AmeriCorps*VISTA Petition for Better Health Care

Background (Preamble):

AmeriCorps*VISTA members are currently being denied and are forgoing health care throughout the country due to an undefined and limited health benefits program. We are forced to pay out of pocket if we have pre-existing conditions (a practice that was recently prohibited for health insurance plans) and take numerous days off to wait in line for care at free or low-cost clinics. 

While medication is covered, we may have difficulty obtaining the prescription if it is a pre-existing condition. Tests, x-rays, and specialist visits are expensive, and if the prescription expires before the VISTA completes his or her service term, he or she may be unable to have the medication re-prescribed during the term. Other services provided through Seven Corners are vaguely defined and vary from state to state, meaning that some accidents, injury, or ailments are covered and some are not. 

As a result, VISTAs may forgo medical treatment for their injuries or illnesses, causing undue hardship on an already-impoverished volunteer and escalating potential physical harm. It is well known that preventative care reduces hospital visits and stays, and we believe VISTAs are entitled to that level of care. Providing better health care benefits will also make for more productive, healthy volunteers who are able to serve for longer terms in communities of need.

Petition: 

WE, THE UNDERSIGNED, hereby respectfully request the Corporation for National and Community Service, as well as any and all associated groups, organizations, and/or individuals, provide augmented health care benefits to VISTA members.

Specifically, we request the removal of the pre-existing conditions clause that effectively restricts many members from receiving adequate medical care; that all members are eligible to receive at least ONE OF EACH of the following provided through Seven Corners: an annual physical examination, an annual eye exam, and an annual dental exam with cleaning; and that the limitation of services provided by Seven Corners is clearly defined. 

At present, the majority of VISTAs are unable to afford outside medical insurance due to the limitations of the VISTA program (no outside employment, stipend based on federal poverty level) and free or low-cost clinics may be scarce or overcrowded – forcing VISTAs to take off much more time during their service term just to receive basic care.  

We respectfully request that our health care benefits be improved so that we are able to maintain optimal health and continue to provide invaluable services throughout the country.
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