that remain lawful for the child.

Screen for food and housing insecurity; connect families to WIC,
school meals, food and diaper banks, breastfeeding and formula
support, transportation, and housing services through trusted
navigators rather than a telephone list alone.

Specialty and hospital
care

Free clinics may identify serious disease
but be unable to obtain cardiology,
neurology, endocrinology, pulmonology,
psychiatry, imaging, surgery, or hospital
follow-up.

Negotiate regional charity-care agreements with children’s
hospitals, health systems, specialists, laboratories, imaging
centers, and pharmacies before demand rises. Track
uncompleted referrals and clinical risk.

Data and quality
monitoring

The first signs of harm may appear as
missed appointments, vaccine gaps, self-
pay visits, abandoned prescriptions, and
failed referrals.

Track pediatric coverage loss, fear-related avoidance, missed
well-child care, immunization gaps, medication interruption,
developmental and behavioral referrals, food insecurity, and
uncompensated costs without collecting unnecessary
immigration-status information.

Free clinics cannot replace Medi-Cal’s pediatric benefit

For children and youth under age 21 with full-scope Medi-Cal, EPSDT covers comprehensive screening,
diagnosis, and medically necessary treatment to correct or improve physical and mental conditions, including
dental, vision, hearing, therapies, equipment, and specialty services. A free clinic cannot recreate that benefit with
episodic charity care. The first goal should be to keep eligible children safely enrolled; the second is to bridge gaps
when coverage or access fails (DHCS, n.d.-b).

Minimum pediatric resources to have ready before September 18

e A pediatric clinical lead and protected pediatric appointment capacity.

e A bilingual benefits navigator, approved staff script, and rapid immigration legal referral pathway.

e Vaccine access, CAIR capability, catch-up protocols, and trained primary and backup vaccine coordinators.
e Developmental, autism, behavioral health, food insecurity, hearing, and vision screening with closed-loop

referrals.

e A pediatric medication and equipment bridge fund with weight-based dosing safeguards.
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o Formal pathways for dental, audiology, optometry, child psychiatry, imaging, hospital care, and pediatric

specialists.

e Family supports for WIC, school meals, diapers, formula, transportation, housing, and school coordination.
o A simple dashboard that tracks fear-driven coverage loss, delayed care, uncompleted referrals, and

uncompensated pediatric costs.

Recommended pediatric clinic language

“Your child may still be eligible for healthcare, food, developmental, and school-based services. A child’s benefit

is not automatically treated as the parent’s benefit. Please do not cancel your child’s coverage or services based
on general information. We can connect you with a qualified immigration attorney or accredited representative for
advice about your family’s specific situation.”

How the Costs Shift

Hospitals, Clinics, and Pharmacies

Hospitals and clinics should expect more uninsured and self-pay patients who arrive later and are sicker. At the
same time, FQHCs may lose Medicaid revenue as more people need sliding-fee care. Free clinics will play a
bigger role but cannot meet unlimited demand without more support for staff, volunteers, medications, labs,
interpretation, referrals, behavioral health, and data systems. Pharmacies will see more abandoned
prescriptions and greater need for charity medication programs.

Schools, Food Systems, Housing, and Public Health

Schools may see more hunger, absenteeism, untreated illness, distress, and less family involvement. Food
banks and charities cannot fully replace SNAP, WIC, or school meals. When families avoid housing assistance,
overcrowding and homelessness increase, shifting costs to shelters, schools, child welfare, counties, and
healthcare. Lower vaccination rates and delayed care for infectious diseases also raise public health risks.

Effects That Are Easy to Miss

Often-missed effect Why it matters

Benefit churn

Application without receipt
Caregiving penalty
Sponsor instability

Legal-service bottleneck

Inconsistent adjudication and bias

Domestic violence coercion

School and labor spillover

Data distrust and policy whiplash

Intergenerational harm

Public Charge Rule | July 2026

Repeated enrollment and disenrollment create gaps in care and administrative waste.
A request for help may be questioned even if denied or never used.

Unpaid care lowers earnings and may make a family appear less self-sufficient.

A sponsor may meet filing rules but lack the means to cover real family costs.

Demand will exceed nonprofit capacity, increasing reliance on notarios and bad
advice.

Broad discretion may produce unequal outcomes and proxy discrimination through
income, disability, education, language, or family size.

Abusers may use the rule to block shelter, care, or benefits even when survivors are
exempt.

Parents may work more while children face less supervision, hunger, illness, and
school difficulty.

Families may avoid agencies for years because assurances can change with
administrations.

Childhood losses in health, food, and housing can reduce adult health, education, and
earnings.
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Legal and Implementation Uncertainty

The rule is scheduled to take effect September 18 unless a court, Congress, or DHS delays it. As of July 31,
USCIS had not released final Policy Manual guidance, a revised Form 1-485, exact evidence requirements,
officer training materials, or clear treatment of many state and local programs.

Lawsuits are likely, but any relief could be broad, narrow, temporary, delayed, or denied. Since guidance will
have unusual influence but not set outcomes, similar applicants may still get different results. Organizations
should watch the legal process but not promise that a court will block the rule.

No clinic, school, county worker, or community group should tell a family to cancel benefits just because public
charge “applies to immigrants.” This advice can take away a child’s food or care without helping the parent’s
case. Each decision should be made with a qualified immigration attorney or a Department of Justice-
accredited representative.

Policy Recommendations

1. Deliver immediate, multilingual, legally reviewed education.

Explain who is covered, who is exempt, whose benefits count, and what changes on September 18. Materials
should be dated, updated, and explicit that blanket disenrollment can harm children.

2. Expand qualified immigration legal services and medical-legal partnerships.

Fund nonprofit attorneys and accredited representatives for screening, application preparation, community
education, and urgent consultation for medically complex families.

3. Protect children’s enroliment and place benefits navigators in trusted settings.

Medi-Cal, CHIP, WIC, SNAP, schools, clinics, food banks, and faith communities should prevent unnecessary
loss of lawful benefits and make warm legal referrals without giving immigration advice.

4. Fund the healthcare and community safety net.

Provide flexible support for uncompensated care, medications, labs, interpretation, behavioral health, care
coordination, transportation, food, housing referrals, and specialty care. Funding must reach free and charitable
clinics directly; routing all assistance through Medi-Cal plans, hospitals, or FQHCs will miss many of the
organizations that will actually receive patients who avoid or lose coverage.

5. Build rapid reenrollment and continuity-of-care pathways.

Children, pregnant patients, people with disabilities, and those with chronic illness need quick coverage
restoration, medication bridging, and uninterrupted referrals when fear-driven disenroliment occurs.

6. Protect privacy and minimize unnecessary data collection.

Collect only what the law requires, explain confidentiality plainly, limit access, and establish procedures for
immigration-related requests.

7. Track the chilling effect in real time.

Monitor terminations, failed renewals, self-pay visits, delayed prenatal care, abandoned prescriptions, meal
participation, housing instability, and child outcomes by region and language.

8. Coordinate administrative advocacy and litigation.

California agencies, counties, health systems, clinics, and advocates should demand clear exclusions,
understandable weighting standards, public training materials, due process, and judicial review of arbitrary
enforcement.
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9. Establish a California Free Clinic Stabilization and Access Fund.

Create a direct, rapidly deployable funding stream for free and charitable clinics based on patient volume,
clinical complexity, uncompensated medication and laboratory costs, language needs, and local coverage loss.
Eligibility should not depend on Medi-Cal billing because many affected patients will be avoiding or losing

precisely that system.

10. Protect pediatric continuity and fund pediatric preparedness.

Provide direct support for pediatric clinicians, immunizations, medication bridging, developmental and
behavioral screening, interpretation, dental and vision care, equipment, benefits navigation, and specialty
referrals. Funding should reward clinics for keeping eligible children connected to Medi-Cal and other lawful
services while also covering children who lose access because of fear, administrative churn, or actual loss of

coverage.

Immediate Operational Initiatives for Clinics and Community

Organizations

Train staff
Use one script
Build legal referral pathways

Provide dated multilingual
materials

Protect privacy
Preserve clinical continuity

Track barriers

Forecast capacity

Secure downstream care

Protect volunteers and staff

Appoint a pediatric lead

Protect child coverage

Build pediatric pathways

Fund pediatric continuity

Action before September 18, 2026

Teach basic scope, exemptions, family-benefit rules, and the limits of staff advice.
Tell families not to stop benefits based on general information and offer qualified referrals.
Create reliable, urgent access for maternal-child and medically complex cases.

Distinguish direct legal exposure from family chilling effects and update materials as
guidance changes.

Collect only necessary information and explain access and confidentiality.
Plan medication bridging, prenatal care, vaccination, labs, and chronic-disease follow-up.

Record fear-driven coverage loss, self-pay changes, delayed care, and benefit barriers
without collecting unnecessary status data.

Estimate likely increases in visits, medication demand, laboratory costs, interpretation, and
referral needs; identify which services will reach capacity first.

Negotiate charity pathways with hospitals, specialists, imaging centers, laboratories,
pharmacies, and behavioral-health partners before referral demand rises.

Set clear boundaries on immigration advice, provide de-escalation support, and monitor
burnout, turnover, and volunteer attrition as patient complexity increases.

Assign responsibility for pediatric protocols, staffing, vaccine readiness, medication safety,
referral networks, and quality tracking.

Create a rapid benefits-navigation and legal-referral process so families do not cancel
children’s Medi-Cal, nutrition, developmental, or school-based services because of
misinformation.

Confirm access to VFC vaccines, CAIR, Early Start and Regional Centers, behavioral
health, dental, vision, hearing, hospitals, imaging, and pediatric specialists.

Set aside flexible money for medications, equipment, laboratory testing, transportation,
interpretation, and urgent specialty referrals when coverage is interrupted.

Recommended clinic language

“Public charge does not apply to everyone, and a family member’s benefit is not automatically treated as yours. Do not
cancel a child’s health or food benefits without individualized advice from a qualified immigration attorney or accredited

representative.”

Public Charge Rule | July 2026
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Conclusion

The September 2026 rule changes immigration policy and directly threatens families’ access to healthcare,
food, and housing. The main problem is not just adding a new benefit, but taking away clear rules and replacing
them with broad officer discretion and guidance that is still not complete.

DHS expects fewer immigrants and U.S. citizens in mixed-status households to use benefits. This means about
1.27 million people and 35,294 households, with $13.05 billion less in annual payments. The rule will not
reduce illness, hunger, disability, or housing needs. Instead, these needs will shift to children, families,
hospitals, schools, counties, charities, free clinics, food banks, and emergency services. California must
respond quickly, accurately, and with enough resources (DHS, 2026).

Final assessment

The rule will force some families to choose between an immigration strategy and a child’s immediate need for care, food,
or housing. That choice will predictably harm children, including U.S.-citizen children.

Source Notes and Limitations

e This paper is based on the final DHS rule published July 20, 2026, and sources available through July 31.
Final USCIS implementation guidance and the revised Form [1-485 were still pending.

e Statutory exemptions remain. This paper is policy analysis, not legal advice. No one should cancel benefits
or file an immigration application without individualized advice from a qualified immigration attorney or
accredited representative.
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