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INTRODUCTION 
 
 

This guide aims to provide practitioners with details on how to create their own Medical Financial 
Partnership, which will integrate evidence-based economic services, including the Earned Income Tax 
Credit, into pediatric primary care. Although finances may seem disconnected from health, they are 
fundamental to health and well-being. Much evidence exists around economic tools and improved health; 
the most robust evidence exists about the Earned Income Tax Credit. This cash transfer is associated with 
everything from improved birth weight to improved child and adult mental health.1 As a health care system, 
providing these upstream services, then, may have the potential to actually improve both health and 
health care utilization2, which has downstream effects in saving health systems money and, of course, in 
helping populations be healthier. 
 
The guide is meant to be practical with easy-to-follow headings to facilitate locating the sections that will 
be useful at any given point in time. We hope entire document is helpful, and depending on which stage 
you are at in implementation, you may want to choose sections most relevant to you. 
 
We know that circumstances vary greatly nationally – in every respect from local and state policies to 
capacity of (or absence of) local community-based organizations and other potential partners to funders 
and even health clinic cultures and leadership. No one size fits all approach exists. Rather, we hope that 
you will be able to adapt our lessons learned to your own circumstances. We have included some 
guidance on specific ways to adapt our model as well as barriers to implementation but will not have 
thought of everything. Our goal is to save you at least some of the many years of start-up time and 
experimenting that got us to our model, while empowering you to do what works best in your local 
environment – you are the expert! Regardless of geography, families experience financial need all over 
our country, and we do have strong national policies (i.e., the Earned Income Tax Credit) that can benefit 
families and help improve their health.  
 
If you are interested in embarking on this journey, we would love to have you join our free national network 
(Health by Wealth Collective) to actively collaborate, learn from each other, and grow this movement. To 
connect with us, simply go to our website (www.mystreetcred.org) and click on the “Partner” tab, then fill 
out the application form or email info@mystreetcred.org. 

 
 
 
 
 
 
 
 

 
 
 
 
 

http://www.mystreetcred.org/
mailto:info@mystreetcred.org
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WHY PROVIDE ECONOMIC SERVICES  
IN PRIMARY CARE? 
 
 
 

Poverty and financial strain are associated with risk of poorer physical and mental health outcomes for 
children and their families.1 It is a health problem, but not one we are trained to address in medical school. 
Luckily, some tools to intervene exist, and we as primary care providers can help. The evidence behind 
these financial tools varies.  
 
The strongest evidence exists for the Earned Income Tax Credit (EITC), a refundable tax credit for low to 
moderate income working Americans with children. The EITC has been associated with everything from 
improved birth weight, gestational age, and child mental health to decreased child abusive head trauma 
and suicide rates in adults.3–7 The health impacts of EITC are so promising that CDC highlighted it as one 
of 14 non-clinical, community-wide approaches that have evidence reporting 1) positive health impacts, 2) 
results within five years, and 3) cost effectiveness and/or cost savings over the lifetime of the population or 
earlier. This credit, worth up to $6,600, depending on income, marital status, and the number of children 
(up to three), is underutilized, with 20% of eligible families missing out entirely and 60% of those who do 
claim it losing hundreds of dollars to for-profit tax preparers.8,9 Both in-person and virtual free tax 
preparation services, regulated and supported by the IRS, exist but can be challenging for families to 
access and many are unaware of this option; only 1% of families who claim the EITC use these sites, 
called Volunteer Income Tax Assistance (VITA).  
 
More limited evidence supports the association between receipt of nutritional cash supports (i.e., 
Supplemental Nutrition Assistance Program (SNAP) and the Special Supplemental Nutrition Program for 
Women, Infants and Children (WIC)), 529 College Savings Accounts (CSAs), paid parental leave (state-
based policies), Medicaid, and Supplemental Security Income (SSI) and improved health outcomes such 
as decreased maternal depression and improved child social emotional development and growth.1,10–14 
Like the EITC, these tools may be underutilized due to access barriers, changing eligibility, and program 
restrictions but available to many low-income families nationally.  
 
Aside from the evidence that these tools may help families be healthier, the other reason for pediatric 
primary care practices to incorporate financial tools into their models is that we have access and trust! 
From 2016-2020, approximately 80% of children received annual preventive medical visits.15 No other 
location catches such a large percentage of young kids. The first year of life, when poverty potentially has 
highest impact on growth and development, has seven times well child visits. Equally important, parents 
have said they want to talk to their doctors about financial stress in studies across the country.16,17 We 
may not think of ourselves as financial experts, but parents want to talk to us. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

http://www.cdcfoundation.org/sites/default/files/files/EITC_PublicHealthActionGuide.pdf
http://www.cdc.gov/policy/hi5/taxcredits/index.html
https://www.irs.gov/individuals/free-tax-return-preparation-for-qualifying-taxpayers
https://www.fns.usda.gov/snap/supplemental-nutrition-assistance-program
https://www.fns.usda.gov/wic
https://www.fns.usda.gov/wic
https://prosperitynow.org/about-csas
https://www.ncsl.org/labor-and-employment/state-family-and-medical-leave-laws
https://www.medicaid.gov/
https://www.ssa.gov/ssi/?gclid=CjwKCAjw-7OlBhB8EiwAnoOEk49ktpx67Kj3sGdbwzUG2-OtJmSENBUmpnT3lqLspakmHKmyb3LgrBoCsSEQAvD_BwE
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STREETCRED’S ECONOMIC BUNDLE MODEL 
 
 

As New England’s largest safety-net hospital, Boston Medical Center’s (BMC) pediatric primary care clinic 
serves 14,000 patients, including approximately 1200 infants—90% Medicaid-insured, 30% immigrants, 
and 70% people of color. StreetCred is a BMC program that delivers financial services to promote access 
to underutilized policies such as the Earned Income Tax Credit (EITC) to over 300 Boston Medical Center 
(BMC) families annually in pediatric primary care.18–22 We have capitalized on the longitudinal, trusting 
relationship between pediatric clinicians and families by universally offering enrollment supports, instead 
of screening for deficits. We focus on evidence-based interventions that dismantle the structural inequities 
we identified and help our patients advance through the lens of economic justice rather than “charity,” 
ultimately improving their health and well-being. 
 
StreetCred’s population is 94% Black, Indigenous, people of color (BIPOC) and 54% in poverty. We 
founded StreetCred in 2016 in response to a realization that families were not aware of the EITC and were 
missing out. We initially attempted to refer to community tax prep sites but encountered barriers to access. 
A patient asked us why we could not just do her taxes at the clinic, which we thought was a great idea. We 
have since expanded to offering a bundle of seven underutilized economic supports. 
 

What’s in our bundle 
 
We selected all economic services because they: (1) were underutilized, (2) have capacity (i.e., we can 
get families access to them, unlike housing in Boston, for example), and (3) have cash-value or asset 
building potential that will not trigger the public benefit cliff effect (i.e., leading to families losing public 
benefits as a result of increasing savings), and (4) are evidence-based, at least to some degree. These 
economic tools are: 
 
Cash transfers 

• Tax preparation to maximize tax refunds and receipt of the EITC 

• Paid Family & Medical Leave: a state benefit in Massachusetts (MA) 
 

Cash-like food resources 

• SNAP 

• WIC 

• Boston Medical Center’s food pantry 
 

Asset-building tools 

• 529 College Savings Account (MA deposits up to $170 in first year of life) 

• Family Self Sufficiency (Department of Housing and Urban Development (HUD) program that 
allows families in federally subsidized housing to save any increases in their rent as their 
income increases and participate in financial coaching) 

 
We have capitalized on the longitudinal, trusting relationship between pediatric clinicians and families by 
universally offering enrollment supports at well child visits, instead of screening for deficits. This proactive, 
opt-out approach emphasizes family strengths, rather than focusing on disclosing need and/or trauma. As 
members of the care team, all the roles described below access the electronic medical record (EMR) as a 
part of routine medical care, so do not require consent from parents unlike a research team. They have all 
undergone and remain up to date on the Health Insurance Portability and Accountability Act of 1996 
(HIPPA) training per hospital requirements. 

 

 
 

http://www.mystreetcred.org/
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STREETCRED’S ECONOMIC BUNDLE MODEL (Cont.) 
 

 
How we deliver it 
 
At the newborn visit, a Patient Navigator (PN) meets with families to welcome them to the clinic, help them 
select a PCP and schedule well-child visits for the first six months of life. During this time, they also 
introduce the economic bundle, offer the timeliest resources (food resources, Paid Family & Medical 
Leave, and tax prep, if tax season), document the conversation in their EMR note, and add the family to a 
list in the EMR of families enrolled in the economic bundle (named “StreetCred Economic Bundle 
Patients”). The PN role is full time and funded by the clinic; however, there are only 2 PNs serving our 
population of 14,000 families, and they only work during normal business hours, so there are families who 
do not get to meet with a PN due to lack of capacity or having an evening or weekend visit and thus, are 
not enrolled in the economic bundle.  
 
For the remaining six visits in the first year of life (1, 2, 4, 6, 9, and 12 months), StreetCred’s part-time 
Financial Navigators (5-6 individuals) proactively attempt to meet with families to follow up, offer the 
remaining services, and assist with enrollment, tax prep, and/or account opening. They identify patients 
ahead of time by comparing the “StreetCred Economic Bundle Patients” list in the EMR and the clinic 
schedule; since they are a part of the clinical team, they do not need to request consent from parents 
(unlike a research team). They enter the exam room during downtime (i.e., while waiting on the medical 
assistant, nurse, or provider). They also offer virtual or in-person follow up as needed between visits. They 
communicate with parents using a dedicated cell phone and choose a mode of communication based on 
the patient’s preference (texting, calls, email, EMR messages, video calls). They document all interactions 
in a note in the EMR. 
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IMPLEMENTATION LOGISTICS 

 

 
This work can be done at many different levels. At a bare minimum, for our model, we have found that the 
following is needed: 
 

Staff 
A part-time seasonal tax site coordinator and volunteer tax preparers and/or year-round financial 
navigators. Our current model additionally requires a full-time administrative director, financial coach, and 
an AmeriCorps VISTA volunteer, who manages the financial navigators (part-time, paid via AmeriCorps 
Public Health).  
 

Financial Resources 
For a tax-only program, the main cost is the tax site manager, who is paid based on your local VITA 
coalition’s going rate for this role, generally $20-30/hour. We have found about 20 hours a week (majority 
evening and weekend hours) to be an effective number of hours for our site to be open, plus about 5 
hours a week of admin time, which means the salary cost is about $12,000. For a more robust year-round 
model like our current one, the cost is closer to $400,000. 
 

Startup time 
It took us a full year of preparation work before we were ready to launch our first tax site. This time could 
have been longer except for a very supportive Department Chair, who helped us cut through 
administrative red tape at the hospital. 
 

Space 
At a minimum, a tax site requires two tables and computers for the tax site manager and tax volunteer. 
These can be set up temporarily in a clinic’s waiting room and broken down each day, if needed. In 
addition, we currently have one dedicated desk space within our clinic for our financial navigators to sit 
down with patients, but they generally meet with patients in the exam room. 
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QUALITY IMPROVEMENT & EVALUATION 

 

 
We take advantage of the EMR for most of our data tracking and collection. We keep a master patient list 
within the EMR. We also have programmed smart phrases with checklists and questions to document 
during patient encounters for standardized service delivery and data tracking. We work with our hospital’s 
Clinical Data Warehouse to extract these data to review our program metrics and to understand if we are 
equitably reaching families. 
 
We additionally use an Excel tracking sheet to keep track of all visits, to anticipate the next time a patient 
will come in, and to track metrics in real-time. This sheet is stored in secure password protected online 
box. 
 
We have a vision for building a high-quality evidence base on impact on financial well-being, health, health 
care utilization that could enable us to secure ongoing public funding (i.e., Medicaid, state government) 
and make the service more scalable for others. 
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HOW DO WE FUND THIS WORK?  
 

 

This work is funded through a mix of federal and foundation grant support, corporate and individual 
donations, and hospital in-kind support. AmeriCorps is one of our most important funders. We have two 
AmeriCorps grants: (1) AmeriCorps Public Health, which allows members to provide direct service. This 
award funds our six part-time Financial Navigators, most of whom are pre-medical/health students. They 
receive a stipend in exchange for a commitment of a set number of hours over the course of 1 year; and 
(2) AmeriCorps VISTA, which is a full-time one-year commitment focused on capacity building roles. Our 
VISTA members have provided program management and development for us. We are currently also 
recruiting a VISTA to focus on internal and external communications. 
 
We receive some IRS and state government funding specific to running a Volunteer Income Tax 
Assistance (VITA) tax preparation site. This money funds our part-time, seasonal tax site manager. We 
have accessed these funds by partnering with our city’s tax help coalition. Corporate partners, from the 
financial services industry, and individual donors are often interested in our work as it resonates with their 
mission. These donations fund operational costs that are more difficult to cover with research and 
foundation grants. Foundation grants from regional and national organizations have mostly funded pilot 
innovations and research evaluation. We currently have a funded quasi-randomized longitudinal study to 
understand whether services impact financial well-being, parent-child health, health care utilization, 
connection to health care team.  
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WORKING WITH PARTNERS 
 

 

Partners are a critical part of this work, without whom it would not be possible. Most partners whom we 
have approached have intuitively understood the value-add of working with a health clinic or hospital and 
been eager to collaborate. For partners who may be less sold on the idea, we’ve found that it is useful to 
emphasize the access we have to families and the trust they have in us. For many partners, locating 
families and engaging them in services can be challenging as they do not have the natural longitudinal 
relationships that we do. Further, for many the idea that financial services may improve health and 
wellbeing naturally resonates. 
 
In respect to the EITC and tax preparation, we work with the IRS as a registered Volunteer Income Tax 
Assistance (VITA) site. The best way to get started with that is to search for your local VITA tax prep 
coalition, who can provide good technical support and guidance on getting started. We have also 
partnered with Code for America’s Get Your Refund to offer virtual tax preparation in the past, although 
have concluded that for now, virtual only services are not the best fit for most of our families due to the 
digital divide. We still let families know they can go to the Get Your Refund website to get free virtual tax 
prep services if they prefer that route.  
 
As mentioned above, AmeriCorps (Public Health and VISTA) is a key financial partner who has allowed us 
to move away from relying on unpaid volunteers to provide tax preparation and other economic bundle 
services. We have found the AmeriCorps model much more effective.  
 
Additional important partners for us include United Way, who has provided financial coaching technical 
support, although many financial coaching and empowerment organizations exist and may differ in your 
area. We have partnered, for example, with Compass Working Capital, a local NGO promoting uptake of 
HUD’s Family Self Sufficiency program. We have partnered with the State of MA on enrolling families in 
529 College Savings Accounts (the state incentive program to open an account in the first year of life, 
called Baby Steps, is run through the Office of Economic Empowerment, a part of the Office of the 
Treasurer) and the MA Department of Paid Family and Medical Leave, under the Office of Labor and 
Workforce Development. As of this writing, many states offer regular or one-time 529 CSA incentives 
(click on your state and look under ‘other features’ to see incentives; this article highlights one time 
incentives) and 16 states have paid leave policies. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.irs.gov/individuals/irs-vita-grant-program
https://www.irs.gov/individuals/irs-vita-grant-program
https://irs.treasury.gov/freetaxprep/
https://www.getyourrefund.org/en
https://americorps.gov/about/what-we-do/public-health-americorps
https://americorps.gov/serve/americorps/americorps-vista
https://unitedwaymassbay.org/our-impact/moving-families-out-of-poverty/
https://www.compassworkingcapital.org/
https://www.collegesavings.org/find-my-states-529-plan/
https://www.collegesavings.org/wp-content/uploads/2023/05/2023-529-Day-Press-Release.pdf
https://bipartisanpolicy.org/explainer/state-paid-family-leave-laws-across-the-u-s/
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HOW TO ADAPT TO YOUR LOCAL CIRCUMSTANCES 

 
 

Our model is likely not exactly right for your circumstances given variation in state policies, clinic/hospital 
capacity, and other factors. Our partners nationally have worked creatively to build models that work for 
them. Here are a few ideas to consider: 
 

Embedding services versus closed loop referrals  
While we have embedded services within our clinic, others have found success building strong community 
partnerships with closed loop referrals (i.e., getting feedback from the partner as to whether a family uses 
the service), so they can support families in accessing services without providing them onsite. 
 

In person, hybrid, and/or virtual services 
We have found it important to have at least an initial in-person touch point to build trust and relationships – 
and that many families appreciate virtual, especially text-based, follow up. For some sites, virtual services 
may be the only option and depending on the population, can also be effective. 
 

Staffing services versus bringing in a community org to staff it 
If you are offering services onsite, some local organizations may be willing to embed their own staff in your 
clinic (with or without shared fundraising to pay for these staff), which can substantially decrease the 
administrative work of hiring and supervising staff on your end. On the other hand, it can lead to 
decreased control of program offerings and some barriers to onboarding external staff (i.e., vaccination 
and TB paperwork, etc.) may still exist. 
 

Offering one versus many services  
For many years, we only offered tax preparation due to capacity and a desire to focus on reaching as 
many people as possible. We now offer more services but reach a fewer number of people (about 300 
children annually).  
 

Additional economic services to consider  
We do not currently offer these services, but they are important, and we are investigating opportunities to 
incorporate them: credit building, emergency savings, and banking, among others. The main reason we 
do not offer them is that these are more difficult to offer as discrete services, but we have successfully 
piloted them as a part of more comprehensive financial coaching interventions. 
 

State based differences and challenges 
As mentioned previously, states vary dramatically in their policies, both in respect to how they implement 
federal policies such as Medicaid, SNAP, and WIC and any state-based policies they offer.  In MA, we 
have a comprehensive approach to Medicaid enrollment, but in another state, it might make sense to offer 
Medicaid enrollment services as a part of your bundle. Tax preparation and the Earned Income Tax Credit 
are the economic tool that vary the least among states. 
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BARRIERS  
 
 

Many barriers exist to setting up a Medical Financial Partnership, but it is worth it to persevere. It took us a 
full year of planning before we launched our first tax site and very well could have taken longer if it weren’t 
for strong champions in our leadership (i.e., Dept Chair and Medical Director of our clinic). 
 

Space 
We have dedicated desk space for 1 person in clinic, alongside our front desk staff, which is a chaotic, not 
private location but all that was available. We utilize folding tables in the waiting room during tax season 
for tax preparation with portable dividers for visual privacy. Our Financial Navigators meet with patients in 
exam rooms during wait time (waiting on provider or nurse) and then continue the conversation as needed 
in the waiting room, at our dedicated desk space, or virtually later, per patient preference and specific 
circumstance. Obtaining and maintaining these spaces has taken much negotiation and relationship 
maintenance with clinic leadership. 
 

Time 
As mentioned above, in person contact is often brief because we utilize wait time. We have found even a 
brief touch point is enough to build a relationship and trust that facilitates virtual follow up. The frequency 
of visits (seven in first year) also allows for relationship building even if interactions are brief. Finally, we 
have found texting can be used to accomplish a fair amount and is very acceptable to families. 

 

Buy-in 
Having buy-in at all levels is critical to success. Leadership buy-in is essential to cut red tape and 
advocate when high-level concerns arise. Find your champion who “gets it” and is willing to speak up for 
you. For example, when our hospital was initially concerned about the legal ramifications of offering tax 
prep, our Department Chair advocated for us with our Legal group. This concern is common but 
unfounded as the IRS has a good Samaritan-like law for VITA tax prep. Staff buy-in is also important as 
they facilitate advertising services to patients and allowing Financial Navigators into exam rooms. We offer 
services to staff who are lower-income and whose children use our clinic and many then share their 
experiences with patients. StreetCred also shows up at staff group meetings, engage them in operational 
questions, and work to partner with them. Similarly, providers are important partners as well. We also 
show up at their meetings to provide updates and get input. Many providers have shared with us that they 
find this service is a solution to feeling like they can’t help with patient’s social needs and thus, appreciate 
it. As a part of the routine clinical workflow, financial navigators take the onus away from other staff on 
referrals by making the service systematic and opt out; our team tracks our list of enrolled patients and 
automatically goes to see them at each visit rather than asking providers, medical assistants, nurses, etc. 
to make referrals. 
 

Language 
Our population is multi-lingual with Spanish, Haitian Creole, and English being the most spoken 
languages. We prioritize hiring bilingual/bicultural staff and AmeriCorps members whenever possible. We 
also utilize our hospital phone interpreter system as needed. 
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BARRIERS (Cont.) 

 
 

Staff and volunteer retention 
Retention can be challenging, particularly for temporary, seasonal and part-time positions. We previously 
recruited >80 volunteers annually for tax preparation with a high turnover rate, mostly because of 
onboarding barriers (i.e., vaccination records, tuberculosis testing). We have transitioned to mostly using 
our smaller team of 6 AmeriCorps Financial Navigators (who are paid a stipend). We recruit a few 
dedicated tax prep volunteers to supplement during tax season with a focus on those who can certify as 
advanced preparers, have experience, and reliable schedules (able to spend at least a 4-hour chunk of 
time with us weekly). We engage in volunteer appreciation and relationship building to retain volunteers 
and also accept that annual recruitment is required. 
 
For staff, the pandemic has greatly increased the desire for remote work. Our administrative positions are 
hybrid, with everyone coming into the office at least two days a week. Our clinical service positions are 80-
100% in person. We make sure to be very transparent during the hiring process about this with repeated 
discussion on this point. Despite these efforts, we have still found it to be a challenge for hiring and 
retention. When possible, we prioritize hiring those who live nearby and express an interest in work that 
involves much in person interaction. 
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CONCLUSION 

 
 

Medical Financial Partnerships are feasible for any clinic or health system to create nationally! The need is 
everywhere. Patients and clinic staff find these services highly acceptable. This work takes effort and 
creativity but is extremely rewarding. Seeing families get thousands of dollars back in EITC and tax 
refunds and express excitement about opening an account for their child to go to college, among others, is 
immensely gratifying. Our very first tax client – a great grandmother with sole custody of her toddler 
grandchild exclaimed she was going to use her $3000 refund to buy “luxuries” – a warm winter coat for the 
baby and fresh fruits and vegetables. Another parent, an immigrant mother of three, excitedly announced 
she was going to ask her boss if she could work more hours after learning the value of the EITC increases 
as income increases (up to a point). Parents who have participated in our financial coaching have reported 
increased comfort with their finances after participating. They also highlighted the importance of the group 
experience: “Unfortunately, when you realize that you're not the only one struggling, that can be 
empowering.” And perhaps most importantly, parents have highlighted the emotional relief these services 
bring: “It gives you less stress. So, if you having less stress, you're not as irritable. Or you're not as 
aggravated. Or you're able to just bond more with your child. And just spend more time with them 'cause 
you're not worried about other things."  
 
We invite you to join us! Our free national network (Health by Wealth Collective) facilitates active 
collaboration, community-building, and comradery in growing this national movement. To connect, simply 
go to our website (www.mystreetcred.org) and click on the “Partner” tab, then fill out the application form 
or email info@mystreetcred.org. We hope to hear from you soon! 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.mystreetcred.org/
mailto:info@mystreetcred.org
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