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Introduction

Generally speaking, there is a distinction drawn between qualified aliens and non-qualified aliens as to pre-natal care, although there are important exceptions on a state-by-state basis.  Consequently, emergency medical care is the only route in many states for non-qualified aliens to receive pre-natal care or services.  Necessarily, therefore, while emergency medical services include labor and delivery, “emergency services” generally do not include any non-emergency pre-natal services, as discussed below in the section dealing with “Emergency Pre-Natal Care.”

For qualified aliens who satisfy Medicaid and other state-specific eligibility requirements, a package of services that includes pre-natal care is generally available, including early risk assessment, health promotion and medical monitoring.

For a definition of “qualified” and “non-qualified” aliens, reference the Federal Personal Responsibility and Work Opportunity Reconciliation Act of 1996, which has certain exceptions of importance for pre-natal care.  The operative definitions of this Act are discussed below.

Notable exceptions to the general principles outlined above include California, which provides for pre-natal care for both “qualified” and “non-qualified” aliens, including undocumented immigrants.  All aliens may receive pre-natal care under Medi-Cal regardless of immigration status, assuming Medi-Cal’s standard income and residency requirements are met (see below).

The District of Columbia also provides pre-natal care for non-qualified aliens enrolled in the DC HealthCare Alliance, which is designed to provide medical assistance to needy DC residents not eligible for Medicaid.  Individuals must be DC residents, have no health insurance and have family income no greater than 200% of the Federal Poverty Level.

Guam provides a full range of pre-natal care and nutritional education, screening and counseling through Maternal Child Health Program (“MCHP”).  In order to qualify for the MCHP, a woman must be resident of Guam who meets income eligibility requirements.

Massachusetts also provides pre-natal care for non-qualified aliens through the Healthy Start Program.  Pregnant women and unborn children are eligible if they meet income requirements, do not have other MassHealth coverage, are residents of Massachusetts and are not otherwise insured.  Free Care is also available to Massachusetts residents meeting certain income requirements, regardless of immigration status.

Georgia, Indiana, Michigan, Minnesota, Nebraska, New York, North Carolina, Rhode Island and the State of Washington also currently provide some form of pre-natal care and/or nutritional education and similar pregnancy-related support regardless of immigration status.

Pre-natal care is generally available in all states (except where noted below) for “qualified” aliens, as defined by the federal Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (discussed below).  In addition to aliens legally residing in the United States, “qualified alien” is defined to include:

· Refugees and asylees;

· Cuban or Haitian entrants;

· Battered aliens and victims of trafficking as defined by the Trafficking Victims Prosecution Act of 2000; and

· Aliens granted conditional entry, whose deportation is being withheld, or granted parole for at least one year, as defined by §§ 203, 212, 241 and 243 of the federal Immigration and Naturalization Act.

Certain states have included other groups, such as veterans and Native Americans as “qualified” aliens.  Please refer to the information below and referenced legal attributes.

South Carolina does not provide for pre-natal care, even on an emergency basis, including for undocumented immigrants.

Below are relevant discussions of emergency medical care provisions that are relevant in circumstances where non-qualified aliens fit within the requirements for emergency treatment for pre-natal care.

Emergency Pre-Natal Care
Most states not providing pre-natal care for all aliens, regardless of immigration status, do provide some coverage for emergency medical services.  While program features and restrictions vary somewhat across the states, most have borrowed essential definitions and restrictions from federal law.  Thus, there is some degree of conceptual uniformity.  For example, because the federal Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (“PRWORA”) allow the provision of only emergency benefits to nonqualified aliens, most states have borrowed the federal definition of “emergency medical condition” in order to ensure their compliance.  

The condition for which treatment is sought must generally be severe and acute, such that the absence of immediate attention may lead to either placing the patient’s health in serious jeopardy, serious impairment to bodily functions, or serious dysfunction of a bodily organ or part.  This standard will preclude most pre-natal services for most non-qualified aliens, except in those states that do not regard immigration status as a bar to receipt of pre-natal services.  In addition, nearly every state requires the non-qualified alien to meet all other criteria for the state’s general Medicaid enrollment.  These restrictions are generally designed to ensure that the recipient of the public benefit is truly in financial need, and that has a legitimate connection to the state that will bear the cost.  Such restrictions often include residency, income, and resource limitations.  Applicants must research these provisions carefully, however, as there is substantial variance in these requirements from state to state.  

The procedures for receiving such aid vary significantly by state.  Several states require or allow individuals to be preauthorized as emergency Medicaid participants prior to the receipt of services.  Others refuse to accept applications without a detailed description of the emergency service required; thereby eliminating the possibility of advance authorization.  It is important that applicants check their state’s rules to determine what steps must be taken in order to qualify for emergency Medicaid, as failure to follow the proper procedures and meet the stated deadlines may prevent eligibility and place the full financial burden for all services on the applicant.

Relevant Federal Law

The Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (“PRWORA”), P.L. 104-193, provides that only “qualified aliens” are permitted access to federal and state public benefits.  Under the PRWORA, non-qualified aliens (including undocumented immigrants) can only receive limited federal and state public benefits, including medical care under Medicaid, for care and services necessary for treatment of an emergency medical condition (except organ transplants) if the non-qualified alien otherwise meets Medicaid eligibility requirements.  “Emergency medical condition” is defined at §1903(v)(3) of the Social Security Act (“SSA”) (42 U.S.C. §1396b(v)(3)) as a medical condition manifesting itself by acute symptoms of sufficient severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to result in (1) placing the patient's health in serious jeopardy, (2) serious impairment to bodily functions, or (3) serious dysfunction of any bodily organ or part.  Although the PRWORA severely limits what public benefits a state can provide to non-qualified aliens, it allows states to provide additional state funded benefits if state laws enacted after August 22, 1996 affirmatively provide for such eligibility.    

In addition, Chapter XXI of the SSA created the State Children’s Health Insurance Program (“SCHIP”) (42 U.S.C. §§1397aa, et seq.)  Under SCHIP, the Federal Government provides funding to the states to expand health care services for low-income children through stand alone SCHIP plans, Medicaid plans or a combination of both.  In 2002, the Dept. of Health and Human Services issued a final regulation (67 Fed. Reg. 61955 (Oct. 2, 2002)) that stated that the definition of the term “children” includes the period from conception to birth and that SCHIP funds may be used by states to provide pre-natal services for the benefit of the child, regardless of the mother’s immigration status.  As stated in the final rule “requiring exclusion of unborn children on the basis of immigration status is neither legally mandated nor desirable” and “it does not make sense to try to impute an immigration status to an unborn child based on the status of the mother.”  (See 67 Fed. Reg. 61955, 61967).

SCHIP state plan information can be obtained at:

http://www.cms.hhs.gov/LowCostHealthInsFamChild/SCHIPASPI/list.asp#TopOfPage

	State
	Programs that Provide Pre-Natal Services for Qualified and Non-Qualified Aliens
	Coverage
	Eligibility/Application Process

	Alabama
	All Kids is Alabama’s SCHIP program.  It offers insurance to children under the age of 19.  Pregnant women are covered under SOBRA Medicaid.
	Only citizens or qualified aliens are covered.  Alabama Administrative Code, Rule 560-X-25-.14 “Pregnant Women and Young Children With Income Equal To or Below 133% of the Federal Poverty Level and Children With Income Equal To or Below 100% of the Federal Poverty Level.” states “The person to be covered must be living in Alabama and must be a United States citizen or meet alienage requirements.”  Id. at 560-X-25-.14(1)(d). 

See: http://www.medicaid.alabama.gov/ADMIN_Code/5A-AdmCode.Ch25-Eligibility_5-16-06.pdf.


	Application for SOBRA Medicaid is available on-line at http://www.medicaid.alabama.gov/documents/apply/2C-Forms/2-C_SOBRA_AppForm219_4-05.pdf
Eligibility for SOBRA Medicaid is limited to U.S. citizens or non-citizens in a “satisfactory immigration status.”  See also, 

http://www.medicaid.alabama.gov/documents/apply/2B-Qualifying/2-B_Sobra_MLIF_handout_2-1-06_b.pdf


	Alaska
	Denali KidCare is Alaska’s SCHIP program.
	Alaska used its SCHIP fund to expand its Medicaid-based Denali KidCare Program.  As such, it has the same rules as Medicaid eligibility (only qualified aliens are eligible).  

It provides full medical insurance, including checkups, screenings, visual, and dental.  It is available to children and pregnant women.  Alaska Medical Assistance Manual, § 5300.

This manual specifically notes that “An emergency medical condition does not include care and services related to either an organ transplant procedure or routine prenatal or postpartum care.”  Manual, § 5600A(3)

See also, The Emergency Medicaid Chart for Alaska.
	Application is available on-line.

http://www.hss.state.ak.us/dhcs/DenaliKidCare/PDF/printapp.pdf

A social security number, or verification that one has been applied for, is required.  See application instructions, above link.

Income guidelines apply and are available on-line.  

http://www.hss.state.ak.us/dhcs/DenaliKidCare/PDF/
DKC_2006_Income_Standards.pdf



	Arizona
	A.R.S. 36-3903.03 provides that a noncitizen who does not claim and provide verification of qualified alien status but is otherwise entitled to Medicaid may only receive emergency services as provided under Section 1903(v) of the Social Security Act. 

Undocumented immigrants may apply for coverage in the same manner as other Arizona residents and must meet income and residency requirements, but will only be entitled to coverage for emergency services 

 
	The Arizona Health Care Cost Containment System (AHCCCS) Medical Policy Manual (Chapter 1100) provides that the term ”emergency medical condition” “refers to a medical condition (including emergency labor and delivery) manifesting itself by acute symptoms of sufficient severity (including extreme pain) such that the absence of immediate medical attention could reasonably be expected to result in:

1. Placing the patient’s health in serious jeopardy

2.  Serious impairment to bodily functions, or

3.  Serious dysfunction of any bodily organ or part.

The focus must be on the person’s “current medical condition” (which must be manifesting itself by sufficiently severe, acute symptoms) and whether that condition satisfies the above criteria when service is rendered.  Although an initial injury may be stabilized, such stabilization does not necessarily mark the end of the emergency medical condition. 


	Application is by mail, with subsequent eligibility review.   A social security number is not required for emergency coverage only.

For more information, the AHCCCS Policy and Eligibility Manuals are available at:

http://www.ahcccs.state.az.us/Publications/

GuidesManuals/

	Arkansas
	Prenatal services are available under the State Children's Health Insurance Program (SCHIP). Pregnant women who have family incomes of up to 200 percent of the federal poverty level and who are not eligible for Medicaid, most often because of their immigration status are eligible for benefits under the program.

Pregnant women with income up to 200% of Federal Poverty Level may be eligible for limited coverage if they meet certain income, resource and other criteria, including prenatal, delivery, postpartum and conditions which may complicate the pregnancy.  Coverage continues through the pregnancy and until the end of the month that the 60th day postpartum falls. 
NOTE:  Pregnant women eligible for coverage as non-qualified aliens or qualified aliens who have not met the five-year residency requirement are not required to meet the social security enumeration requirement.
http://www.arkansas.gov/dhhs/webpolicy/Medical%20Services/MS%2012100.htm


	Presumptive eligibility: Arkansas’ Medicaid program provides for presumptive eligibility for pregnant qualified aliens. Presumptive eligibility allows uninsured pregnant women to obtain immediate prenatal care while their Medicaid eligibility is being processed.  Qualified aliens not meeting the five-year residency requirement and unqualified aliens will not be eligible for presumptive eligibility.  


	For information on Medicaid eligibility and enrollment, call 1-800-482-8988.

Applications are handled by the Dept of Health and Human Services (DHHS) office in each county.  



	California
	Medi-Cal

All aliens may receive pre-natal care under Medi-Cal regardless of immigration status (lawfully present in the U.S. or not).    To receive these Medi-Cal benefits, a patient must meet Medi-Cal’s standard income and residency requirements.  If these requirements are met, the patient may receive medically necessary “pregnancy-related services.”  Cal. Welf. & Inst. Code §14007.7 (signed into law on July 22, 1999, to meet federal requirement that state funded benefits may be provided to non-qualified aliens if a state law is enacted after August 22, 1996.)

Full Medi-Cal benefits are available to qualified aliens who entered the U.S. before August 22, 1996 or to those who entered on or after August 22, 1996 and who have maintained the status of qualified alien for five (5) years.  However, the five (5) year limitation does not apply to certain aliens including refugees and asylees.

Access for Infants and Mothers (“AIM”)
Women who do not qualify to receive Medi-Cal may enroll in the AIM program and receive health services during pregnancy.  There do not appear to be any restrictions on receiving AIM benefits based on the immigration status of the applicant.  Cal. Ins. Code §12698.

 
	Medi-Cal

“Pregnancy-related services” means those services that are required to assure the health of the pregnant woman and the fetus.  These services include pre-natal care, services for complications of pregnancy, labor, delivery, postpartum care and family planning services.  Pregnancy-related services may be provided pre-natally from the day that pregnancy is medically established.  

Drug coverage prescribed for pregnancy-related services and dispensed within this eligibility time period includes the full scope of Medi-Cal pharmaceutical benefits.

Any woman who believes that she is pregnant and whose income is below the Medi-Cal eligibility threshold may receive immediate, temporary pre-natal care under the Presumptive Eligibility program until the formal Medi-Cal application is processed.     Medical Services Provider Manual Part 1.

Medi-Cal provides pregnancy related and post-partum care services for an additional 60 days beginning on the last day of pregnancy.  "Postpartum services" means those services provided after childbirth, child delivery, or miscarriage.  Cal. Welf. & Inst. Code §14005.18.

Family planning services may be provided beyond the 60-day postpartum period if the recipient presents the provider with a Medi-Cal card valid for the month of service.  

Access for Infants and Mothers (AIM)

AIM provides health care coverage for at least one pregnancy, and for 60 days following the pregnancy.  

Coverage includes physician services, out​patient services, inpatient hospital services, diagnostic tests, preventive health services and medically necessary prescription drugs.  Cal. Ins. Code §12698.30. 

(AIM also provides healthcare care to children under two years old if the child’s mother was enrolled in AIM before July 1, 2004.  If children do not qualify for AIM benefits, they automatically receive benefits under Healthy Families, which is the California SCHIP program.)


	Medi-Cal

To receive Medi-Cal, an applicant must meet residency and income requirements.  County welfare departments determine residency.  No period of residency is required as a condition of eligibility; however, the applicant must have the intent to remain indefinitely in California.  Cal. Welf. & Inst. Code §§14007 & 14007.1. 

An applicant for Medi-Cal benefits is required to file a simplified application with the county.  No social security number is required to receive medically necessary pregnancy related services.  See Cal. Welf. & Inst. Code §14011.2(c) and §14011.15.

Medi-Cal benefits are available to pregnant women and infants if the family income is less than 200% of the federal poverty level.  Cal. Welf. & Inst. Code §14148 and §14048.5. 
The application process is handled at the county level, so the appropriate county must be contacted.  The following link has the websites for all California Counties:

http://www.dhs.ca.gov/mcs/medi-calhome/CountyListing1.htm
Presumptive Eligibility

Presumptive Eligibility (“PE”) for Pregnant Women is a Medi-Cal program designed to provide immediate, temporary coverage for prenatal care pending a formal Medi-Cal application.  Any woman who thinks she is pregnant and whose family income is under a certain amount is eligible for PE.  A patient must seek this care through a participating provider who will determine eligibility for this program. 


The PE provider will request the applicant to complete a Statement of California Residency and a “Presumptive Eligibility for Pregnancy Only” application.  If the application indicates that the woman is eligible for PE, the provider will conduct a pregnancy test.  If the pregnancy test is negative, the applicant will not be eligible for PE.  If the test is positive, the applicant will be issued a temporary Medi-Cal card (paper) for specific PE services up to 2 months.  


A formal application for Medi-Cal must be submitted to the County Department of Social Services and proof of application must be provided to the PE provider before the expiration date on the temporary Medi-Cal card (paper).  The county will determine if the applicant is eligible to receive Medi-Cal.  If determined to be eligible for Medi-Cal, the applicant will then be mailed a Medi-Cal Beneficiary Identification Card.  


More information is available from the PE Support Unit at 1-800-824-0088

Access for Infants and Mothers

An applicant for AIM must be a resident of California for at least six (6) continuous months prior to the application and have a household income that does not exceed 300% of the federal poverty level.  Cal. Ins. Code §12698.

See the following link for more details:

http://www.aim.ca.gov/english/AIMHome.asp


	Colorado
	Prenatal State Program

Colorado offers prenatal care for documented aliens who are not eligible for Medicaid because they have not resided in the state for the last five years.  

Eligibility

The individual’s income cannot exceed her proportionate share of 133% of the federal poverty level and her total family income cannot exceed 133% of the federal poverty level.

Coverage

Covered benefits include those related to pregnancy including prenatal, labor and delivery, and post-partum care.

The individual will be covered beginning on the date of her application for medical assistance through 60 days after the date her pregnancy ends.

(Col. Dep’t. of Health Care Policy, 8.101.1K)

CHP+ Prenatal Care

Eligibility

Pregnant women who are 19 years old or older who are not eligible for Medicaid.  They must be Colorado residents and either a U.S. citizen or a permanent U.S. resident for the last 5 years.  The applicant cannot be covered by health insurance.

Coverage:

Covered benefits include all prenatal care, labor and delivery, post-delivery care, physicals, other doctor visits and hospital services.

If found eligible, the pregnant woman will be covered from the date of the application until 60 days after the last day of the month in which her pregnancy ends

Emergency Medicaid

If the applicant is not a legal immigrant, she can receive healthcare for her labor and delivery expenses only through Colorado’s Emergency Medicaid.
	
	Prenatal State Program

The applicant must get her pregnancy medically verified in writing by a medical professional (a certified medical assistant or higher level position supervised by a registered nurse or doctor), if her pregnancy is not observable.

For additional information, please contact:

Colorado Department of Health Care Policy and Financing

(303) 866-3513

1(800) 221-3943

Colorado Dep’t of Public Health and Environment

Primary Care Office

PSD, A-4

4300 Cherry Creek Drive South

Denver, CO 80246

303-692-2229

800-688-7777

CHP+ Prenatal Care

The applicant can enroll by calling CHP+ Customer Service, Monday through Friday, 8 a.m. to 6 p.m. at 1-800-359-1991.

For additional information, contact

Child Health Plan Plus

P.O. Box 929

Denver, CO 80211

800-359-1991

Emergency Medicaid

The applicant can apply for emergency medical services based on her pregnancy within two months of her due date.  The application will be denied if it is filed more then two months prior to the due date because it is not considered a medical emergency.



	Connecticut
	Both qualified and non-qualified immigrants are eligible to receive Emergency Medicaid benefits, as long as they meet the other requirements for Medicaid, which include the costs associated with labor and delivery for pregnant women.  

Emergency Medicaid does not cover prenatal or post partum care.  

If the pregnant woman has complications due to her pregnancy or if the unborn baby is at risk, then the Emergency Medicaid will cover the medical expenses associated with the complications.

Emergency Medicaid will also cover the cost of an abortion if the mother’s life is in danger, but not if it is an elected procedure. 


	
	A pregnant woman is not required to apply for Emergency Medicaid.  It is not a pre-approval type of service. Rather, a Medical Review Team at the Connecticut Department of Social Services reviews the medical bill submitted by the hospital or healthcare provider to determine whether it qualifies as an emergency.

For additional information, please contact:

Connecticut Department of Social Services

25 Sigourney Street

Hartford, CT 06105

1-800-842-1508

(860) 424-4926


	Delaware
	Undocumented aliens can only receive healthcare for labor and delivery expenses through Delaware’s Emergency Medicaid. Prenatal and post partum care are not available.

An emergency is defined as:

 - a sudden serious medical situation that is life threatening; OR

 - a severe acute illness or accidental injury that demands immediate medical attention or surgical attention; AND

 - without the treatment a person’s life could be threatened or the person could suffer serious long lasting disability. 

This includes labor and delivery services but routine prenatal and post partum care are not covered.

Emergency ambulance services to transport the individuals to and from the services defined above are also covered.

Delaware’s Administrative Code

Title 16; 14360 Treatment of a Medical Emergency


	
	To be eligible for Emergency Medicaid, the individual must meet all eligibility requirements for a specific Medicaid eligibility group.  The individual does NOT have to meet the requirement concerning a declaration of satisfactory immigration status and verification of that status

For Additional Information contact:

Delaware Medical Assistance Program

Customer Support

1-800-372-2022

The Division of Social Services
The Lewis Building
1-800-372-2022



	District of Columbia
	Emergency Medicaid

Non-qualified aliens are eligible for Emergency Medicaid services.  Emergency Medicaid is limited to emergency services, including labor and delivery.

Emergency Medicaid does not cover pre-natal care.  Non-qualified aliens are eligible for the DC HealthCare Alliance (see below).

DC Healthy Families

Pregnant qualified aliens are eligible for DC Healthy Families (DCHF).  To receive DCHF benefits, a patient must meet DCHF’s income requirements and be a resident of DC.

DCHF benefits are available to a qualified alien who  

· entered the country before August 22, 1996;  

· meets the veteran exemption; 

· meets the Native American exception; 

· entered the country on or after August 22, 1996 and has been in the U.S. in a ‘qualified status’ for more than 5 years, or

· is a refugee, asylee, or other member of a specific category.

DC HealthCare Alliance

The DC HealthCare Alliance (HCA) program is designed to provide medical assistance to needy DC residents who are not eligible for Medicaid, including both qualified and non-qualified aliens.  Individuals must be residents of DC, have no health insurance and have a family income equal to or below 200% of the Federal Poverty Level.

HCA provides comprehensive pregnancy health services, including preventative, primary, acute and chronic care services such as clinic services, emergency care, immunizations, in-patient and out-patient hospital care, physician services, prescription drugs, and pre-natal care.  Services are free.

Note:  Medicaid has requested federal approval to make unborn children of pregnant immigrant women eligible for Medicaid.  If this happens, such Medicaid eligible individuals would no longer be eligible for HCA.

See also D.C. Code §§ 4-201.01-4-221.01, particularly §4-20.24; 22 D.C. Municipal Regulations Chapter 33; Department of Human Services IMA Policy Manual; and DC HealthCare Alliance Manual.  Additional information may be searched for at http://fast.dc.gov/match.aspx.
	Emergency Medicaid

Emergency Medicaid does not cover pre-natal care.

DC Healthy Families

DCHF covers pregnancy related services, including: 

· Doctor visits

· Immunizations 

· Emergency care

· Hospital Stays

· Prescription medicines

· Prenatal care

· Labor and delivery

· Family planning

· Transportation to doctor appointments

· Home health care

· Durable medical equipment

· Health education services

· Mental health services

· Drug and alcohol treatment

· Other health care needs

DC HealthCare Alliance

Pregnant qualified and non-qualified aliens enrolled in HCA will receive comprehensive health care, including pregnancy related services such as:

· Pre-natal care, exams, tests and education

· Care and services for a miscarriage

· Nurse midwife services

· Post-partum care
	Emergency Medicaid

N/A

DC Healthy Families

Pregnant qualified aliens are eligible for DCHF.  To qualify for DCHF coverage, a person must meet all the non-financial and financial eligibility requirements for the program.  

To be eligible for program benefits, a person must be a resident of the District of Columbia.  However, no durational residency requirement is imposed.

Individuals must fill out a DC Healthy Families application.  Applications may be obtained by calling 1 (888) 557-1116, picking one up at Giant, Safeway, CVS, Rite Aid, or a library, or at: http://app.doh.dc.gov/services/healthy_
families/healthy_families_02_26_04.shtm.

DC HealthCare Alliance

To be eligible for program benefits, a person must be a presently living in DC voluntarily and not for a temporary purpose and have no current intention of moving out of DC.  The individual does not need to be a U.S. citizen or a qualified alien.  Application for and verification of Social Security numbers is not required.  The individual must have no health insurance and have a family income equal to or below 200% of the Federal Poverty Level.

The following persons are not eligible for HCA:

· persons eligible for Medicaid, 

· persons receiving Medicare Part A or Part B benefits, 

· fugitive felons, 

· probation or parole violators, 

· persons penalized for misrepresenting their residence to receive assistance in two or more states, 

· persons who refuse to provide information needed to determine their eligibility

Individuals must fill out an application.  If approved, the applicant will receive a membership card.  Once enrolled, the individual must fill out a form every 12 months to prove continued eligibility.  Forms may be filled out at the following locations:

· DC General, 1900 Massachusetts Avenue SE 

· Greater Southeast Hospital, 1310 Southern Avenue SE 

· Congress Heights Clinic, 3720 M.L. King, Jr. Avenue SE 

· Anacostia Clinic, 1328 W Street SE 

· Hunt Place Clinic, 4130 Hunt Place NE 

· Woodridge Clinic, 2146 24th Place NE 

· Walker-Jones Clinic, 1100 First Street NW 

· Southwest Community Center, 850 Delaware Avenue SW

See also Department of Human Services IMA Policy Manual, DC HealthCare Alliance Manual.

	Florida
	Under F. S. A. § 419.095, Florida imposes federal standards for qualified aliens which must be satisfied in order to receive Florida Medicaid benefits.  In addition, the Department of Children and Family Services, which makes Medicaid eligibility determinations, is required to participate in the federal Systematic Alien Verification for Entitlements (SAVE) program. § 419.095(3); Florida Administrative Code 65A-1.301. 

Under F. S. A. § 409.904, Florida authorized payment for emergency medical assistance to low-income individuals who meet all other requirements for Medicaid except citizenship.  Eligibility is limited to the period of the emergency, in accordance with federal regulations.  As set forth under “Coverage,” labor and delivery may be considered an emergency and covered for non-qualified aliens.

 
	For qualified aliens under Florida’s Medicaid program, Florida’s Medicaid Provider Physician Services Handbook describes available prenatal services as part of general obstetrical services (which include prenatal, delivery and postpartum care).  Prenatal visits are limited to a maximum of 10 for low-medical risk recipients, and 14 for high-medical risk recipients (a high-medical risk pregnancy is “one in which the medical history and diagnosis indicate that, without consideration of a cesarean section, a normal uncomplicated pregnancy or delivery will not occur”).  Two postpartum visits within 90 days may be reimbursed when medically necessary.  

Prenatal care includes administration of Florida’s Healthy Start Prenatal Risk Screening, used to identify those at risk of poor birth, health and developmental outcomes.

Florida has implemented the Presumptively Eligible Pregnant Women (PEPW) program, permitting qualified providers to make a presumptive determination of Medicaid eligibility for low-income pregnant women.  The program allows a woman to access prenatal care while the Department of Children and Families’ eligibility staff makes a regular determination of eligibility.  PEPW services are limited to outpatient or office services and do not include inpatient, labor, delivery, or postpartum services.

Note: Florida’s Medicaid Provider Physician Services Handbook specifies that labor and delivery are considered emergency medical services and will be payable when an emergency is indicated on provider claim forms.  However, routine prenatal and postpartum services are not emergencies and no reimbursement is available for those services.  


	Qualified aliens may apply for Medicaid benefits in the same manner as other Florida residents.  However, the immigration status of all non-US citizens applying for Medicaid must be confirmed by eligibility specialists at the Department of Children and Family Services using the SAVE program.  Noncitizens who would experience hardship or those with a medical disability will be considered for benefits resolution of verification issues, but those individuals will be subject to recoupment if benefits are paid and the individual is determined to be ineligible.



	Georgia
	Georgia Special Supplemental Nutrition Program for Women, Infants, and Children  (“WIC”)

The WIC Program provides supplemental foods, nutrition education and referrals to health care, at no cost, to low-income pregnant, breastfeeding and postpartum women, infants, and children up to age 5 who are determined to be at nutritional risk. WIC does not distinguish between the eligibility of qualified and non-qualified immigrants.

Nutrition risk is any medical or health problem which can be corrected or lessened by proper amounts and types of food intake. Examples of nutrition risk are:  (i) low iron levels; (ii) insufficient growth, i.e. low weight for age, low weight for height; (iii) premature delivery; and (iv) inadequate dietary intake (types or amounts of food) 

Link to website:

http://health.state.ga.us/programs/wic/

	WIC provides these services: nutrition assessment, health screening, medical history, body measurement (weight and height), hemoglobin check, nutrition education, breast-feeding support and education, and vouchers for food supplements.


	In order to qualify for this benefit program, you must be a resident of the State of Georgia, pregnant, breastfeeding and postpartum woman, infant or child up to 5 years of age and: (1) are individually determined by a health professional to be at nutrition risk; and, (2) meet an income standard, or are determined automatically income eligible.

Women may apply for WIC through their local health department.  

Local health departments may be found at:

http://health.state.ga.us/regional/
Georgia also provides for presumptive eligibility for pregnant women who meet certain financial requirements.  Presumptive eligibility continues while a formal determination of eligibility for Medicaid is pending.

All Medicaid services given by any participating Medicaid provider are covered during the presumptive eligibility period with exceptions of inpatient hospital and delivery services.  The presumptive eligibility period begins the first day of the month in which the qualified provider determines the woman is eligible and ends the last day of the month in which the Medicaid application is either approved or denied.

See http://www.odis.dhr.state.ga.us/3000_fam/3480_medicaid/MAN3480.doc


	Guam
	Maternal Child Health Program (“MCHP”) provides a plan for the development, implementation and evaluation of services related to improving the health status of women and children in Guam.  The primary responsibility of MCHP is to assure access to quality health care for all mothers and children of Guam.  The provision of MCHP services does not exclude or distinction between qualified and non-qualified aliens.  

See 26 Guam Admin. R. & Regs. § 1401 et. seq.


	MCHP provides prenatal, natal and postpartum care, as well as family planning services, continuing health care maintenance and supervision of children from birth through infancy, childhood and adolescence.  The target population are the low-income, high-risk, women and children.

The services include: (i) prenatal interview, including risk assessment to determine high-risk pregnancy; (ii) prenatal laboratory tests; (iii) diagnostic procedures, x-rays, and other special lab tests ordered by attending physician and authorized by MCH based on availability of funds; (iv) vitamins and iron supply at a public health pharmacy or public health clinic; (v) referral to a medical social worker for screening and assistance identifying financial options for prenatal care coverage/service; (vi) early prenatal counseling classes and prepared childbirth classes; (vii) physicians’ fees for prenatal clinic visits, hospital delivery and postpartum visit, routine hospital newborn care and 6 weeks post-partum clinic visit will be authorized by the MCHP based on availability of funds; and (viii) community health nursing follow-up during the prenatal and post partum period.


	To be eligible for coverage under the MCHP, a person must be a resident of Guam who and must meet the financial eligibility requirements of MCHP.  A woman may apply anytime during her pregnancy.  She is required to complete the information and data sheet as required by the MCHP.

The eligibility period covers the first prenatal visit to postpartum (six weeks after delivery).



	Hawaii
	Section § 321-331  (2006) of Hawaii’s Revised Statues provides that  the department of health may adopt rules to ensure that all pregnant women in this State are offered appropriate information, quality testing, diagnostic services, and follow-up services concerning neural tube defects and other disorders amenable to prenatal diagnosis. The purpose of prenatal screening and diagnosis is to obtain vital information for the pregnant woman and her family as well as for the providers of her health care. It can be used to provide appropriate care and to assist the woman and her family to achieve optimal health outcomes. Nothing in this section shall be construed to mean that prenatal screening and testing are mandatory. Haw. Rev. Stat. § 321-331 (2006)

The department of health may, among other things:  (1) Provide educational resources to all women in the State before and early in pregnancy about the availability of prenatal tests, including non-directive counseling and impartial information on the benefits, risks, and limitations of prenatal tests;  (2) Make available prenatal screening and diagnosis tests to all pregnant women in this State who choose to be so screened; Hawaii’s Rev. Stat. § 321-331 (2006)

Hawaii provides prenatal services and pregnancy-related care to Hawaiian residents through its Med-Quest program.  Pregnant women with an income level between 186-200% of the federal poverty level may participate.  

Med-Quest’s website states that to receive services an applicant must be a U.S. citizen or qualified alien and provide a Social Security Number.

Various healthcare providers are participants in a Perinatal Support Clinic system.  Also, a service called “Mother’s Care” links pregnant women with organizations providing prenatal care and support services.  


	The Med-Quest program provides prenatal care and pregnancy-related services at no charge.  This coverage extends sixty days past delivery.
	Med-Quest’s website states that to receive services an applicant must be a U.S. citizen or qualified alien and provide a Social Security Number.

Information may be obtained through the Med-Quest Division of the Department of Human Services.  The most convenient way to obtain this information is at http://www.hawaii.gov/dhs/health/medquest or http://www.med-quest.us/.

The website for the Med-Quest program is quite user friendly, and the application specifically notes that an unborn child qualifies even though a mother may not herself meet qualifications; it also states that applying for benefits will not affect immigration status.   

Additional information may be obtained through the Mothers’ Care telephone number, 808-535-7988.

Med-Quest’s website states that to receive services an applicant must be a U.S. citizen or qualified alien and provide a Social Security Number.

	Idaho
	Medicaid

Pre-natal care under Idaho medicaid is available only to U.S. citizens and qualified non-citizens who are residents of Idaho.  

Emergency Medicaid

· Pre-natal care is not covered under Idaho’s emergency medicare provisions.  Normal delivery of a baby is considered an emergency medical condition and is covered by Idaho’s emergency medicare provisions.  (Section 16.03.01.250 (Emergency Medical Condition) Idaho Health and Welfare Department Provider Manual – Health Coverage (Medicaid) for Families and Children) 

Presumptive Eligibility

A pregnant woman can get “limited ambulatory” pre-natal care as a presumptively eligible (PE) pregnant woman through the end of the month after the month the health care provider completes the PE determination.  A pregnant woman is eligible for only one period of PE coverage during each pregnancy.  Idaho Administrative Code 16.03.01.502 (Eligibility for Health Care Assistance for Families and Children – Presumptive Eligibility for Pregnant Women)


	Medicaid

Qualified non-citizens resident in Idaho who qualify for Idaho medicaid are entitled to limited pregnancy-related services beginning after confirmation of pregnancy and extending through the end of the month in which the 60th day after delivery occurs.  These services are limited to:

· Two individual or family  social services visits;

· “Maternity Nursing Visit” services for women unable to obtain private pre-natal care.  A maximum of nine visits with a registered nurse for the purpose of checking the progress of the pregnancy are permitted and coverage ends when the woman finds private medical services;

· Two nursing visits at the pregnant woman’s home to assess her living situation and provide appropriate education and referrals; and

· Certain nutritional services.  (Idaho Administrative Code 16.03.09.890 and 892) 

To qualify for pre-natal care under Idaho medicaid, a pregnant woman must reside in Idaho and be a U.S. citizen or a qualified non-citizen.  She must also have counted income of no greater than 133% of the federal poverty guidelines (Idaho Administrative Code 16.03.01.500.01; see also 16.03.01.500 - 502) and meet other income coverage eligibility guidelines, which depend on family size and other factors and are set forth in Idaho Administrative Code 16.03.01.315 – 342, 345 – 388, 395, and 400 – 424 pursuant to 16.03.01.301.


	The State of Idaho does not publish details relating to the eligibility determinations or medicaid application processes.  Idaho Administrative Code 16.03.01.110 provides that a person seeking coverage must complete and sign an application for healthcare assistance and certify that the information provided on the form is truthful.  In addition, a Health Questionnaire must be submitted together with the application.  The application and Health Questionnaire are available on the website of the Idaho Department of Health and Welfare at:  http://www.healthandwelfare.idaho.gov.   The application contains some general instructions and statements.  An applicant should contact the Idaho Department of Health and Welfare prior to concluding that coverage is unavailable based on the general information in the application.  An applicant should call the Department to find out where to submit the application and questionnaire at 1-800-926-2588.  

Idaho Administrative Code 16.03.09.125 states that when a applies for person is determined eligible for medical assistance, the Idaho Department of Health and Welfare will issue a Medicaid identification card to the participant and will provide information to medical service providers so that medical services may be provided.   

	Illinois
	Through the program previously known as KidCare Moms and Babies (now apparently called “Allkids” or “Allkids Moms and Babies”), Illinois provides prenatal care for all resident pregnant women with a family income below a certain level.  This program was put into effect on July 1, 2006.  See 215 Ill. Code § 170/1 et seq. .  

“Resident” for these purposes means individuals who are in the state for “other than a temporary or transitory purpose.”  215 Ill. Code § 170/10.  

The program does not contain any immigration provisions, and the application form specifically provides that pregnant women without an alien registration number are eligible for insurance.  It also states in bold letters that information about participants without alien registration numbers will not be conveyed to the INS.  

An attorney with the Illinois Department of Healthcare and Family Services confirmed that prenatal care is provided regardless of immigration status. 

In addition, the Family Case Management program provides outreach information through local agencies to help inform pregnant women of prenatal services.  
	This plan includes “health care benefits” provided under the Illinois Public Aid Code.  215 Ill. Code § 170/10.  Prenatal and perinatal care are specifically discussed in the Public Aid Code as including “all prenatal and perinatal health care services that are provided for the purpose of preventing low-birthweight infants.”   305 Ill. Code 5/5.23.  Services extend for sixty days following the last day of pregnancy. 305 Ill. Code § 5/5.2(5)(a).   

The attorney with whom I spoke confirmed that this was the coverage period and that essentially all pregnancy-related services were included.
	The implementing statute requires the Department to provide assistance in enrolling in the program and to engage in “outreach and marketing.”  215 Ill. Code §§ 170.25, 30.

The website, http://www.allkidscovered.com, includes application forms and provides some information about the program, but it is difficult to ascertain that there is coverage for pregnant women, as it is folded within the children’s health coverage form and not specifically identified as applying to pregnant women.   The application itself, however, is straightforward.  Information may also be obtained at 1-866-ALLKIDS.  Attorneys are asked to call 217-782-1233.

The Family Case Management Program uses local organizations to assist pregnant women in enrolling in the KidCare program.  

	Indiana
	Indiana’s Hoosier Healthwise Packages A and B provides coverage for prenatal care and care for conditions that may complicate the pregnancy.  Pregnant women with incomes at or below certain levels; depending on the asset levels may participate.  A woman may qualify for package A (full coverage) or B (pregnancy coverage) depending on income level.  407 In. A.D.C. § 2-2-2;  http://www.healthcareforhoosiers.com 

(plan summaries and costs).

The Hoosier Healthcare website states that immigration information may be collected.  However, the same website (and the application instructions) explains that undocumented immigrants are not reported.  In addition, a representative at the help line (1-800-889-9949) confirmed that undocumented immigrants may participate in the pregnancy package.
Besides the Hoosier Healthcare program, the Prenatal Healthcare Services program allocates grants to local providers to cover prenatal services.
	Coverage includes prenatal and pregnancy-related services.  See, e.g., 407 In. A.D.C. § 3-3-1.   

The Indiana Health Coverage Programs Provider Manual details items covered under the “pregnancy package.”  IHCPPM chap. 2 § 3 and table 2.4.  Covered items include case management as well as all other services “related to pregnancy.”  

In addition, the Prenatal Healthcare Services program prenatal projects provide “preventive health services to pregnant women including physical exams, nutrition, social services, dental and health screening, education, counseling, interventions, and referral service as appropriate.”  See http://www.in.gov/isdh/programs/mch
	The Hoosier Health Care member identification card and enrollment information may be obtained through regional enrollment centers or from the Hoosier Healthwise website.  The instructions at this site are quite clear.  

In addition, women seeking prenatal care can obtain information through the Family Help Line, 1-800-433-0746, or the Hoosier Healthwise help line, 1-800-889-9949.  Both provide information on local providers of prenatal services.  Efforts to call the Family Help Line resulted in long hold times with no assistance.  The Hoosier Healthwise help line was promptly answered, however.

Some information is also available at www.indianamedicaid.com and http://www.in.gov/isdh/programs/mch.  These websites are not particularly user friendly.  A more useful website is http://www.healthcareforhoosiers.com/Member/MemberPage.html.  The Hoosier Healthcare website has an application form and clear instructions for completing it.



	Iowa
	Iowa Medicaid provides pre-natal services to qualified immigrants, which are legal immigrants who otherwise meet the residency and income requirements for Medicaid and, if they entered the United States after August 22, 1996, have overcome the five year bar under the Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (“PRWORA”).  See Iowa Administrative Code/Human Services Department § 441-75.11(2).  Qualified immigrants also are eligible for the “presumptive eligibility for pregnant women” program.  See Iowa Administrative Code/Human Services Department § 441.75.1(30).

Teenagers who are qualified immigrants may receive pre-natal care under the Hawk-I program, which is the state program that provides medical services to children in families with limited incomes.  Children who are unqualified immigrants are not eligible for Hawk-I benefits.

Under Iowa Medicaid, unqualified immigrants (those who are illegal or have not passed the 5 year bar) generally are only eligible for “care and services necessary for the treatment of an emergency medical condition,” as described in the Emergency Medicaid for Undocumented Immigrants Chart.  That coverage includes labor and delivery, but not prenatal services.

However, unqualified immigrants may receive care under Iowa Medicaid’s “presumptive eligibility for pregnant women” program.  See Iowa Administrative Code/Human Services Department § 441.75.1(30).  But, this Medicaid benefit will only cover the woman until she is denied Medicaid coverage due to her immigration status.  Once that happens, the woman will only be eligible for emergency services.  

Iowa has not adopted the definition of child that would permit it to provide pre-natal services through the State Children’s Health Insurance Program (“SCHIP”).


	Under Iowa Medicaid, all medical services provided to a pregnant woman, including dental and vision, are considered pre-natal care.  But, labor and delivery services are not considered pre-natal care.

Iowa Medicaid provides for “presumptive eligibility for pregnant women.”  See Iowa Administrative Code/Human Services Department § 441.75.1(30).  This means that a qualified health care provider may determine that a pregnant woman is presumptively eligible for Medicaid based only on her statements about her family income.  Proof of citizenship is not required for presumptive eligibility, and thus, it is available to qualified and unqualified immigrants.

Coverage for presumptively pregnant women extends only to Medicaid-covered ambulatory prenatal care.  Ambulatory prenatal care includes all Medicaid-covered services except inpatient hospital care and charges associated with miscarriage or delivery of the baby. 


	A woman who is determined to be presumptively eligible for Medicaid is eligible for Medicaid services beginning with the date of the eligibility determination.  Eligibility continues up to the last day of the month following the month of the presumptive eligibility determination.  If the woman files a Medicaid application within this period, Medicaid coverage continues until a decision is made on the application.  The period of presumptive eligibility ends when the Department approves or denies the Medicaid application.  As such, if a pregnant woman files a Medicaid application by the last day of the month following the month of the presumptive eligibility determination, Medicaid will continue until a decision of ineligibility is made on the application.

Medicaid will pay medical expenses for ambulatory prenatal care obtained during the presumptive eligibility period, even if the woman is later denied Medicaid coverage.

The pregnant woman is required to complete Form 470-2927, Health Services Application, in order for the qualified provider to make the presumptive eligibility determination.  The qualified provider has to complete Form 470-2629, Presumptive Medicaid Income Calculation, in order to establish that the pregnant woman’s family is within the prescribed limits of the Medicaid program.

For unqualified immigrants, this means that they may receive Medicaid pre-natal care from the time they are deemed presumptively eligible until their Medicaid application is denied due to their immigration status.  Once they are denied Medicaid, there pre-natal services will cease to be covered, and they will only be eligible for emergency services.



	Kansas
	Healthwave 19

Pre-natal care under Medicaid in Kansas is available only to U.S. citizens and qualified non-citizens that meet standard income and residency requirements (i.e., lawfully present in the U.S. who entered the U.S. before August 22, 1996 or to those who entered on or after August 22, 1996 and who have maintained the status for 5 years).

Healthwave 21
Healthwave 21 is the SHCIP program in Kansas and is also available only to U.S. citizens and qualified non-citizens.  Qualified non-citizen women under 20 years old who do not meet Medicaid poverty levels to be eligible for Healthwave 19 may still be covered under Healthwave 21.

SOBRA (Emergency Medicaid)

Labor and delivery services are available to non-qualified aliens under SOBRA.  However, SOBRA does not provide for pre-natal care (i.e., medical care before birth).  (Kan. Econ. & Employment Support Man. §2690)
	Pre-natal care under Medicaid in Kansas covers all necessarily pre-natal medical services, including pre-natal physician visits, ultrasound or fetal non-stress tests, delivery, and post-natal care up to 60 days.  (Kan. Family Med. Assistance Man. §2302)


	To receive any medical assistance in Kansas (except for SOBRA), an applicant must meet residency, citizenship or immigration status, and income requirements.  While no period of residency is required as a condition of eligibility, the applicant must have the intent to remain indefinitely in Kansas.  (Kan. Family Med. Assistance Man. §§2041, 2051, Kan. Econ. & Employment Support Man. §2140) 

A pregnant woman is eligible for medical assistance based on income level that does not exceed 150% of the federal poverty level.  (Kan. Family Med. Assistance Man. §2211)

Income is based on earned and unearned income of the pregnant woman and the father of the unborn child if the father lives with the pregnant woman.  A monthly countable income level is based on family size.  Family size is determined by counting the pregnant woman, the unborn child, and the father of the unborn child if the father lives with the pregnant woman.  If the pregnant woman lives with her parents, then the parents are included.  If the income is below the standard income level of the following chart, the pregnant woman qualifies for Medicaid:

Family Size
Monthly Income Standard
     2


$1,650

     3


$2,075

     4


$2,500

     5


$2,925

     6


$3,350

(http://www.srskansas.org/services/
medical_assistance.htm)

Expedited Approval

Applications for pregnant women who meet income level requirements are expedited to issue a medical card within 10 days from the date of the application to provide immediate, temporary coverage for prenatal care pending a formal application review process.  Verification of whether the applicant meets the other eligibility requirements are postponed to meet the 10-day requirement. 

See following link for additional information:

http://www.da.ks.gov/hpf/medicalpolicy/
MedicalAssistance/medassist_pregnant_women.htm

	Kentucky
	KenPAC

Pre-natal care under Medicaid is available only to U.S. citizens and qualified non-citizens that meet standard income and residency requirements.  (i.e., lawfully present in the U.S. who entered the U.S. before August 22, 1996 or to those who entered on or after August 22, 1996 and who have maintained the status for 5 years).

Emergency Medicaid
Normal delivery of a baby is considered an emergency and is covered by the emergency Medicaid provisions for unqualified non-citizens.  While coverage period includes the month of delivery and the following month, pre-natal or postpartum care are not covered.  (Operation Manual, Vol. 1, MS 2075).  

Presumptive Eligibility

Limited pre-natal care may be available to unqualified non-citizens through the presumptive eligibility program, which allows pregnant women to get temporary medical coverage while applying for full Medicaid benefits.
	Pre-natal care under full Medicaid benefits cover all medically necessary services related to pregnancy, maternity, and newborn care.

See the following link for more details:

http://chfs.ky.gov/dms/services.htm
Presumptive Eligiblity

Pre-natal coverage under PE is limited to ambulatory outpatient pre-natal care services including services from primary care provider, laboratory services, x-ray services, dental services, emergency room services, emergency and non-emergency transportation, and pharmacy services.  (907 Ky. Admin. Regs. 1:810 §6)
	To receive KenPAC, an applicant must meet residency and income requirements.  No period of residency is required as a condition of eligibility.  Conditions for determining state residency is based on 42 C.F.R. §435.403.  (907 Ky. Admin. Regs. 1:011(12)) 

Presumptive Eligibility

Presumptive Eligibility (“PE”) is a program designed to provide immediate, temporary coverage for prenatal care pending a formal application for full Medicaid benefits.  Any woman who thinks she is pregnant and whose family income is under a certain amount is eligible for PE.  

To be eligible for PE, the woman:

- must be pregnant;

- is a resident of Kentucky;

- have not yet applied for Medicaid; 

- has not been previously granted PE for the same pregnancy; and

- income is less than the amount below.

Family Size
Monthly Income*

     2

no more than $1,978

     3

no more than $2,481

     4

no more than $2,984

     5

no more than $3,486

     6

no more than $3,989

* changes every year.



	Louisiana
	Medicaid

Female Medicaid Recipients of child bearing age are eligible for Medicaid.  To receive these Medicaid benefits, the pregnant woman’s family income must not be greater than 200 percent of the federal poverty level.  Eligibility criteria for pregnant adolescents are based on the income of the pregnant adolescent and not on the income of her parents.

Full Medicaid benefits are available to qualified aliens who entered the U.S. before August 22, 1996 or to those who entered on or after August 22, 1996 and who have maintained the status of qualified alien for five (5) years.  However, the five (5) year limitation does not apply to certain aliens including refugees, asylees and “battered immigrants.”

Louisiana has presumptive Medicaid eligibility for pregnant women.

A Medicaid eligibility representative said that undocumented immigrants could receive services at charity hospitals or federally-funded clinics.
24 Louisiana Register 601



Nurse Family Partnership (“NFP”)
First-time mothers under the age of 21 that are eligible for Medicaid and are less than 28 weeks of gestation qualify for the NFP Program provided that their income is less than 200 percent of the federal poverty level.  Legal documents and/or birth certificate are required to prove eligibility for this program.

For more information, see link

Nurse Family Partnership Program
 LaMOMS

LaMOMS is no-cost health coverage for any pregnant women, married or single, who fall into new expanded income guidelines.  Eligibility for LaMOMS is based on elgibility for Medicaid.  Undocumented immigrants otherwise ineligible for Medicaid may be eligible for emergency services and labor and delivery services.

For More Information, see links

Frequently Asked Questions
LaMOMS Fact Sheet
	Medicaid

Covered services include office visits, lab services and “other pre and post natal care” and delivery.

Medicaid recipients are eligible for prescription drug benefits.

Undocumented immigrants and qualified aliens who are otherwise ineligible for Medicaid are eligible for emergency services and/or emergency labor and delivery services.  Routine prenatal care is not included in this category.  

Nurse Family Partnership (“NFP”)

The NFP nurses are scheduled to visit families once a week for the first month after registration and then every other week through delivery. After delivery, the nurses are scheduled to visit once a week for the first six weeks and then every other week until the 21st month postpartum. From 21 to 24 months postpartum, the nurses visit once a month.

LaMOMS

LaMOMS pays for pre-natal pregnancy-related services, delivery and care up to 60 days after pregnancy ends including doctor visits, lab work/tests, prescription medicines and hospital care.
	Medicaid

To receive Medicaid, an applicant must meet residency and income requirements.   The applicant must fill an application form and apply via mail or personally at a local Medicaid office or application center.  No face-to-face interview is required.  Each Parish maintains a Medicaid office.  Starting July 1, 2006, all Medicaid applicants and enrollees will have to provide original documents to prove citizenship and identity. 

A decision will be made and the applicant will be notified within 45 days (with some exceptions) after application. If the application is based on disability, it may take up to 90 days. Coverage may start as early as 3 months before the month of application.  The applicant may be reimbursed for services incurred between application and registration provided the service provider is an eligible Medicaid provider and the applicant was eligible on the date that the service was rendered.
There is no program to provide pregnant women with interim care while waiting for their application status to be resolved.

Nurse Family Partnerships (“NFP”)

NFP requires a physician’s statement, medical records and legal documents and/or birth certificates to prove eligibility for the program.

Only eligible Medicaid recipients can qualify for the NFP program.

LaMOMS

Applicants must fill out an application form.  If needed, someone can assist in completing the form.  You can get an application form from the Medicaid office in the parish of residence, at any of the participating Medicaid Application Centers, from the Web site by clicking:

http://www.dhh.louisiana.gov/offices/publications.asp?ID=137&Detail=99
or by calling 1-888-342-6207.  The application form with the applicant’s information can be mailed to the local Medicaid office.

Pregnant women may get coverage while waiting for their eligibility to be decided.



	Maine
	Maine’s Medicaid program is called MaineCare.  Under MaineCare, an alien who is not lawfully admitted for permanent residence in the US or permanently residing in the US under color of law (“nonqualified alien”) are not eligible for prenatal care except as provided by Medicaid as a qualifying “emergency service.”  Nonqualified aliens must otherwise meet income eligibility requirements.  Income must not exceed 200% of Federal Poverty Level (FPL): 

· Single with annual income of $19,140 or less 

· Married with annual combined income of $25,660 or less 

There is no resource limit.

http://www.latinainstitute.org/pdf/PrenatalCare-2.pdf
Family Planning Services - In order to qualify for this benefit program, you must characterize your financial situation as very low income , you or your family/household member must be pregnant, or you must be a parent or primary caregiver responsible for children under the age of 19 years. 

Description
The purpose of the Family Planning Services Program is to assist in the establishment and operation of voluntary family planning projects which consist of the educational, comprehensive medical, and social services necessary to aid individuals to determine freely the number and spacing of their children. 

Managing Organization
U.S. Department of Health and Human Services
http://www.hhs.gov/ 

Program contact information & web resources 
For more information please visit:
http://opa.osophs.dhhs.gov/titlex/ofp.html 


	Presumptive eligibility: Maine’s Medicaid program provides for presumptive eligibility for all pregnant women.  Presumptive eligibility allows uninsured pregnant women to obtain immediate prenatal care while their Medicaid eligibility is being processed.  Undocumented women receive important care during the processing period while their Medicaid eligibility is being processed.  


	At a minimum, labor and delivery are considered emergency services and available to all aliens, qualified or otherwise.

Documented Aliens are eligible for the following early prenatal services:  

Early prenatal services is a visit which provides a recipient with a start in her prenatal care and counseling on the importance of continued, regular prenatal care.  The continuation of prenatal care is established during this visit with a confirmed appointment to a prenatal provider.  A prenatal provider is a professional providing services within the scope of practice of his or her profession as defined by State Law and licensed under State Law to practice medicine or osteopathy, or a professional who is currently licensed to practice in the State as a registered professional nurse and is legally authorized under State law or regulations to practice as a nurse-midwife in collaboration with a licensed physician.

The family planning agency will maintain a list of at least three prenatal providers who will accept clients for continued care from which the client may choose.  Family planning agencies may only provide early prenatal visits under a written physician's protocol.  The prenatal provider must agree to accept results of any laboratory tests completed at the early prenatal visit, and the family planning agency must transfer copies of client records to the prenatal provider.  To ensure continuity of care, the family planning agency will use the medical chart of the prenatal provider receiving the referral.

	Maryland
	Children’s Health Program

Children’s Health Program benefits are available to qualified aliens who entered the U.S. before August 22, 1996 or to those who entered on or after August 22, 1996 and who have maintained the status of qualified alien for 5 years who meet income (up to 25% of FPL) and residency requirements.  However, the 5 year limitation does not apply to certain aliens including refugees and asylees.

Qualified aliens that have not been in the country for five years and are not refugees or ayslees, and non-qualified aliens are not eligible for prenatal benefits (due to budget constraints).

Emergency Medicaid

Qualified aliens that have not been in the country for five year and are not refugees or ayslees, and non-qualified aliens may obtain emergency services (including labor and delivery) if they meet income and residency requirements.  Md. Code Regs. 10.09.24.05. The income and residency requirements are the same as those general requirements for Medicaid eligibility.  No period of residency is required as a condition of eligibility; however, the applicant must have the intent to remain indefinitely in Maryland.  Md. Code Regs. 10.09.24.05.


	Children’s Health Program

Children’s Health Program benefits for qualified aliens and refugees and asylees include prenatal and post-partum doctor visits; hospital delivery; doctor visits not related to pregnancy; lab work and tests; dental care; vision care; prescription medicines (including vitamins); transportation to medical appointments; mental health services; substance abuse services; and after delivery, family planning services.  

Coverage continues for the postpartum period until the end of the 2nd month following the end of the pregnancy.  

Emergency Medicaid

Coverage is for limited to emergency services including labor and delivery.  


	Children’s Health Program

Applicants must file an application with the Local Department of Social Services (“LDSS”) in the city or county where they live.

For more information on Maryland’s MCHP program: 

http://www.dhmh.state.md.us/mma/mchp/
To locate an LDSS: 

http://www.dhmh.state.md.us/mma/dss/index.html
Emergency Medicaid

Applicants must file an application with the Local Department of Social Services in the city or county where they live.  No social security number is required for emergency medical coverage.

To locate an LDSS: 

http://www.dhmh.state.md.us/mma/dss/index.html


	Massachusetts
	MassHealth Standard

Full MassHealth Standard benefits are available to qualified aliens who entered the U.S. before August 22, 1996 or to those who entered on or after August 22, 1996 and who have maintained the status of qualified alien for 5 years.  However, the 5 year limitation does not apply to certain aliens including refugees and asylees.  Qualified aliens must also meet the category, income, and residency requirements for MassHealth Standard.

MassHealth Prenatal

MassHealth Prenatal benefits are available to qualified aliens who entered the U.S. before August 22, 1996 or to those who entered on or after August 22, 1996 and who have maintained the status of qualified alien for 5 years.  However, the 5 year limitation does not apply to certain aliens including refugees and asylees.  Qualified aliens must also meet the category and residency requirements for MassHealth Standard, and an income limitation (but it is more lenient than MassHealth Standard)

MassHealth Limited

In Massachusetts, non-qualified aliens may obtain MassHealth Limited benefits if they meet the requirements for MassHealth Standard (e.g., classification, income, and residency requirements, but not citizenship) and have an emergency medical condition.

No period of residency is required as a condition of eligibility; however, the applicant must have the intent to remain indefinitely in Massachusetts.  130 Mass. Code Regs. 503.002.

Healthy Start Program (“HSP”)

Pregnant women who are non-qualified aliens and their unborn child are eligible for HSP if they (1) meet certain income limits; (2) are a resident of Massachusetts; (3) are not eligible for any other MassHealth coverage type (except MassHealth Limited); and (4) are not otherwise insured for medically necessary pregnancy related care.  Mass. Gen. Laws ch. 118E, § 10E; 130 Mass. Code Regs. 522.005.

No period of residency is required as a condition of eligibility; however, the applicant must have the intent to remain indefinitely in Massachusetts.  Gen. Laws ch. 118E, § 10E; 130 Mass. Code Regs. 503.002.

Free Care (Uncompensated Care Pool)

Free Care is available to Massachusetts residents meeting certain income limits.  Immigration status is not relevant. 
	MassHealth Standard

MassHealth Standard provides a full range of coverage for hospital services; doctor visits; laboratory tests; prescription drugs; mental health services; durable medical equipment; including benefits during pregnancy. 

MassHealth Prenatal

MassHealth Prenatal provides for ambulatory prenatal care (i.e., routine doctor visits) provided by a MassHealth provider.  MassHealth Prenatal does not cover labor or delivery services. 

MassHealth Limited

MassHealth Limited only provides services for treatment of a medical condition (including labor and delivery) that manifests itself by acute symptoms of sufficient severity that the absence of immediate medical attention reasonably could be expected to result in:  (1) placing the member’s health in serious jeopardy, (2) serious impairment to bodily functions, (3) serious dysfunction of any bodily organ or part.  130 Mass. Code Regs. 450.105(G).  Organ transplants are not covered services.  130 Mass. Code Regs. 450.105(G).

Healthy Start Program

HSP covers prenatal care and 60 days of postpartum care.  Benefits provided include all medical care necessary to maintain health during the course of the pregnancy and delivery including: primary and specialty visits; outpatient behavioral visits; radiology and laboratory visits; amniocentesis; durable medical equipment and supplies; home nursing visits; office visits; inpatient delivery and services (covered by MassHealth Limited); postpartum obstetric and gynecological care; newborn hospital and outpatient care; prescription drugs; and emergency services (covered by MassHealth Limited).  Mass. Gen. Laws ch. 118E, § 10E; 130 Mass. Code Regs. 522.005.

Free Care 

Free Care covers many service provided at a hospital. 
	MassHealth Standard

To receive any MassHealth benefits, an applicant must submit a Medical Benefit Request (“MBR”) to any MassHealth Enrollment Center or MassHealth Outreach worker at a designated outreach site.  130 Mass. Code Regs. 502.001. A social security number is required for MassHealth Standard benefits. Coverage begins on the 10th day before the date the MBR is received.  130 Mass. Code Regs. 505.008.

MassHealth Prenatal

To receive any MassHealth benefit, an applicant must submit a Medical Benefit Request (“MBR”) to any MassHealth Enrollment Center or MassHealth Outreach worker at a designated outreach site.  130 Mass. Code Regs. 502.001.  A social security number is required for MassHealth Prenatal benefits. Coverage begins on the 10th day before the date the MBR is received.  130 Mass. Code Regs. 505.008.

Proof of income is not required for MassHealth Prenatal.  Thus, people may be eligible for coverage before their eligibility for other MassHealth coverage can be determined.  MassHealth Prenatal is intended to cover individuals for a 60 day period. 

MassHealth Limited

To receive any MassHealth benefit, an applicant must submit a Medical Benefit Request (“MBR”) to any MassHealth Enrollment Center or MassHealth Outreach worker at a designated outreach site.  130 Mass. Code Regs. 502.001.  No social security number is required for MassHealth Limited benefits. Coverage begins on the 10th day before the date the MBR is received.  130 Mass. Code Regs. 505.008.

Healthy Start Program

An applicant should apply for MassHealth.  MassHealth will refer names of pregnant women who do not qualify for MassHealth and those who solely qualify for MassHealth Limited to the Healthy Start Program.  

Free Care 

An applicant must apply for MassHealth at any MassHealth Enrollment Center or MassHealth Outreach worker at a designated outreach site 

For more information visit www.mass.gov/dhcfp

	Michigan
	Maternity Outpatient Medical     Services (MOMS)

Pursuant to SCHIP and the 2002 HHS opinion, Michigan has applied for and received federal approval to expand prenatal care to the unborn children of low-income pregnant women.  

HHS Approval Press Release
Maternity Outpatient Medical Services (MOMS) is a health coverage program operated by the Department of Community Health (DCH). MOMS provides prenatal and postpartum outpatient pregnancy-related services to women who are pregnant or recently pregnant and who are

not eligible for Medicaid. (The Department of Health Services, “DHS”, says that individuals determined eligible for MOMS meet all criteria for Medicaid Eligibility.) 

MEDICAID

Ordinarily, undocumented immigrant women are not eligible for full Medicaid coverage unless they are “qualified aliens.”  Rather, they are eligible for ESO Medicaid (Emergency Services Only) if they meet all other eligibility factors, including residency.  The Michigan DHS defines residency to include one who lives in Michigan, except for a temporary absence, with the intent to remain in Michigan permanently or indefinitely or has entered the states with the intention to seek employment.  Emergency services include labor and delivery, but not prenatal care.

Women who are eligible for ESO Medicaid are automatically eligible for MOMS. Assuming that the undocumented women can qualify for ESO Medicaid, they will be eligible for MOMS providing that they meet the Michigan residency requirement.  

Legal Aid organizations report

that new Michigan regulations and caseworker interpretations have made it more difficult to establish residency in recent years.

Michigan Poverty Law Program Legal Alert
Michigan Medicaid Eligibility
Federal SCHIP Regulations prohibit states from precluding a child from consideration as a state resident if the child is physically located in the state and is not institutionalized or a ward of the state.  Under the HHS Opinion a fetus is considered to be a child, and thus is eligible for SCHIP coverage.


	MOMS

The MOMS coverage period is from the beginning of pregnancy through two calendar months following the month the pregnancy ends, regardless of the reason.

Coverage is limited to the following outpatient pregnancy and postpartum-

related services:

Prenatal care and pregnancy-related care

• Pharmaceuticals and prescription vitamins

• Laboratory

• Radiology and ultrasound

• Maternal Support Services

• Childbirth education

• Labor and delivery (including live birth, miscarriage, ectopic pregnancy

and stillborn).

Note: Outpatient deliveries are not covered.

• Outpatient hospital care

• Postpartum care through two calendar months after the pregnancy

ends

• Other pregnancy-related services approved by DCH

MEDICAID

Aliens who are not otherwise eligible for full Medicaid because of immigration status may be eligible for Emergency Services Only (ESO) Medicaid. 

For the purpose of ESO coverage, federal Medicaid regulations define an emergency medical condition (including emergency labor and delivery) as a sudden onset of a physical or mental condition which causes acute symptoms, including severe pain, where the absence of immediate medical attention could reasonably be expected to: 

• Place the person’s health in serious jeopardy, or 

• Cause serious impairment to bodily functions, or 

• Cause serious dysfunction of any bodily organ or part. 

ESO Medicaid Coverage




	MOMS

Local public health departments and Federally Qualified Health Centers assist with the MOMS application process by:

• Assisting the woman over the telephone and making appointments

with eligible/interested women.

• Advising the applicant of any verification requirements and assisting

in securing any required documentation.

• Completing or assisting in the completion of the MSA-1142,

MOMS Enrollment Notice.

• Completing the DCH-1164, Guarantee of Payment for Pregnancy-

Related Services.

DCH reviews the application, verifies eligibility, establishes the coverage period.

MOMS Eligibility and Application Process

	Minnesota
	Minnesota Care

Minnesota provides for coverage for unborn children with family incomes up to 275 percent of the federal poverty line and who are not otherwise eligible for Medicaid. This includes coverage for pregnant undocumented immigrants as Minnesota has extended SCHIP funding to pregnant women and their unborn children.

Minnesota SCHIP Funding
Emergency Medical Assistance (“EMA”)

Undocumented immigrants are not eligible to receive Medical Assistance (Minnesota’s version of Medicaid).  

EMA is available to non-citizens who are not eligible for federally-funded MA because of their immigration status. This includes undocumented and non-immigrant people, as well as non-qualified non-citizens who might also be eligible for the state-funded MA program.

To qualify for EMA, non-citizens must meet all MA eligibility requirements not related to immigration status. They must have an MA basis, be Minnesota residents and meet applicable income and asset limits. 

A qualifying emergency for EMA may be either a short-term, acute condition (including labor and delivery) or an ongoing chronic condition. For short-term emergencies, eligibility exists for the duration of the emergency only and may begin or end mid-month. EMA for services related to chronic conditions meeting the emergency definition may continue indefinitely.

EMA does not include prenatal care.

Emergency Medical Assistance Information
	Minnesota Care

Coverage includes “prenatal care and associated health services from conception to birth.” Once enrolled, women will receive the standard Medicaid benefit package that includes prenatal care for the mother and her unborn child.

The standard Medicaid coverage includes:

·         Initial and subsequent history;

·         Physical examinations;

·         Recording of weight, blood pressure, and fetal heart tones;

·         Routine chemical urinalysis;

·         Monthly visits up to 28 weeks gestation;

·         Biweekly visits up to 36 weeks gestation; and

·         Weekly visits until delivery. 

 Minnesota Medicaid Covered Services
Babies born to women who are covered by one of Minnesota’s health care programs are covered through the month of their first birthday as long as the baby continues to live with the mother and reside in Minnesota.

Care is provided through the current Medicaid delivery system.

Minnesota SCHIP Program

	Minnesota Care

Pregnant women apply for prenatal coverage under Minnesota Care by filling out an application and mailing it to:

Minnesota Care, P.O. Box 64838, St. Paul MN 55164

Additionally, one can mail the application to the county offices listed in the link below.

County Offices that Process Applications
MinnesotaCare will review the application all will send out notification within 30-45 days informing the applicant of eligibility. Pregnant women must provide medical verification of their pregnancy.

MinnesotaCare Application Process


	Mississippi
	An alien who is not lawfully admitted for permanent residence in the US or permanently residing in the US under color of law (“nonqualified alien”) is not eligible for Medicaid except emergency services.  Nonqualified aliens must otherwise meet eligibility requirements, i.e., federally mandated income and resource standards.

http://www.dom.state.ms.us/CHIP/chip.html
	The term "emergency medical condition" means the sudden onset of a medical condition (including emergency labor and delivery) manifesting itself by acute symptoms of sufficient severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to result in any of the following:

(1) Placing the patient's health in serious jeopardy;

(2) Serious impairment to bodily functions; or

(3) Serious dysfunction to any bodily organ; or part.  

Specifically excepted from this definition are care and services related to either an organ transplant procedure or routine prenatal or post-partum care.

Labor and delivery are the only emergency services predetermined to be covered by Medicaid.  All other conditions must be submitted to the Eligibility Department of the Mississippi Medicaid office for case-by-case review and approval.


	Inquiries regarding eligibility for coverage of emergency services under Medicaid may be by contacting the regional Medicaid office.  A listing may be found at:

http://www.dom.state.ms.us/CHIP/chip.html
Unqualified aliens need not be verified through SAVE (Systematic Alien Verification for Entitlements) Program.

Questions regarding eligibility may also be directed to:

Mississippi Division of Medicaid

Eligibility Division


1-800-421-2408

	Missouri
	Medicaid: An alien who is not lawfully admitted for permanent residence in the US or permanently residing in the US under color of law (“nonqualified alien”) are not eligible for prenatal care except as provided by Medicaid as a qualifying “emergency service.”  Nonqualified aliens must otherwise meet income eligibility requirements.  Income must not exceed 200% of Federal Poverty Level (FPL): 

· Single with annual income of $19,140 or less 

· Married with annual combined income of $25,660 or less 

There is no resource limit.

Missouri Medicaid provides for presumptive eligibility for all pregnant women.  Presumptive eligibility allows uninsured pregnant women to obtain immediate prenatal care while their Medicaid eligibility is being processed.  Undocumented women receive important care during the processing period while their Medicaid eligibility is being processed.  

TEMP:   Missouri Meidcaid Provider Manual Section 1.5.J.

Temp Recipients - The purpose of the Temporary Medicaid During Pregnancy (TEMP) Program is to provide pregnant women with access to ambulatory prenatal care while they await the formal determination of Medicaid or MC+ eligibility. Certain qualified providers, as determined by the Family Support Division, may issue TEMP cards. These providers have the responsibility for making limited eligibility determinations for their patients based on preliminary information that the patient’s family income does not exceed the applicable MC+ for Pregnant Women income standard for a family of the same size.

Tem Recipients - 

http://manuals.momed.com/lpBin22/lpext.dll?f=templates&fn=main-j.htm&2.0
State-funded:  Under state funded programs, all pregnant women, regardless of immigration status, are eligible for outpatient prenatal care.

http://www.nilc.org/pubs/guideupdates/tbl10_state-med-asst_2006-01.pdf
http://www.latinainstitute.org/pdf/PrenatalCare-2.pdf


	Applicants must contact the Family Support Division (FSD) office in the county where he or she lives.

FSD offices by county may be found at the following link:

http://www.dss.mo.gov/fsd/office/index.htm
If the qualified provider makes an assessment that a pregnant woman is eligible for TEMP, the qualified provider issues her a white paper temporary ID card. The recipient may then obtain ambulatory prenatal services from any Medicaid-enrolled provider. If the woman makes a formal application for Medicaid or MC+ with the Family Support Division during the period of TEMP eligibility, her TEMP eligibility is extended while the application is pending. If application is not made, the TEMP eligibility ends in accordance with the date shown on the TEMP card.
Infants born to mothers who are eligible under the TEMP Program are not automatically eligible for Medicaid benefits. Information regarding Automatic Medicaid Eligibility for Newborn Children is addressed in this manual.

Providers and recipients can obtain the name of Medicaid enrolled Qualified Providers in their service area by contacting the local Family Support Division Office. Providers may call Provider Relations at (573) 751-2896 and recipients may call Recipient Services at (800) 392-2161 for questions regarding TEMP.
	Emergency medical services are those health care items and services furnished that are required to evaluate or stabilize a sudden and unforeseen situation or occurrence or a sudden onset of a medical or mental health condition manifesting itself by acute symptoms of sufficient severity (including severe pain) that the failure to provide immediate medical attention could reasonably be expected by a prudent lay person, possessing average knowledge of health and medicine, to result in:

· placing the patient's physical or mental health (or with respect to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy; or 

· serious impairment of bodily functions; or 

· serious dysfunction of any bodily organ or part; or 

· serious harm to self or others due to an alcohol or drug abuse emergency; or 

· injury to self or bodily harm to others; or 

· with respect to a pregnant woman who is having contractions: 

· There is inadequate time to effect a safe transfer to another hospital before delivery; or 

· Transfer may pose a threat to the health or safety of the woman or the unborn. 


	Montana
	Programs that Cover Qualified Aliens

Montana Medicaid provides outpatient prenatal care.

MCA 53-6-101.

Programs that Cover Undocumented Immigrants

Montana does not appear to provide prenatal care to undocumented immigrants.  Under Nevada’s Medicaid program, undocumented immigrants are entitled to emergency services only.
In addition, Montana CHIP did not elect to expand to cover the period from conception to birth.

Montana does have a program called MIAMI (The Montana Initiative for the Abatement of Mortality in Infants Act).  MIAMI provides home visiting services to high-risk pregnant women, their infants, and infants identified at risk for special health care needs.  If an undocumented expectant mother is identified as “high risk,” she may be eligible for services under MIAMI, notwithstanding her immigration status

MCA 50-19-311.

Information about MIAMI can be found at http://www.dphhs.mt.gov/PHSD/family-health/home-visiting/home-visiting-miami.shtml

	Montana Medicaid provides outpatient prenatal care (obstetrician or nurse midwife), which includes all prenatal visits, delivery (in hospital), and a six-week postpartum checkup.

http://www.dphhs.mt.gov/medicaid

	Montana Medicaid

Pregnant women are presumptively eligible for Montana Medicaid.  To apply for presumptive eligibility, a woman must apply with a Qualified Presumptive Eligibility Provider (“QPEP”) (e.g., City/County Health Department, Family Planning Clinic).  If the QPEP determines that she is presumptively eligible, prenatal care will be provided for 45 days or until her local County Office of Public Assistance processes her application and determines that she is eligible for Medicaid, whichever comes first.

Applications are available at each local County Office of Public Assistance.  Call the Montana Medicaid Help Line at 1.800.362.8312.



	Nebraska
	Kids Connection (which encompasses both Nebraska CHIP and Nebraska Medicaid) provides coverage for pregnant women without regard to immigration status.

http://www.hhs.state.ne.us/med/kidsconx.htm
The child applying for Kids Connection must be a citizen of the United States or in the United States as a legal permanent resident or a qualified alien.   However, the pregnant woman herself need not be a qualified alien.  (I confirmed this information with Becky Gould at Nebraska Appleseed.  402.438.8853 x 102.)

The immigrant mother is considered a “MAC Mom”  MAC stands for Medical Assistance for Children.  Because the mother does not qualify for Medicaid, health benefits are provided to the unborn baby. 

	During the pregnancy and for 60 days after the birth of the child, the mother is covered for all necessary health care, including the following: doctor visits; hospital charges; blood and urine tests; specialist care, if needed; ultrasound services; medications (including prenatal vitamins); delivery; and post-partum check-up.

MAC Mom coverage also includes dental exams and treatment; eye exams; mental health counseling; family planning; and circumcision for the baby. 


	The expectant mother must complete an application and send it to Kids Connection, P.O. Box 94926, Lincoln, NE 68509-4926 or take it to her local Health and Human Services (HSS) office.  The application requires proof of income (income cannot exceed 185% of the federal poverty level).  One month’s pay stubs or a letter from an employer will satisfy this requirement if the expectant mother is working.

The application can be downloaded at http://www.hhs.state.ne.us/med/kidsconxapp.htm.  Applications are also available at local HHS office and by calling 1.877.NEB KIDS (1.877.632.5437) to request an application.

Once HHS receives the application, it can take up to 30 days for the review to be completed.  If a caseworker does not call the expectant mother within 30 days, she can call 402.471.7000 for an update. 

More information is available by calling 1.877.NEB KIDS (1.877.632.5437) or visiting http://www.hhs.state.ne.us/med/kidsconxfaq.htm. 



	Nevada
	Programs that Cover Qualified Aliens

Nevada’s Medicaid program for pregnant women is CHAP (Child Health Assurance Program).  

See http://www.dhcfp.state.nv.us for more information.

Programs that Cover Undocumented Immigrants

Nevada does not appear to provide prenatal care to undocumented immigrants.  Under Nevada’s Medicaid program, undocumented immigrants are entitled to true emergency services only. 
In addition, Nevada’s SCHIP (called Nevada Check Up) did not elect to expand to cover the period from conception to birth.


	CHAP covers prenatal visits, lab work, and tests (such as an ultrasound), labor and delivery charges, anesthesia, a hospital stay (up to 48 hours after a vaginal birth and 96 hours after a Cesarean section), and a six-week postpartum check up.  The woman may elect to see either an OB/GYN or a certified nurse midwife.
	CHAP Eligibility:

Pregnant women are not presumptively eligible.  Income cannot exceed 133% of the federal and resources cannot exceed $2,000.  However, a pregnant woman who is eligible for CHAP during any month in her pregnancy remains eligible for pregnancy-related and postpartum care even if her income changes.

To apply, the woman must contact her local Division of Welfare and Supportive Services office.  For more information call the Nevada Medicaid Central Office at 775.684.3600.



	New Hampshire
	1. Medical Coverage for Pregnant Women (MCPW)

Qualifications Under the MCPW program: 

- Income cannot exceed 185% of the federal poverty income limits.

- No resource limit.

2. Presumptive Eligibility

Pregnant women applying at Department of Health and Human Services district offices as well as to pregnant women applying at non-district office sites shall be given a "presumptive eligibility period" as provided in 42 U.S.C. 1396r-1. (RSA. TITLE XII.167.68.II.(c))

3. Duration of medical assistance

1) If the pregnant woman is eligible for and receiving medical assistance on the day her pregnancy ends

( continue her medical assistance for 60 days post-partum without regard to any other eligibility criteria. Terminate 60 day post-partum medical assistance on the last day of the month in which the 60th day falls.

2) If the pregnant woman is eligible for and receiving medical assistance on the day her child is born

( continue medical assistance for the newborn for up to 1 year, as long as the child lives with the mother and one of the following applies:

· the mother remains eligible for medical assistance, or

· the mother would be eligible if she were pregnant.

(http://www.hrsa.gov/reimbursement/states/New-Hampshire-Eligibility.htm)

 
	
	How to apply:

An applicant for Medical Assistance should

1) Visit a DHHS District Office and speak with a DHHS worker who will assist you through the application interview process; and 

2) Provide copies of any information that we may need.  

(http://www.dhhs.state.nh.us/DHHS/MEDASSISTELIG/
ELIGIBILITY/default.htm)

3) The DHHS district office contact information can be found at http://www.dhhs.nh.gov/DHHS/Contact+Directory/default.htm
Pregnant women already receiving services at certain community agencies, such as hospitals, well child or prenatal clinics or Women Infant & Children clinics may apply at those sites for Healthy Kids or Medical Coverage for Pregnant Women.  Applications for Healthy Kids and Medical Coverage for Pregnant Women (MCPW) may also be filed by mail.

(http://www.dhhs.state.nh.us/DHHS/MEDASSISTELIG/ELIGIBILITY/default.htm)

Who decides:

Pregnant women are assessed by the Division of Family Assistance, Office of Program Operations, Dept. of Health and Human Services for their financial eligibility and all non-financial eligibility.

(http://www.dhhs.nh.gov/DHHS/MEDASSISELIG/default.htm)

How to appeal:

If a pregnant woman disagrees with any decision the Division of Family Assistance makes on her case, she may request an Administrative Appeals hearing.

(http://www.dhhs.nh.gov/DHHS/MEDASSISELIG/default.htm)

- procedures for the administrative appeal can be found at http://www.dhhs.nh.gov/DHHS/MEDASSISELIG/default.htm)



	New Jersey
	For Medicaid:

A “Qualified Alien” is an alien who

1) entered U.S. before August 22, 1996 and meets the eligibility criteria set forth in N.J.A.C. 10:71-3.3.(c), then he/she is entitled to FULL Medicaid benefits. (Medicaid Only Manual. N.J.A.C. 10:71-3.3.(c). p.16-17)

or

2) entered U.S. on or after August 22, 1996 and meets the eligibility criteria set forth in N.J.A.C. 10:71-3.3.(c), one of them being “lawfully admitted for permanent residence but only after having been present in the U.S. for 5 years,” then he/she is entitled to Medicaid benefits. (Medicaid Only Manual. N.J.A.C. 10:71-3.3.(d). p.17)

Other Medicaid eligibility requirements:

1. An applicant needs to be aged, disabled or blind:

1) Age (N.J.A.C. 10:71-3.9.(a))

- The applicant must be 65 years of age or older to be eligible based on age alone.

- A disabled or blind child must be under 18 years of age, or under 22 years of age and a student regularly attending school and neither married nor the head of the household.

- A disabled or blind adult must be over 21 years of age and under 65 years of age or between 18 years of age and 22 years of age if not a full-time student.

2) Disability (N.J.A.C. 10:71-3.12(a))

3) Mental or physical impairment (N.J.A.C. 10:71-3.12(b))

4) Blindness (N.J.A.C. 10:71-3.12(c))

2. An applicant also needs to be financially eligible:

1) Financial eligibility - Resources

The resources criteria and eligibility standards of this section apply to all applicants and beneficiaries. (N.J.A.C. 10:71-4.1(a))

2) Financial eligibility – Income 

Applicants must comply with the income standards set forth in N.J.A.C. 10:71-5.6.  (N.J.A.C. 10:71-5.1(a))

A “Non-Qualified Alien” 

- is not an eligible alien as specified in the two sections (1 and 2) under “Qualified Alien.”

- is not eligible for full Medicaid benefits. 

- is entitled to Medicaid coverage for the treatment of an emergency medical condition only, if the alien is a New Jersey resident and meets all other Medicaid eligibility requirements.

(Medicaid Only Manual. N.J.A.C. 10:71-3.3.(e). p.17-18)

“Emergency medical condition” does NOT include routine prenatal or post-partum care. (Medicaid Only Manual. N.J.A.C. 10:71-3.3.(e). p.17-18)

New Jersey “Resident” is defined as “a person who is living in the State voluntarily and not for a temporary purpose, that is, with no intention of presently removing therefrom.”

(Medicaid Only Manual. N.J.A.C. 10:71-3.5.(a). p.20)

For Medicaid Medical Assistance

1-800-356-1561

NJ FamilyCare

Any applicant in a “qualified” immigrant status is able to apply for NJ FamilyCare, regardless of the date that they entered the United States. They do not have to wait five years to be eligible.

“Qualified” status includes: 

- An applicant under the Violence Against Women Act 

(http://www.njfamilycare.org/pages/rest_who.html)

For NJ FamilyCare Health Insurance (Medicaid Managed Care)

1-800-701-0710


	
	Application process for the Medical Emergency Payment Program for undocumented residents:

1. Inform the hospital office staff that you wish to apply for this program.

2. If an application form is available, you will be asked to fill it out immediately.

3. If an application is not available, the staff member will notify the County Board of Social Services that you are interested in applying.

4. After the emergency medical treatment, you must call the County Board of Social Services yourself to schedule an interview.

5. Bring any bills that you received for emergency treatment with you to the County Board interview.

6. You must complete an application within 3 months of the date of the emergency in order to be covered under this program.

(http://www.njfamilycare.org/pages/rest_who.html)

Medicaid:

How to Apply - Medicaid hotline

Monday through Friday, 8:30 to 4:30 

(800) 356-1561

For aliens:

- “Persons claiming to be . . . eligible aliens shall provide the county board of social services with documentation of . . . alien status.”

(Medicaid Only Manual. N.J.A.C. 10:71-3.3.(f). p.118)

- acceptable forms of documentation are listed in Medicaid Only Manual. N.J.A.C. 10:71-3.3.(g)3-5 p.18-20)

A list of the County Board of Social Services:  http://www.state.nj.us/humanservices/CWALIST.pdf

	New Mexico
	Medicaid 

Medicaid is a joint federal and state program that pays for health care for eligible individuals.

For more information, see

http://www.state.nm.us/hsd/mad/GenInfo.htm

	Medicaid

Pregnant women who are in families that meet Aid to Families Dependent Children income and resource standards, are eligible for the full range of covered services.  

Under certain conditions, Medicaid will cover perinatal home health services.  Among the conditions considered are whether such services are reasonable and necessary to treat a high risk pregnancy.  See NMAC § 8.325.9.13.F (2006).

Medicaid covers five hours of case management services per client for each pregnancy.  Such services are provided up to 60 days after the end of the month in which the client delivered.  Such services include:

· identification of programs, including programs that teach basic maternal and child health skills;

· help in accessing identified programs; and 

· help coordinating the delivery of services when multiple providers or programs provide care.

See NMAC § 8.326.3.13 (2006).

For undocumented immigrants who reside in the State, Medicaid will pay for necessary emergency services if such persons meet the requirements for Medicaid eligibility.  Such services include emergency labor and delivery.  See NMAC §§ 8.325.10.9, 8.325.10.13, 8.325.10.14, and 8.325.10.16 (2006).

 
	Medicaid

Presumptive Eligibility for Pregnant Women

A pregnant woman may receive ambulatory prenatal care while her Medicaid application is being processed.  Her presumptive eligibility must be determined by an approved medical provider.  Ambulatory prenatal care will be provided from the date a determination is made through the end of the month following the month in which a determination was made.  See NMAC §§ 8.200.400.11, 8.230.400.18, 8.235.400.18 (2006).

Citizenship/Immigration Status

An individual is eligible for Medicaid if she entered the U.S. prior to August 22, 1996 and is within specific classes of aliens, including aliens lawfully admitted for permanent residence or permanently residing in the U.S. under color of law.  Additionally, qualified aliens who entered the U.S. on or after August 22, 1996 and have lived in the U.S. for more than 5 years are eligible for Medicaid.  

Qualified aliens who entered the U.S. on or after August 22, 1996 are barred from Medicaid eligibility for a period of 5 years.  However, such qualified aliens are eligible to receive emergency services.  Certain qualified aliens are exempt from the five-year ban, including certain refugees and certain individuals who have been granted asylum.  See NMAC § 8.200.410.11 (2006).

Income and Resource Standards

In determining an individual’s eligibility for pregnancy-related services, the income standard is 185% of the federal poverty level.  This standard is based on the number of family members in the individual’s household. See NMAC § 8.235.500.11 (2006).

To apply, an individual should contact their local Income Support Division Office.  

For more information, see

http://www.state.nm.us/hsd/mad/GenInfo.htm


	New York
	Prenatal Care Assistance Program (“PCAP”)

PCAP provides complete pregnancy care and other health care services to women and teens who reside in the State.  

For more information, see:

NY CLS Pub Health §§ 2522, 2525, 2529

http://nyhealth.gov/nysdoh/perinatal/en/pcap.htm
Medicaid Obstetrical and Maternal Services Program (“MOMS”)

MOMS provides essentially the same pregnancy services in areas where PCAP health centers are not located.  

For more information, see:

http://nyhealth.gov/nysdoh/perinatal/en/moms.htm
Family Health Plus (“FHP”)

FHP is a public health insurance program that provides health insurance to people who do not have health insurance.  FHP is available to those whose income or resources are too high to qualify for Medicaid.  

FHP provides comprehensive coverage through participating managed health care plans.

For more information, see

http://www.health.state.ny.us/nysdoh/fhplus/who_can_join.htm
Community Health Worker Program (“CHWP”)
CHWP provides outreach, education, referral and follow-up, case management, advocacy and home visiting services to women at highest risk for poor birth outcomes.  CHWP targets communities with high rates of infant mortality, out-of-wedlock birth, late or no prenatal care, teen pregnancies and births, and births to low income women.

For more information, see:

http://www.health.state.ny.us/nysdoh/perinatal/en/chwp.htm
Medicaid

Qualified aliens are eligible for full Medicaid benefits.  Pregnant women with a family income at or below 200% of the federal poverty level are eligible to receive Medicaid benefits.  

An undocumented immigrant may receive medical assistance for care and services needed to treat an emergency medical condition.  

For more information, see

http://www.health.state.ny.us/health_care/medicaid/index.htm#qualify

	PCAP & MOMS

Generally, services provided include:  

· routine pregnancy medical check-ups; 

· lab work and access to specialists; 

· hospital care during pregnancy and delivery; 

· information about pregnancy, labor, and delivery; 

· HIV counseling and testing; 

· Assistance with applying to other programs such as WIC and low or no cost health insurance for children and family; 

· one post-partum visit within 60 days following delivery; 

· health care for the baby for at least one year after birth; and

· family planning services.

For more information, see:

NY CLS Pub Health §§ 2522

http://www.health.state.ny.us/nysdoh/perinatal/en/servicedescription.htm
http://www.health.state.ny.us/nysdoh/pcap/index.htm
http://nyhealth.gov/nysdoh/perinatal/en/moms.htm
Family Health Plus

FHP provides comprehensive coverage, including prevention, primary care, and other services.  Women who become pregnant after enrolling in FHP have the option to continue receiving care through FHP or switch to Medicaid.  A pregnant woman applying for insurance is not eligible for FHP.  She should seek coverage under PCAP or Medicaid.

Community Health Worker Program

Health worker services include:

· outreach to pregnant women, including those who are uninsured or underinsured, to help them get prenatal and other health care services;

· conducting monthly home visits throughout the woman’s pregnancy and the child’s first year; and

· providing health education on topics such as lead poisoning prevention, HIV risk factors and ways to prevent transmission, risks related to prenatal substance abuse, and breastfeeding.

Medicaid
Among other services, prenatal care is available to qualified aliens.

An undocumented immigrant may receive care and services related emergency labor and delivery only.
	PCAP & MOMS

There is no immigration status requirement to receive benefits.  

To receive benefits, an applicant must be pregnant, live in the State, and meet income requirements.  Benefits are available to women whose family income does not exceed 200% of the federal poverty level.

An applicant is required to complete an Access NY Health Care application, submit documentation proving identity, age, residence, and family income.  

For more information, contact the New York State Growing Up Health Hotline at (800) 522-5006

Application information is available at the following link:

http://nyhealth.gov/nysdoh/fhplus/application.htm
Family Health Plus

FHP is available to single adults, couples without children, and parents with limited income.  Generally, a person must be between the ages of 19 and 64, be a resident of New York and a U.S. citizen or immigrants in various categories, including green card holders and PRUCOL.  The application process includes a personal interview where an application is completed and proof of certain information is provided.  

For more information regarding how to apply, see

http://www.health.state.ny.us/nysdoh/fhplus/how_can_i_apply.htm
Community Health Worker Program
To find a program, see the following list, which is organized by county.  

http://www.health.state.ny.us/nysdoh/perinatal/en/chwplist.htm
Medicaid

An applicant may contact their local department of social services to apply for benefits.  See,

http://www.health.state.ny.us/health_care/medicaid/ldss.htm
There are certain income and resource limits that apply, which depend upon the number of family members in the applicant’s household.  Additionally, the application process includes an interview.  The applicant should bring the following materials to that interview: 

· Proof of age, such as a birth certificate;

· Proof of citizenship or alien status;

· Recent paycheck stubs (if the applicant is working);

· Proof of income from sources like Social Security, Supplemental Security Income (SSI), Veteran’s Benefits (VA), retirement;

· Any bank books and insurance policies that that the applicant has;

· Proof of residence, such as a rent receipt or landlord statement;

· Insurance benefit card or the policy (if the applicant has any other health insurance); and

· Medicare Benefit Card 

An application is available at the following link:

http://nyhealth.gov/nysdoh/fhplus/application.htm


	North Carolina
	Under NC Family and Children's Medicaid MA-3330, a non-qualified alien who meets the N.C. residency requirement (living in N.C. with the intent to remain) and who meets all other Medicaid eligibility factors can receive Medicaid for emergency medical services only, which include labor and delivery services. 

Information about the exact income requirements (meaning the income level a family must be below in order for a family member to receive benefits) can be attained for one’s specific family circumstances by contacting one’s county DSS office. 

There are 3 main ways in which a non-qualified alien can receive Medicaid coverage for emergency medical services inclusive of labor and delivery and, in the case of Medicaid for Pregnant Women, some additional basic prenatal care. The 3 programs include Medicaid for Pregnant Women (MPW), Presumptive Medicaid for Pregnant Women, and Medicaid Assistance for Families (MAF). 
MPW covers ambulatory prenatal services provided by any Medicaid enrolled provider and also the cost of prescriptions. In NC, women, regardless of their immigration status, can receive MPW benefits if they meet the residency and income requirements. 

Pregnant women, both qualified and non-qualified aliens, who meet the other Medicaid requirements (income and residency), are eligible to receive Presumptive Medicaid for Pregnant Women, for a period of up to two months. Under Family and Children's Medicaid Manual MA-3245, Presumptive Medicaid covers basic prenatal care (check-ups etc.) but does not cover overnight hospital stays or significant medical procedures. 

Medicaid Assistance for Families covers those who are the caretaker for a Medicaid eligible child. A pregnant non-qualified alien can qualify to receive emergency medical services through MAF, assuming she meets the residency and income requirements, if she was the caretaker of a child that was eligible for Medicaid (usually meaning that the child was born in the U.S.)  during the time when she needed emergency medical services. These services, under MAF, include labor and delivery services as well as care related to any serious complications of her pregnancy. 

There is a processing time of a maximum of 45 days for a Medicaid application from the time the application was signed by the customer.  For labor and delivery, women can apply before the birth of the baby but if the baby is not born within the 45 days the application will be denied and the customer will have to reapply (which has no negative impact on coverage but involves more paperwork).  Once Medicaid is approved for the mother (in the case of labor and delivery), the newborn is automatically approved for Medicaid also (this type is called MIC - Medicaid for Infants and Children) as the child is a U.S. Citizen. 

Qualified as well as non-qualified aliens may be able to receive discounts on pre-natal care from community health clinics, local hospitals, or the health department in their county if they provide documentation that their income is within the federal poverty guidelines. Many community health clinics and hospitals in North Carolina have sliding scale programs that allow for such discounts.  

Qualified aliens who meet the income eligibility requirement can enroll in North Carolina’s Baby Love Program, as administered by the Division of Medical Assistance and the Division of Public Health, Women’s and Children’s Health Section. This program offers comprehensive care from the beginning of pregnancy through the postpartum period. 

Note: Non-qualified aliens are not eligible for participation in the Baby Love Program.     


	In general, it is the county departments of social services (DSS) that determine the dates of coverage when an emergency medical service is labor and normal delivery or Caesarean delivery. Meanwhile, it is the Division of Medical Assistance (DMA) that determines the dates of coverage for all other emergency medical services including miscarriages and other pregnancy terminations.

NOTE: Regular delivery and Caesarean section delivery do not include prenatal care, postpartum care, or a 60-day continuation period.

Under NC Adult Medicaid Manual, MA- 2504(X)(C), in the case of regular deliveries, an eligible, non-qualified alien may receive coverage for the day of admission to the hospital, the day of delivery (if this is not the same day as hospital admission) and one day after the delivery, totaling a maximum of 3 days coverage. For a Caesarean section delivery, there is a maximum of 5 days coverage, beginning with the day the Caesarean section is performed. 

The benefit package of the Baby Love Program, which is only available to qualified aliens, includes childbirth and parenting classes, in-home skilled nursing care for high-risk pregnancies, nutrition counseling, psychosocial counseling and postpartum/newborn home visits.

Note: Medicaid (MPW, MAF etc.) does not cover abortions except in the case of rape or incest.  
	A pregnant non-qualified alien can qualify to receive emergency medical services through MAF, if she meets the residency and income requirements, if she was the caretaker of a child that was eligible for one of the Medicaid programs during the time when she needed emergency medical services related to her pregnancy (serious complications, labor and delivery etc.). The child does not need to have been receiving Medicaid but would need to have been eligible for Medicaid in order for the caretaker to be eligible for the emergency Medicaid.

A pregnant woman, who meets the necessary income and residency requirements, is eligible to receive MPW, regardless of whether she is a qualified or non-qualified alien.  

Any pregnant woman who meets the income and residency requirements is eligible to receive Presumptive Medicaid for Pregnant Women benefits regardless of whether she is a qualified or non-qualified alien; however, the application procedures for Presumptive Medicaid for Pregnant Women are somewhat complicated. It is important to realize that coverage under Presumptive Medicaid begins as of the day the application is made and continues for the remainder of that month and then through the end of the following month. Thus, there is a clear advantage in terms of receiving more days of coverage to applying at the very beginning of a month as opposed to closer to the end of a month. 

A woman is only eligible to apply for Presumptive Medicaid for Pregnant Women one time during a pregnancy (meaning once the 2 month period lapses, an applicant cannot reapply for another 2 months of coverage during that same pregnancy). 
In order to apply for MAF or MPW, a pregnant woman should visit the DSS office in her county and ask for an application. In order to apply for Presumptive Medicaid, a pregnant woman should visit the local health department in her county and ask to apply. 

Notably, it is considered particularly easy to qualify for  Presumptive Medicaid for Pregnant Women because not a lot of documentation is needed in order to be approved to receive these benefits and customers are approved particularly quickly.  

It is important to realize that an application for Presumptive Medicaid through the local health department will be terminated if one applies for Medicaid through DSS after applying for Presumptive Medicaid. Thus, while a staff person at the local health department may tell a pregnant woman who is applying for Presumptive Medicaid about the option of applying for MAF or MPW, for example, she should understand that by applying for either of these forms of Medicaid she will cause her Presumptive Medicaid to be automatically terminated. Thus, applying for Medicaid through DSS after being approved for Presumptive Medicaid through a health department may not be advisable.  

In order to be eligible to take part in the Baby Love Program, pregnant qualified aliens must be within 200% of the Federal Poverty Level (for a family of 3). Qualified aliens do not become eligible for this program until they have been in the U.S., as qualified aliens, for a 5-year period; however, there are several groups of qualified aliens that may be exempt from this 5-year disqualification period. Under NC Adult Medicaid Manual, MA- 2504(IV)(E), these exempt groups include, but are not limited to, refugees, asylees, Cuban and Haitian Entrants, trafficking victims, and aliens whose deportation is being withheld. 

Sliding scale programs that offer discounts to those living in poverty vary greatly among different hospitals, clinics, and even county health departments as these providers have different funding sources. In some cases, sliding scale programs give discounts to non-qualified aliens while others limit their benefits to citizens and qualified aliens. In any case, one can ask about sliding scale programs for pre-natal care at the health department in one’s county or at a local hospital or community health clinic. 

Qualified aliens who meet the eligibility requirements may contact the Baby Love Program by calling the N.C. Family Health Resource Line at 1-800-FOR-BABY (1-800-367-2229). 



	North Dakota
	North Dakota Medicaid

Only qualified aliens age 21 or over may receive pre-natal care under North Dakota Medicaid.  To receive these North Dakota Medicaid benefits, a patient must meet lesser income standards (133% of the federal poverty level), and residency requirements. If these requirements are met, the patient may receive medically necessary prenatal services. 
Full North Dakota Medicaid benefits are available to qualified aliens who entered the U.S. before August 22, 1996 or to those who entered on or after August 22, 1996 and who have maintained the status of qualified alien for five (5) years.  However, the five (5) year limitation does not apply to certain aliens including refugees and asylees.

 North Dakota S-CHIP Program

North Dakota’s S-CHIP Program (“Healthy Steps”) provides prenatal services for qualified immigrant women under the age of 21.  It is a separate, stand-alone insurance program run by Blue Cross and Blue Shield of North Dakota.

For additional information, contact:

1-800-342-4718


	North Dakota Medicaid

North Dakota Medicaid provides pregnant women with any and all necessary medical services that are otherwise covered under North Dakota Medicaid, including but not limited to routine exams, ultrasounds, laboratory work, drug coverage, family planning services and services related to labor and delivery. The program will also pay for out-of state care when necessary, subject to prior approval. Such services are not specifically, separately enumerated.  North Dakota Medicaid essentially defers to the discretion of the medical providers,  as long as a procedure is not deemed to be duplicative or experimental.

Except for emergencies, pregnant women whose income is below the North Dakota Medicaid eligibility threshold must apply and be accepted to the program before receiving prenatal care.  North Dakota Medicaid does not allow for “presumptive eligibility”.  However, once an application is accepted there is a 3-month look-back period for covered expenses.

North Dakota Medicaid provides pregnancy related and post-partum care services for an additional 60 days beginning on the last day of pregnancy.   

Again, there is no formal definition for what services are provided as “post-partum care,” and the program will generally pay for services that are part of a medical provider’s standard practice.


	To receive North Dakota Medicaid, an applicant must meet residency and income requirements.  County social service offices determine residency.  No period of residency is required as a condition of eligibility; however, the applicant must have the intent to remain in North Dakota permanently or indefinitely or must have entered the state with a job commitment or seeking employment.  See N.D. Admin. Code § 75-02-02.1

North Dakota Medicaid benefits are available to pregnant women and infants if family income is less than 133% of the federal poverty level.  No asset test is applied to pregnant women.   
If applying for health care services only, an applicant for North Dakota Medicaid or S-CHIP benefits is required to file the “Application for HealthCare Coverage for Children, Families, and Pregnant Women.”

The application process for is handled either at the county or state level.  The following link has the websites for all North Dakota Counties:

http://www.nd.gov/humanservices/locations/countysocialserv

If an application is denied, an applicant has 30 day to appeal the denial either to the county or state office where the application was submitted.  If denied again, an applicant may appeal to an administrative hearing officer or a district court

	Ohio
	Healthy Start, WIC, and CFHS

The Healthy Start program offers free medical coverage to families, children (up to 19 years), and pregnant women.

Ohio’s SCHIP program is administered through Ohio’s Healthy Start program.

http://www.odjfs.state.oh.us/forms/file.asp?id=43881 

WIC provides food, nutritional information, and breast feeding education to women who are breast feeding, pregnant, or just have had a baby, and children from birth to age five.

http://www.odjfs.state.oh.us/forms/file.asp?id=43881 


	Healthy Start, WIC, and CFHS 

Coverage includes but is not limited to:  doctor visits, hospital care, pregnancy related services, prescriptions, vision, dental, substance abuse, mental health services.  Ohio Revised Code § 5111.01.8.

http://www.odjfs.state.oh.us/forms/file.asp?id=43881 

WIC provides nutrition education, breastfeeding education and support; supplemental, highly nutritious foods; referral to prenatal and pediatric health care and other maternal and child health and human service programs, including Head Start, Medicaid and Food Stamps.

http://www.odh.ohio.gov/odhPrograms/ns/wicn/wic1.aspx 


	Healthy Start, WIC, and CFHS 

Pregnant women and children must meet the income, resource, and family composition requirements or be eligible for medical assistance.  A combined programs application can be used for Healthy Start, WIC, CFHS, and BCMH.  A completed and signed application, including proof of income from work or wages, proof of pregnancy if applicable, immigration documents, other health insurance, signed and dated copy of the Rights and Responsibilities form.  Ohio Revised Code § 5111.01.3 and § 5101:1-38-01.2.

An individual must be a citizen of the U.S., a qualified alien or be an alien who is lawfully residing within the U.S. as of August 22, 1996.  Unqualified or undocumented aliens or qualified aliens ineligible for benefits have potential eligibility for alien emergency medical assistance.  Ohio Administrative Code §5101:1-38-02.3.

Citizenship/Alien Status information must be provided with the application.  Family members who are not U.S. citizens must provide the county Department of Job and Family Services with proof of alien status such as an alien registration card or re-entry permit.  However, if the application is for a child only, no proof of adult citizenship is required.

Applicants for the Healthy Start program must provide social security numbers or apply for a social security number.  Ohio Administrative Code § 5101:1-38-021.
Once a person is determined eligible for health coverage, a reapplication date will be set.

For  more information:  http://www.odjfs.state.oh.us/forms/file.asp?id=43881 

Information regarding citizenship/alien status may not need to be provided if the family member is applying for WIC.

http://www.odjfs.state.oh.us/forms/file.asp?id=43881 



	Oklahoma
	Medicaid (a.k.a. SoonerCare)

Provides payment for medical services to adults and children to those who meet the eligibility requirements.  Oklahoma Administrative Code § 317:35-1-1.  

Pregnancy-related services include all medical services provided within the scope of the program during the prenatal, delivery and post-partum periods.  Oklahoma Administrative Code § 317:35-5-2.

 
	Medicaid (a.k.a. SoonerCare)

Categorical relationship to pregnancy-related services is established when the determination is made by medical evidence that the individual is or has been pregnant.  Oklahoma Administrative Code § 317:35-5-2.


	Medicaid (a.k.a. SoonerCare)

Qualified aliens are eligible for Medicaid.  Non-qualified aliens are ineligible for Medicaid for five years from the date of entry, except non-qualified aliens are eligible for emergency care (including emergency labor and delivery).  Illegal aliens are eligible only for emergency services (including emergency labor and delivery).  Aliens that have been admitted for only a temporary period of time (for example, foreign students, visitors, temporary workers) are ineligible for Medicaid, including emergency services.  Oklahoma Administrative Code § 317:35-5-25.

[New legislation signed by the President will likely affect the 5 year alienage (non-qualified alienage).  In other words, the new legislation will probably require all aliens to be able to show proper documentation prior to being permitted to receive Medicaid, aside from emergency Medicaid.  For additional information, contact Oklahoma Healthcare Authority, Legal Division, Howard Pallotta, General Counsel at (405) 522-7300.]

Unqualified or Ineligible aliens are not eligible to receive SoonerCare benefits.  Oklahoma Administrative Code § 317:25-7-10.

Applicants must complete a Health Benefits Application which must be signed by the individual, parent, spouse, guardian, or someone on the individual’s behalf.  The application may be obtained at a doctor’s office, hospital, other medical facility, Health Department, or county DHS office.  Applicants must also complete a Notification of Needed Medical Services for preauthorization of medical services if applicable.  The Health Benefits Application form or the Notification of Needed Medical Services form constitutes an application for Medicaid.  Oklahoma Administrative Code § 317:35-6-15.

In addition, the application process may require completion of:  a Presumptive Eligibility Budget Sheet (verify pregnancy and provide income screening), Notice to Pregnant Women Regarding Presumptive Eligibility for Medicaid (informs the pregnant women whether she has determined to be presumptively eligible or ineligible by the qualified provider). Oklahoma Administrative Code § 317:35-6-38.



	Oregon
	CAWEM
Non-qualified aliens are only eligible for Citizen Alien-Waived Emergency Medical Assistance (CAWEM).  CAWEM coverage is limited to emergency services, including labor and delivery.

Under Oregon Administrative Rule 410-120-1210(3)(f), pre-natal or postpartum care is not covered for CAWEM clients, even if they are seeking emergency services. 

OHP-OPP

Pregnant qualified aliens are eligible for the Oregon Health Plan for Pregnant Females and their Newborn Children under One Year of Age (OHP-OPP).  To receive OHP-OPP benefits, a patient must meet OHP-OPP’s standard income and residency requirements.

OHP-OPP benefits are available to a qualified alien (i) who was admitted as a qualified alien before August 22, 1996, (ii) who entered the US after August 22, 1996 and it has been five (5) years since she became a qualified alien, or (iii) who obtained her qualified alien status less than five (5) years ago but entered the US before August 22, 1996 and can show that she has been living in the US continuously for five (5) years from a date prior to August 22, 1996 to the date she obtained qualified status.  However, the five (5) year limitation does not apply to certain aliens including veterans, Native Americans, refugees and asylees.

See also Oregon Administrative Rule 461-120-0120, and the Oregon Department of Human Services Oregon Health Plan Program Manual.

OHP-CHP

Pregnant women are not eligible for the Oregon Health Plan for Children (OHP-CHP), which is Oregon’s Childrens’ Health Insurance Program (CHIP).


	CAWEM

There is no coverage for pre-natal care for non-qualified aliens.

OHP-OPP

Individuals eligible for OHP-OPP receive the OHP Plus benefit package.  Under Oregon Administrative Rule 410-130-10515, a physician, licensed physician assistant, nurse practitioner, certified nurse midwife, or licensed direct entry midwife may provide prenatal or perinatal (including labor and delivery) and/or postnatal services to the client.  In addition to pre-natal, maternity and newborn care, pregnant individuals receive maternity case management, which expands perinatal services to include management of health, economic, social and nutritional factors through the end of pregnancy and a two-month postpartum period.  

Under the Oregon Health Plan Client Handbook, pregnant clients are not charged premiums or co-payments.

OHP-CHP

N/A
	CAWEM

N/A

OHP-OPP
This category includes pregnant qualified aliens in a filing group with income below Oregon’s 185% income limit and their assumed eligible newborn children at or above the 133% income limit.  (Specific information is available in the Oregon Department of Human Services Oregon Health Plan Program Manual.)

To apply for OHP-OPP, a person, or someone authorized to act on her behalf, must either contact a local branch office serving the area she lives in, an authorized outreach center, or call the toll-free number 1-800-359-9517.  

The individual must be a resident of Oregon with the intent to remain in Oregon.  There is no minimum amount of time a person must live in Oregon to be a resident.  The applicant must provide a social security number or verify they have applied for one as a condition of eligibility.

The client’s Medical Care Identification (ID) is confirmation of eligibility for medical services, subject to the limitations contained in Oregon Administrative Rules and appropriate individual medical provider rules.

Under Oregon Administrative Rule 410-120-1140, there are three different types of IDs by which eligibility can be confirmed:

(a) Form OMAP 1417 - Office of Medical Assistance Programs (OMAP) ID. This is a computer-generated notice that is mailed to the client once a month or anytime there is a change to the case (e. g., address change);

(b) Form OMAP 1086 - Temporary ID. The responsible branch office issues this handwritten form;

(c) Form WMMMID1C-A - Temporary ID. This is a computer-generated form that is signed by an authorized person in the responsible branch office.

It is the responsibility of the medical provider to verify that the individual receiving medical services is, in fact, an eligible individual on the date of service for the service provided and whether OMAP is responsible for reimbursement. The Provider assumes full financial risk in serving a person not identified as eligible or not confirmed by OMAP as eligible for the service provided on the date(s) of service.

The ID is not transferable, and is valid only for the individual(s) listed on the card.

Eligibility is verified either: 

(a) From the ID, which shows the dates on which the client is eligible and indicates each client’s benefit package; or

(b) If a patient identifies herself as eligible, but does not have a valid ID, the provider may either:

(A) Contact the OMAP Automated Information System (AIS), which is available on the Internet or via telephone;

(B) Providers who have contracted with an Electronic Eligibility Verification Service (EEVS) vendor can access client eligibility data 24 hours a day, 7 days a week; or

(C) Providers may contact the local Department of Human Services (DHS) branch office during regular working hours to confirm eligibility if the information is not available electronically.

OHP-CHP

N/A

	Pennsylvania
	Pennsylvania’s “Healthy Beginnings” program provides Non-Money Payment (NMP) Medicaid coverage for prenatal outpatient services to pregnant women who are determined to be presumptively eligible.  55 Pa. Code §§ 140.1, 140.141.  See Medicaid Eligibility Handbook, Section 318.1.  A pregnant woman or a qualified child up to age 1 is eligible if family income is equal to or less than 185% of the Federal Poverty Income Guidelines for the family size.  55 Pa. Code § 140.1(b).  Presumptive eligibility is determined by the qualified provider based upon, inter alia, meeting citizen/alien requirements of 55 Pa. Code § 150.1.  See
55 Pa. Code § 140.141(i); Medicaid Eligibility Handbook, Section 318.13.  Undocument aliens do not qualify.  Medicaid Eligibility Handbook, Sections 322.31, 322.312, 322.313, 322.32.

In March 2004, Pennsylvania began the “Pilot Program for Pregnant Women” to provide managed care for pregnant women in order to prevent gaps in service and provide earlier enrollment in prenatal programs.  Medicaid Coverage for Pregnant Women (available at www.dpw.state.pa.us/lowinc
/medassistance/003671670.htm.)  The Program requires the applicant to certify that she is a US citizen or an alien lawfully admitted for permanent residence by signing the Certification of Citizenship or Alien Status.  Id.  
	Full range of prenatal outpatient services to pregnant women through the end of the month in which the 60-day postpartum period ends.  The newborn child is also eligible through the end of the month in which the 60-day postpartum period ends.  55 Pa. Code § 140.142.  Medicaid Eligibility Handbook, Section 318.1.

For undocumented or illegal aliens, Medical Assistance extends only to Emergency Medical Conditions as defined by regulation.  For labor and delivery services the County Assistance Office will authorize Medical Assistance beginning the date delivery is complete and mother and child are stabilized.  There is no postpartum coverage.  See Medicaid Eligibility Handbook, Sections 322.32 and 338.41.
	For “Healthy Beginnings” the eligibility and application process requires the applicant to establish that she is pregnant, meets the applicable income conditions for Medical Assistance, satisfies the citizenship/alienage requirements, and satisfies residency requirements 55 Pa. Code §§ 140.21-140.31.  See Medicaid Eligibility Handbook, Section 318.11.  The “Pilot Program for Pregnant Women” has a streamlined application process that employs Form PA 600 PW (Application for Medicaid Coverage for Pregnant Women).  See Medicaid Coverage for Pregnant Women, supra (links to the form are available at www.dpw.state.pa.us/lowinc
medassistance/003671670.htm.)  The applicant must certify that she is a US citizen or an alien lawfully admitted for permanent residence by signing the Certification of Citizenship or Alien Status.  Id.

	Puerto Rico
	Medicare is furnished to eligible individuals (qualified aliens) who are residents of Puerto Rico.  I found no evidence of other state programs.
	
	

	Rhode Island
	Section 42-12.3-3 of the General Laws of Rhode Island provides for medical assistance for pregnant women through the RIte Start program. The program provide Medicaid coverage through expanded family income disregards for pregnant women whose family income levels are between one hundred eighty-five percent (185%) and two hundred fifty percent (250%) of the federal poverty level. This section establishes a payor of last resort program to cover prenatal, delivery and postpartum care. The program shall cover the cost of maternity care for any woman who lacks health insurance coverage for maternity care and who is not eligible for medical assistance under title XIX  of the Social Security Act including but not limited to a non-citizen pregnant woman lawfully admitted for permanent residence on or after August 22, 1996, without regard to the availability of federal financial participation, provided such pregnant woman satisfies all other eligibility requirements. The director shall promulgate regulations to implement this program. Excluded services under this paragraph will include, but not be limited to, induced abortion except to prevent the death of the mother.


	The following services shall be provided pursuant to Section 42-12.3-3 of the General Laws of Rhode Island:

   (1) Antepartum and postpartum care;

   (2) Delivery;

   (3) Cesarean section;

   (4) Newborn hospital care;

   (5) Inpatient transportation from one hospital to another when authorized by a medical provider;

   (6) Prescription medications and laboratory tests;

The department of human services shall provide enhanced services, as appropriate, to pregnant women as defined in this section, as well as to other pregnant women eligible for medical assistance. These services shall include: care coordination, nutrition and social service counseling, high risk obstetrical care, childbirth and parenting preparation programs, smoking cessation programs, outpatient counseling for drug-alcohol use, interpreter services, mental health services, and home visitation. The department of human services shall provide for extended family planning services for up to twenty-four (24) months postpartum. These services shall be available to women who have been determined eligible for RIte Start or for medical assistance under title XIX of the Social Security Act.
	All pregnant women can qualify for Rhode Island’s health insurance program.  : www.dhs.ri.gov/dhs/reports/rc_rs_fact_sheet_eng_06.pdf

A pregnant women can go to a local DHS office to apply or can print a copy of the application and apply by mail. (www.dhs.ri.gov)  The applications are in English and Spanish.  If pregnant, send in with the application a letter or other documentation signed by your doctor, physician’s assistant, registered nurse practitioner or midwife.  Pregnant women do not need to provide proof of immigration status or Rhode Island residency.


	South Carolina
	The state of South Carolina does not provide prenatal services. 

..


	Some hospitals and nonprofits have education programs but these are not state provided services.   
	South Carolina Appleseed Legal Justice Center

P.O. Box 7187 Columbia, SC 29202

(803) 779-1113

	South Dakota
	South Dakota’s SCHIP program is called CHIPs (“Children’s Health Insurance Program”)
	Provides full Medical Assistance (i.e., Medicaid) coverage (doctor, hospital, metal health, drugs) and “Healthy Kids Klub” services (checkups, immunizations, etc.).

http://dss.sd.gov/medicalservices/chip/

http://dss.sd.gov/medicalservices/recipientinfo/covered.asp

http://dss.sd.gov/medicalservices/providerinfo/programs/healthykidsclub.asp
	According to the Plan document (http://dss.sd.gov/medicalservices/docs/2002StateCHIPPlan.pdf), “Children must be residents of the State of South Dakota

and meet the citizenship and immigration status requirements

applicable to Medicaid.”    Section 4.1.5, above link.  South Dakota only provides Medicaid eligibility to U.S. citizens and qualified aliens (after a five-year waiting period).  See, S.D. Chart on Emergency Medicaid.

The application is available on-line: http://dss.sd.gov/formspubs/docs/MEDSRVCS/chipmedassistance.pdf
Available for families making up to 200% of poverty level.  http://dss.sd.gov/medicalservices/chip/


	Tennessee
	TennCare

An alien who is not lawfully admitted for permanent residence in the US or permanently residing in the US under color of law (“nonqualified alien”) is not eligible for Medicaid except emergency services.  Nonqualified aliens must otherwise meet eligibility requirements, i.e., income and resource standards.


	The term "emergency medical condition" means the sudden onset of a medical condition (including emergency labor and delivery) manifesting itself by acute symptoms of sufficient severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to result in any of the following:

(1) Placing the patient's health in serious jeopardy;

(2) Serious impairment to bodily functions; or

(3) Serious dysfunction to any bodily organ; or part.  

Quick Guide to TennCare Services, http://www.state.tn.us/tenncare/Policies/TCQuickGuide050206.pdf

	The Department of Human Services (DHS) takes applications from nonqualified aliens requiring emergency services.  Due to the emergency nature of the services available to nonqualified aliens, it is expected that most applications will be made after the services are rendered.  DHS contacts the TennCare Office of the Medical Director if there is a question about whether the service needed by the nonqualified alien qualifies as an emergency.  DHS is responsible for making eligibility determinations, providing eligibility notice and appeal rights.  TennCare Office of the Medical Director is responsibility for determining the prsence/absence of an emergency.  TennCare Division of Information Services is responsible for the enrollment of nonqualified aliens into the system. 

DHS Office Locator, http://www.state.tn.us/humanserv/st_map.htm;


	Texas
	Medicaid

The Texas Department of Human Services administers Medicaid benefits to pregnant women and children and parents and caretakers of children who are eligible to receive such benefits.   The Texas Department of Human Services provides limited medical coverage for pregnant women through the Presumptive Medicaid for Pregnant Women Program.  Texas Administrative Code § 354.1530(a).

SCHIP 

SCHIP offers health insurance to those families that earn too much to qualify for Medicaid but earn too little to afford private insurance. 

http://www.chipmedicaid.org/english/index.htm 

http://www.dshs.state.tx.us/mch/pdf/CHIP_Prenatal%20Care_Program_bullets.pdf
WIC

WIC provides nutrition education and counseling, nutritious foods, and assistance accessing health care to low-income women, infants, and children through the Special Supplemental Nutrition Program.  

http://www.dshs.state.tx.us/wichd/   

Emergency Medicaid

Emergency Medicaid provides medical assistance to certain individuals regardless of immigration status.

***

Additional Information:

Texas Department of Health and Human Services

(512) 491-1867
	Medicaid
Pregnant women eligible to receive presumptive Medicaid may receive: 

Medically necessary services, except labor, delivery, and inpatient services.  Texas Administrative Code § 354.1530(e).

***

All Texas Medicaid programs pay for:

· Regular medical and dental check-ups for minors;

· Ambulance services;

· Family planning;

· Inpatient and Outpatient Hospital services;

· Lab and X-ray services;

· Services of certified nurse midwives, family and pediatric nurse practitioners;

· Physicians; and

· Dentists (when providing medical services).

http://www.hhsc.state.tx.us/medicaid/reports/PB5/PDF/Chapter04.pdf 

Medically Needy and Children and Pregnant Women Programs

Medicaid coverage begins on the earliest day of the month in which the application is received and it is determined that the applicant meets eligibility criteria.  As for retroactive coverage:

Pregnant woman’s coverage begins no earlier than the first day of the month in which the pregnancy began and ends the second month after the pregnancy terminates.  Texas Administrative Code §§ 354.1578(2)(A) and 354.1559(2)(A).

The newborn’s coverage begins no earlier than the child’s date of birth and ends the month of the first birthday, month that his mother’s Medicaid ends, or the month that he is no longer living with his mother.  Texas Administrative Code §§ 354.1559(2)(B) and 354.1578(2)(B).

SCHIP
SCHIP offers benefits to children under the age of 19, including:

· Regular check-ups and office visits;

· Prescription drugs and medical supplies;

· Dental visits, cleanings, and fillings;

· Access to medical specialists;

· Shots and Immunizations;

· Hospital Care and Services;

· X-rays and lab tests;

· Mental Health care;

· Coverage for Special heath needs;

· Coverage for pre-existing conditions; and

· Eye exams and eye glasses.

WIC

Coverage includes nutrition education, nutritious foods, referrals to health and human services, breastfeeding support, and immunizations.  Food benefits are issued for each client.

http://www.dshs.state.tx.us/wichd/gi/eligible.shtm#eligibility 

Emergency Medicaid

Emergency Medicaid (see Emergency Medicaid chart) provides labor and delivery assistance to pregnant women regardless of immigration status.  Texas Administrative Code § 354.2103


	Medicaid

Pregnant applicants must meet all applicable eligibility requirements for pregnant woman as specified in the Medically Needy and Children and Pregnant Women Programs (see below).  Texas Administrative Code § 354.1530(b).

Pregnant applicants may apply at qualified provider sites.  Texas Administrative Code § 354.1530(b).

Medically Needy and Children and Pregnant Women Programs

Immigrants with approved INS status may apply for medical assistance.  Other immigrants admitted to the U.S. on or after August 22, 1996 are eligible for Medicaid for a seven-year period following entry to the Country (rather than waiting the 5 year period of eligibility for TANF).  Texas Administrative Code §§ 354.1556 and 354.1577.

[Note:  Beginning July 1, 2006, Texas began verifying and recertifying the citizenship status of those individuals applying for or receiving Medicaid benefits.  http://www.hhs.state.tx.us/medicaid/index.shtml ]

Applicants may include:

· Pregnant women age 19 or older with income less than 158% of the federal poverty limit;

· Pregnant women under age 19 or children under age 1 with income less than 185% of federal poverty limit;

· Children ages 1-5 with income less than 133% of federal poverty limit;

· Children ages 6-18 with income less than 100% of federal poverty limit;

· Newborns who live with their legal mothers who were recipients of Medicaid at the time the child was born;

· Newborns born to mothers incarcerated in a Texas criminal justice facility; and

· Children who are TANF-eligible except for the applied income of stepparent or grandparent with whom they live. 

Applications are processed by the Texas Department of Human Services using the application rules of TANF.  Texas Administrative Code § 354.1575.

http://www.dads.state.tx.us/forms/h1010-b/h1010-b.pdf
SCHIP
Adults who live with uninsured children may apply for CHIP benefits.  Child must be under 19, Texas resident and a US citizen or legal permanent resident.  However, immigration status of the parents does not affect a child’s eligibility and is not reported on the application form.  

Applicants can apply for SCHIP over the phone, fax, or mail to Texas Health and Human Services Commission.  

http://www.chipmedicaid.org/files/CHIP_TexCare_Application_Eng.pdf 

WIC

Applicants of WIC may include:  

· Pregnant women; 

· Women who are breastfeeding a baby under 1 year of age;

· Women who have had a baby in the past 6 months; and

· Parents, step-parents, guardians, and foster parents of infants and children under the age of 5 can apply for their children.

Applicants must live in Texas but U.S. citizenship is not required.

In most instances, applications must be made in person.  Applicants should call 1 (800) 942-3678 to obtain the contact information of the WIC clinic near them.  The WIC clinic will schedule an appointment with the applicant.  Applicant should bring documentation of the household’s source of income or wages, proof of address, identification for each person applying for WIC benefits.  The appointment will consist of a health exam including height and weight measurement, a finger stick to screen for low iron, a medical and health history and a diet recall and history to determine nutritional risk.

http://www.dshs.state.tx.us/wichd/gi/eligible.shtm#eligibility 

Emergency Medicaid

The applicant should complete an Application for Assistance (Form 1010) and return it to a Texas Department of Human Services office or representative.  Texas Administrative Code § 354.2103  http://www.dads.state.tx.us/forms/h1010-b/h1010-b.pdf 
 http://www.hrsa.gov/reimbursement/TA-materials.htm#Medicaid

	US 

Virgin Islands 
	Virgin Islands Code, 19 V.I.C. § 35 (2006) provides that  within 120 days after conception all pregnant women shall submit to an examination by a practicing physician subject to the supervision of the Commissioner of Health to determine their freedom from active venereal infection. If found infected they shall be treated as provided in section 33 of this title.

In the U.S. Virgin Islands, Medicaid is called the Medical Assistance Program (MAP). The Department of Health’s Bureau of Health Insurance and Medical Assistance is the division responsible for administering Medicaid in the Virgin Islands. 

Eligibility for MAP is determined by the Certification Units and is based on family income, resources, and other factors.  Examples are documents needed for eligibility determination are: 1) Verification of U.S. Citizenship and age and 2) Verification of resources Other documents may be required as well.


	
	
V.I. Medicare Coordinator/ V.I. SHIP Director
Gov. Juan F. Luis Hospital & Medical Center
4007 Estate Diamond – 1st Floor
St. Croix, VI 00820
Telephone: (340) 772-7368
Fax: (340) 772-9120



V.I. SHIP Office
Schneider Regional Medical Center
9048 Sugar Estate – 
1st Floor St. Thomas, VI 00802
Telephone: (340) 714-4354
Fax: (340) 777-8510



	Utah
	In Utah, emergency Medicaid provides coverage only for emergency services to individuals who meet all the requirements for a Medicaid program but are not U.S. citizens and do not meet the eligible qualified alien status requirements for full Medicaid coverage.  

To be eligible for emergency Medicaid, the individual must indicate that he or she has received emergency service in the application month or retro period or is currently in need of emergency medical services.    An applicant can receive emergency Medicaid for each month the applicant says that he or she has a medical need. 

See http://utahcares.utah.gov/infosourcemedicaid/


	“Emergency” shall mean a medical condition for which the absence of immediate medical attention could reasonably be expected to result in death or permanent disability to the person, or in the case of a pregnant woman, to the unborn child. Emergency services shall be those rendered from the moment of onset of the emergency condition, to the time the person’s condition is stabilized at an appropriate medical facility, or death results. The definition of emergency services shall include labor and delivery services, but not pre-natal or post-partum services. Emergency services shall not include prolonged medical support, medical equipment, or prescribed drugs which are required beyond the point at which the emergency condition has been resolved. Emergency services also shall not include long term care or organ transplants.

Pregnant women who qualify for PN Emergency Medicaid may be eligible for emergency services at any time during their pregnancy if they have an emergency need.  If the emergency need occurs in any month other than the month before the expected delivery, the case must be closed on ce the emergency has been resolved.  The pregnant woman must reapply and eligibility must be redetermined to cover a subsequent emergency or the actual delivery.
	Persons seeking assistance to pay for medical services may apply at the Department of Health offices or Medicaid outreach offices in most m major hospitals and many area public health clinics. Department of Health offices are located at Department of Workforce Services buildings in some communities. People may call the Medicaid Information Line to find out the location of the nearest office.

For information see http://health.utah.gov/medicaid/

	Vermont
	Vermont does not have a program for routine prenatal care to non-citizens.  In Vermont, an individual who does not meet the citizenship requirement is eligible for emergency services, provided such care and services are not related to either an organ transplant procedure or routine prenatal or post-partum care, if both of the following conditions are met:

A. The noncitizen has, after sudden onset, a medical condition, including emergency labor and delivery, manifesting itself by acute symptoms of sufficient severity, including severe pain, such that the absence of immediate medical attention could reasonably be expected to result in:

. serious jeopardy to the patient's health,

. serious impairment of bodily functions, or

. serious dysfunction of any bodily organ or part.

The noncitizen must meet all other eligibility requirements for Medicaid except verification of alien status and, for illegal noncitizens, verification of a social security number.
	“Emergency services” means health care items and services furnished or required to evaluate and treat an emergency medical condition.  “Emergency medical condition” means the sudden and, at the time, unexpected onset of an illness or medical condition that manifests itself by symptoms of sufficient severity, including severe pain, that the absence of immediate medical attention could reasonably be expected by the prudent layperson, who possess an average knowledge of health and medicine, to result in:

a. placing the member's physical or mental health in serious jeopardy; or

b. serious impairment to bodily functions; or

c. serious dysfunction of any bodily organ or part.
	Any individual who wants Medicaid must file a Medicaid application with the Department for Children and Families:

Vermont Department for Children and Families

103 South Main Street

Waterbury, VT 05676-1201

1-800-287-0589 or 1-802-241-2100

	Virginia
	Unqualified aliens are eligible for Medicaid coverage of emergency medical care only. Under Virginia law, emergency treatment of a medical condition does not include routine prenatal or postpartum care.  12VAC30-50-310
	
	

	Washington
	Medical Assistance – 

Pregnancy Medical Program
All aliens may receive prenatal care in Washington regardless of immigration status (lawfully present in the U.S. or not).  To receive these pregnancy benefits meet income requirements standard income and residency requirements.  

For more information see: 

http://www1.dshs.wa.gov/esa/eazmanual/
sections/PREGmedicalprogs.htm

	Medical Assistance – 

Pregnancy Medical Program
A woman who was eligible for medical coverage on the last day of pregnancy and received medical coverage on the last day of pregnancy is eligible for postpartum care for a minimum of 60 days from the end of her pregnancy.  Wash. Admin. Code § 388-462-0115.  This extension continues through the end of the month in which the sixtieth day falls. Wash. Admin. Code § 388-462-0015. 

A woman who was eligible for medical coverage on the last day of pregnancy is eligible for family planning services for twelve months from the end of pregnancy.  Wash. Admin. Code § 388-462-0115.

The newborn is covered for medical services under the mother’s medical identification card during the mother’s post partum period as long as the mother received medical coverage at the time of the baby’s birth.  
	Medical Assistance – 

Pregnancy Medical Program

A person can apply for pregnancy medical benefits at the local community services office or online.  

To locate a local community services office see: 

https://fortress.wa.gov/dshs/f2ws03esaapps/
onlinecso/findservice.asp
For more information on the online application see: 

https://fortress.wa.gov/dshs/f2ws03esaapps/
onlineapp/introduction_1.asp
For more information on the application process: 

http://www1.dshs.wa.gov/esa/eazmanual/
Sections/AppsFiling.htm


	West Virginia
	Women, Infants & Children Program (“WIC”)

The WIC Program provides supplemental foods, nutrition education and referrals to health care, at no cost, to low-income pregnant, breastfeeding and postpartum women, infants, and children up to age 5 who are determined to be at nutritional risk. WIC does not distinguish between the eligibility of qualified and non-qualified immigrants.

Nutrition risk is any medical or health problem which can be corrected or lessened by proper amounts and types of food intake. Examples of nutrition risk are:  (i) low iron levels; (ii) insufficient growth, i.e. low weight for age, low weight for height; (iii) premature delivery; and (iv) inadequate dietary intake (types or amounts of food) 

Link to website:

http://www.wvdhhr.org/ons/wic.asp
 
	WIC services include: (i) nutrition counseling and education; (ii) breastfeeding promotion and support; (iii) health screening; (iv) medical and social service referrals; and (v) monthly food packages.


	In order to qualify for this benefit program, you must be a resident of the State of West Virginia, pregnant, breastfeeding and postpartum woman, infant or child up to 5 years of age and: (1) are individually determined by a health professional to be at nutrition risk; and, (2) meet an income standard, or are determined automatically income eligible.

Women may apply for the program through the following website:

http://www.wvdhhr.org/ons/client_form.cfm


	Wisconsin
	A person who is not a U.S. Citizen or an alien lawfully admitted for permanent residence or otherwise permanently residing in the United States under color of law may not receive medical assistance benefits except as provided under 8 U.S.C. § 1255a(h)(3) (Pregnancy) or 42 U.S.C. §1396b(v) (Emergency Treatment).  W.S.A. §49.45.

 
	Coverage only exists to the extent of the Federal Law.


	Eligibility exists to the extent of the Federal Law.

	Wyoming
	Medicaid

EqualityCare is a state public health insurance program designed to help pay for certain health care services and is available to both qualified and non-qualified aliens.

Non-qualified aliens are eligible for emergency care services under EqualityCare, provided they meet the income guidelines set forth. Emergency services are those necessary to prevent the death of serious impairment of an individual  See Wy. Medicaid Rules Ch. 26, Sec. 4 (vv).  Childbirth may be considered an emergency service, although prenatal care would not be and would not be covered.

 Kid Care CHIP

Kid Care CHIP is a public health plan designed to cover children in Wyoming who meet specified eligibility criteria.  Wyoming follows federal guidelines as to alien eligibility and research indicated that Kid Care CHIP does not cover fetuses.
	Coverage questions may be answered by calling the EqualityCare Client Help Line at 1-800-251-1269.  For emergency services coverage, the emergency center would need to diagnose the situation an emergency in over for the medical bills to be covered.  
	EqualityCare

Applicants obtain an application and submit it to the their local Department of Family Services (DFS) office.  Applications can be obtained through a DFS office or at a Public Health office, Women, Infants and Children office, or various doctors’ offices.  See Wy. Stat. Ann. § 42-4-106.

Applications will be reviewed by a benefit specialist who will determine eligibility.  Applicants who are eligible for EqualityCare will receive a letter explaining the coverage.  Applicants who are determined to be ineligible will receive a letter explaining the reason for the denial.  See  Wy. Stat. Ann. § 42-2-106.

If a request for medical services (childbirth) was denied by the Office of Medicaid, a request for an administrative hearing must be made in writing and include the individual’s name, address and the reason for the hearing request.  The hearing request should be mailed to: Office of Medicaid, 2300 Capitol Avenue, Cheyenne, WY 82002.

Requests for administrative hearings will be reviewed, and if a hearing is granted, notice will be sent regarding the date and time of the hearing.
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