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Abstract
Medicaid is a large health care market, but venture-backed digital health has gen-
erally been built around employer, commercial, Medicare Advantage, and con-
sumer revenue. This paper builds a public-source screened census of Medicaid-
oriented digital health and health-technology companies from 2011 to 2025. I
combine company seed lists, SEC Form D filings, public funding announcements,
company and investor materials, Medicaid managed care and safety-net evi-
dence, and manual validation reports. The current public-data screen identifies
a 95-company discovery universe, a conservative 9-company analytic core, and a
broader 18-company core-plus-sensitivity frame. The main finding is not simply
that venture investment in Medicaid has grown. Rather, Medicaid-oriented in-
vestment is visible but bounded, concentrated, and highly sensitive to inclusion
rules. The conservative core is concentrated in behavioral health and substance
use disorder care, home and community-based models, eligibility and renewal in-
frastructure, medication optimization, and social-support models. Policymakers
should treat venture-backed Medicaid innovation as a targeted market shaped
by managed care, procurement, and measurable operating problems, not as a
broad substitute for public capacity.

Introduction
Digital health has attracted large volumes of venture capital, but most invest-
ment has not been designed around Medicaid. This is not surprising. Medicaid
is large, but it is not a simple consumer market. Beneficiaries usually cannot
pay out of pocket, benefit design varies by state, and purchasing is mediated
by state agencies, Medicaid managed care organizations, safety-net providers,
community-based organizations, and delegated vendors. For startups, the Med-
icaid opportunity is therefore inseparable from procurement, regulation, actuar-
ial incentives, quality measurement, and health-equity policy.

That market structure creates a measurement problem. Public discussion of-
ten treats “Medicaid innovation” as a broad category, but companies differ
sharply in how Medicaid-specific they are. Some are Medicaid-native: their
business model centers on Medicaid plans, state Medicaid agencies, federally
qualified health centers, safety-net providers, or Medicaid beneficiaries. Oth-
ers are Medicaid-engaged: they are broader digital health or service compa-
nies with public Medicaid managed care contracts, state Medicaid partnerships,
Medicaid coverage evidence, or Medicaid-focused product lines. Still others
are Medicaid-adjacent: they serve low-income, rural, disabled, safety-net, or
community-based populations but do not clearly rely on Medicaid revenue.
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Those distinctions matter because a generous definition can make Medicaid-
oriented venture activity appear much larger than a conservative definition. The
closest existing benchmark is the Health Affairs Forefront/Rock Health analysis
summarized by KFF Health News and verified in a local PDF capture for this
project. That analysis reported that from 2011 to 2022, about 7.7 percent,
or $7.75 billion of about $101 billion in digital health investment, supported
companies engaging with Medicaid plans.1,2 Rock Health has separately argued
that Medicaid is a promising but underdeveloped digital health market.3 Peer-
reviewed digital health startup studies demonstrate that company-level venture
datasets can be classified by population, purchaser, product type, evidence, and
funding, but they do not provide a Medicaid-specific public investment panel.4-7

This paper turns Medicaid startup investment from a market claim into a re-
producible measurement exercise. I ask three questions. Which venture-backed
digital health and health-technology companies have public evidence of mean-
ingful Medicaid relevance? How do counts and funding totals change when the
sample moves from a conservative Medicaid-focused definition to an expanded
boundary-condition definition? And what does the distribution of companies
suggest about the kinds of Medicaid problems venture capital is more, and less,
likely to fund?

Data And Methods
I built a layered public-source pilot dataset. The first layer is a 66-company
seed universe derived from market analyses, Medicaid Innovation Collaborative
case studies, user-identified candidate lists, and manually identified Medicaid-
oriented startup leads. The second layer is a funding-event backbone using
SEC Form D quarterly ZIP files, public funding announcements, company and
investor materials, trade press, and GDELT article candidates.8-10 The third
layer is a Medicaid relevance and adoption evidence layer using company web-
sites, Medicaid managed care or state partnership announcements, safety-net
evidence, Medicaid coverage pages, state procurement or contract leads, and
validation reports.

The public-source scaffold imported 73 SEC Form D ZIP files, parsed 757,857 is-
suer rows, generated 119 conservative exact or prefix candidate Form D matches
for 39 companies, and mechanically deduped those to 105 candidate funding
rows. These Form D rows are not final analytic funding events because is-
suer identity, amendments, operating-company aliases, and round composition
require manual validation. The scaffold also parsed two company evidence pack-
ets into 141 non-empty evidence cells across 58 companies, including company
Medicaid pages, funding announcements, managed care vendor announcements,
press releases naming Medicaid or state partners, and state Medicaid procure-
ment or contract leads.

The validation layer ingested two structured reports, parsed 30 company rows
from each, and reconciled them into a 30-company decision table. When the
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reports disagreed, the more conservative decision source was used and disagree-
ment fields were preserved for review. The final sample-freeze table assigns each
company to one of four draft-use groups: primary results, sensitivity analysis,
screen/appendix, or excluded.

To preserve the full discovery work, I also built a union table combining the
66-company seed universe, the 30-company supplemental screen, and the 30-
company story table. After one overlap, this full screened universe contains 95
unique companies. I use it for transparency and appendix reporting, not as the
main analytic denominator.

Definitions
Companies are classified into four Medicaid relevance buckets. Medicaid-native
companies have Medicaid, Medicaid managed care organizations, state Medi-
caid agencies, federally qualified health centers, safety-net providers, Medicaid
beneficiaries, or Medicaid-specific workflows at the center of the business model.
Medicaid-engaged companies serve broader markets but have public Medicaid
managed care contracts, state Medicaid partnerships, Medicaid coverage evi-
dence, Medicaid-focused products, or safety-net implementations. Medicaid-
adjacent companies serve populations or institutions closely related to Medi-
caid, but public evidence does not clearly establish Medicaid revenue or Medi-
caid buyer centrality. Not Medicaid-specific companies either lack meaningful
Medicaid evidence or have evidence against inclusion.

The main analysis uses two samples. The core conservative sample includes
companies with public disclosed funding of at least $20 million, public Medicaid
relevance evidence, and a business model sufficiently tied to Medicaid or Med-
icaid managed care to appear in main-text results. The expanded sensitivity
sample includes companies that meet a funding threshold and have meaningful
Medicaid evidence, but whose broader payer, provider-enablement, marketplace,
or historical/acquisition status makes them less clean as Medicaid startup ob-
servations.

This design expands the paper without weakening the headline claim. The
main denominator stays conservative; the sensitivity sample shows how much
the observed market changes when broader Medicaid-engaged companies are
included.

Results
The Full Discovery Universe Is Much Larger Than The Analytic Core

The full screened universe contains 95 unique companies. Sixty-five are seed-
universe companies that have not yet been fully adjudicated for the analytic
sample, 9 are in the conservative core, 9 are in the expanded sensitivity sample,
10 remain screened appendix leads, and 2 are excluded after review.
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The 9-company conservative core consists of Arine, Better Life Partners, Boul-
der Care, Fortuna Health, MedArrive, Nest Health, Papa, Valera Health, and
Workit Health. The expanded sensitivity sample consists of Aledade, Equality
Health, Equip Health, Grow Therapy, Healthmap Solutions, myLaurel, Quartet
Health, Rula Health, and Vesta Healthcare.

This structure is the first finding. If the paper counts only companies whose
business model is visibly centered on Medicaid, the market appears small and
specialized. If it also counts broader companies with Medicaid product lines,
Medicaid coverage evidence, or Medicaid managed care relationships, the market
appears much larger. The sample boundary, not just the capital flow, determines
the headline.

The Core Sample Is Concentrated In Contractable Medicaid Prob-
lems

The conservative core is not a random cross-section of digital health. Four
companies are in behavioral health or substance use disorder care: Better Life
Partners, Boulder Care, Valera Health, and Workit Health. Two are home,
community, or family-centered care models: MedArrive and Nest Health. One
is Medicaid eligibility, enrollment, and renewal infrastructure: Fortuna Health.
One is medication optimization: Arine. One is social support and health-related
social needs engagement: Papa.

This distribution points toward the paper’s main story. Venture-backed Med-
icaid activity is most visible where a Medicaid plan, state, or delegated enter-
prise buyer can define a contractable problem. Behavioral health and substance
use disorder treatment have clear access gaps and plan accountability. Home
and community-based models speak to high-cost, complex-care, dual-eligible,
or long-term services and supports populations. Eligibility and renewal infras-
tructure addresses administrative churn and enrollment friction. Medication
optimization, social support, and health-related social needs engagement can be
framed around avoidable utilization, quality metrics, and care management.

The sample is therefore less a story of startups selling directly to Medicaid
beneficiaries and more a story of startups trying to fit into Medicaid’s enterprise
purchasing logic.

The Expanded Sample Changes The Apparent Size Of The Market

The expanded sensitivity sample adds larger and broader companies: behavioral
health access platforms, provider-enablement companies, kidney care models,
and home-based care infrastructure. Including these companies changes the
scale of the observed market. In the current screen, the conservative 9-company
core has $563.5 million in provisional disclosed funding. The 18-company core-
plus-sensitivity frame has $2.04 billion. These are disclosed public-source totals
for screened companies, not final annual investment estimates.
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The difference is substantively important. A narrow Medicaid-native definition
produces a small but defensible core. A broader Medicaid-engaged definition
captures more capital but risks counting companies whose main business is
commercial, Medicare, employer, provider enablement, or generalized behavioral
health. That boundary is not a nuisance variable. It is the central empirical
and policy point.

Provisional Funding Is Highly Concentrated

Even within the conservative core, provisional funding is concentrated. The top
three companies account for about 62 percent of provisional disclosed funding in
the core sample, and the top five account for about 80 percent. In the expanded
18-company frame, the top three account for about 52 percent and the top five
account for about 66 percent.

These concentration figures should be treated as provisional until funding
records are reconciled. Still, they support a cautious interpretation: Medicaid-
oriented venture activity exists, but a small number of companies and categories
can dominate the apparent investment total. This matters for policy because a
high-dollar funding headline may not imply broad innovation across Medicaid’s
many unmet needs.

The Exploratory Time Trend Is Useful, But Not Definitive

An exploratory Form D trend for the screened seed universe shows why a visual
full-picture layer is useful. Among unvalidated exact or prefix Form D candidate
matches, candidate events and amounts rise sharply around 2020 and 2021 be-
fore declining in later years. The graph should be treated as a candidate-signal
figure, not as a final trend in Medicaid startup investment. It is best read as a
methods and validation exhibit showing why the project is worth completing.

Exclusions Are As Important As Inclusions

Two high-profile or well-funded companies in the screen are excluded from the
Medicaid startup denominator. Talkiatry is excluded because reviewed pub-
lic materials did not support Medicaid-specific inclusion and included evidence
against Medicaid acceptance. Little Otter is excluded because current evidence
did not establish meaningful Medicaid contracts or Medicaid-specific business-
model fit, despite pediatric behavioral health relevance.

These exclusions illustrate why keyword searches and broad digital health cat-
egories are not enough. Large behavioral health companies can be relevant to
access and equity but still fail the Medicaid-specific inclusion test. Conversely,
smaller companies with Medicaid managed care, state, or safety-net evidence
may be more conceptually central to the paper.
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Figure 1: Exploratory Form D candidate trend
Note: This figure plots event-time estimates for the exploratory Form D candidate
trend. Points show period-specific effects relative to the omitted reference period,
with uncertainty intervals where reported.

Discussion
The current evidence supports a Health Affairs-style story with three parts.

First, Medicaid has become a more visible target for venture-backed health
technology, but the visible market is still narrower than the size of Medicaid
would suggest. The conservative core is small. It is not dominated by general
consumer wellness or employer-facing digital health. It is concentrated in areas
where Medicaid buyers have urgent operational problems and plausible payment
or contracting mechanisms.

Second, Medicaid managed care appears to be the key market-making structure.
KFF reports that comprehensive risk-based Medicaid managed care is present
in most states and covers most Medicaid enrollees.11 The companies in the core
and expanded samples often show Medicaid relevance through managed care
contracts, plan coverage, delegated care management, or state/plan partnership
evidence rather than direct state procurement alone. For startups, Medicaid
scale is often accessed through plan relationships, not through a single national
Medicaid market. CHCS case studies and state-considerations work point to the
same mechanism: states and plans can use contracts, quality incentives, pilots,
and equity accountability to make technology adoption visible.12,13

Third, the measurement is fragile by design. A conservative definition yields a
small and defensible core. A broader definition captures more capital but brings
in companies whose Medicaid exposure is less central. A full screened universe
captures the discovery landscape but cannot support headline investment claims
without validation.
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For Medicaid leaders, these results suggest that venture-backed innovation may
be most available in areas that can be translated into plan contracts, quality in-
centives, care management savings, or administrative efficiency. That includes
behavioral health and substance use disorder treatment, home-based care, so-
cial needs engagement, eligibility and renewal infrastructure, and medication
management. It may be less available for Medicaid priorities that are harder
to monetize, slower to procure, or more dependent on state-specific delivery
systems.

For investors and founders, the findings imply that Medicaid strategy cannot be
reduced to mission fit or population size. The investable opportunity depends
on buyer clarity, contracting timelines, regulatory variability, evidence expecta-
tions, and whether the company can withstand Medicaid’s state-by-state market
structure.

For researchers, the main implication is methodological. A credible Medicaid
venture-capital paper needs to report the inclusion rule, not just the estimate. It
should show how results change under a conservative core sample, an expanded
sensitivity sample, and a full screened universe. Without that structure, the
estimate will be vulnerable to both overcounting broad digital health companies
and undercounting companies that serve Medicaid populations without saying
“Medicaid” in their headline marketing.

Limitations
This working paper is based on a public-source pilot and validation reports, not a
final investment panel. Public funding announcements overrepresent larger and
more successful companies. SEC Form D filings can miss seed rounds, undis-
closed financings, non-Regulation D financings, grants, debt, offshore vehicles,
and rounds filed under issuer names that differ from operating brands. Form D
amendments can also create double-counting risk.

Medicaid classification requires judgment. A company can serve Medicaid mem-
bers without describing itself as Medicaid-focused, and a company can mention
Medicaid without having meaningful Medicaid revenue. The current draft there-
fore separates Medicaid relevance from sample status, funding confidence, and
manuscript use. Rows with coding conflicts should be reviewed before any jour-
nal submission.

The paper does not make causal claims. It does not claim that managed care
expansion, Medicaid expansion, waivers, health-related social needs policy, or
value-based payment caused venture funding growth. The evidence supports de-
scriptive and interpretive claims about where Medicaid-oriented venture activity
appears and why those categories may be more investable.

Finally, the funding sums and time-trend figure are not final annual investment
estimates. A final manuscript should reconcile public funding totals with Form
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D candidate matches, public announcements, round labels, equity/debt compo-
sition, acquisitions, and company status.

Conclusion
The story of Medicaid and venture-backed digital health is not that venture
capital has suddenly discovered Medicaid at scale. The more defensible story is
that Medicaid has become a more visible but still constrained target for venture-
backed companies, especially where managed care plans, states, or safety-net
organizations can define a buyer and contract for measurable problems. The
market is small under a conservative definition, much larger under an expanded
definition, and concentrated under both.

That is why a reproducible census is useful. It can show not only how much capi-
tal is flowing toward Medicaid-oriented companies, but which kinds of Medicaid
problems capital can recognize, price, and scale.

Exhibits
Exhibit 1. Data Construction Flow

Step Count Interpretation

Seed universe 66 companies Broad candidate discovery
universe

Supplemental screen 30 companies Candidate additions and
exclusions

Full screened universe 95 companies Appendix/discovery
universe

Conservative primary
sample

9 companies Main analytic core

Expanded sensitivity
sample

9 companies Boundary-condition
expansion

Screen/appendix leads 10 companies Retained for transparency
Exclusions 2 companies Excluded after screen

Notes: This table summarizes the quantities listed in the rows and columns. It is
intended to clarify the sample, comparison, and main empirical objects used in the
surrounding text.

Exhibit 2. Core Sample Categories
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Story cluster Core companies

Behavioral health and substance use disorder 4
Home, community, and long-term services and supports models 2
Medicaid operations and eligibility 1
Care management and medication 1
Health-related social needs and social support 1

Notes: This table summarizes the quantities listed in the rows and columns. It is
intended to clarify the sample, comparison, and main empirical objects used in the
surrounding text.

Exhibit 3. Provisional Funding Concentration

Draft sample Companies
Provisional

disclosed funding Top 3 share Top 5 share

Core
conservative
sample

9 $563.5 million 61.6 percent 80.5 percent

Core plus
sensitivity

18 $2.04 billion 51.9 percent 65.9 percent

Note: Funding figures are provisional disclosed totals from screened company
records. They are not final annual investment estimates.

Exhibit 4. Full Screened Universe

Group Companies Manuscript use

Seed universe not yet
adjudicated for the core
analysis

65 Appendix/discovery
universe

Core conservative sample 9 Main results
Expanded sensitivity
sample

9 Sensitivity analysis

Screened appendix leads 10 Appendix/future validation
Excluded after screen 2 Exclusion logic
Full screened universe 95 Descriptive universe only

Notes: This table documents the source files, scripts, variables, or data inputs used
in the analysis. It is included to make the construction of the analytic evidence
reproducible.

References
1. Velasquez D, Gebremedhin D. Dispelling the myths hindering Medicaid in-

novation. Health Affairs Forefront. 2024 Jan 4. doi:10.1377/forefront.20231222.360794.
2. KFF Health News. Friday, January 5, 2024. 2024 Jan 5.

9

May 22, 2026 Jonathan Palisoc



3. Rock Health. Unwinding the opportunity: Medicaid’s digital health mo-
ment. 2023 Jun 12.

4. Nagappan A, Zhu X, Moucheraud C, Jung OS. Populations and health do-
mains served by direct-to-consumer digital health companies in the United
States, 2011-2023: cross-sectional study. JMIR Form Res. 2025;9:e78431.
doi:10.2196/78431.

5. Cohen AB, Dorsey ER, Mathews SC, Bates DW, Safavi K. A digital health
industry cohort across the health continuum. NPJ Digit Med. 2020;3:68.
doi:10.1038/s41746-020-0276-9.

6. Safavi KC, Cohen AB, Ting DY, Chaguturu S, Rowe JS. Health systems
as venture capital investors in digital health: 2011-2019. NPJ Digit Med.
2020;3:103. doi:10.1038/s41746-020-00311-5.

7. Day S, Shah V, Kaganoff S, Powelson S, Mathews SC. Assessing the clin-
ical robustness of digital health startups: cross-sectional observational
analysis. J Med Internet Res. 2022;24(6):e37677. doi:10.2196/37677.

8. U.S. Securities and Exchange Commission. Form D Data Sets. 2026.
9. U.S. Securities and Exchange Commission. Frequently Asked Questions

and Answers on Form D. 2026.
10. The GDELT Project. The GDELT Project.
11. KFF. 10 Things to Know About Medicaid Managed Care. 2026.
12. Center for Health Care Strategies. Tech-Enabled Innovation in Medicaid

Managed Care: Medicaid Innovation Collaborative Case Studies. 2025.
13. Center for Health Care Strategies. Supporting Technology-Enabled Inno-

vation in Medicaid Managed Care to Improve Quality and Equity: State
Considerations. 2022.

10

May 22, 2026 Jonathan Palisoc


