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State of Vermont 

Department of Vermont Health Access 

312 Hurricane Lane, Suite 201 

Williston, VT 05495-2806 

MEDICAID OBSTETRICAL AND MATERNAL SUPPORT (MOMS) 

PROGRAM 

The Medicaid Obstetrical and Maternal Support (MOMS) Program is a program 

through the Vermont Chronic Care Initiative (VCCI) at the Department of Vermont 

Health Access. The goal of this program is to improve pregnancy outcomes for Medi-

caid covered pregnant women and their babies by providing holistic case management 

services. 

Women  must be covered by Medicaid as the their sole insurance. Patients appropri-

ate for referral are currently pregnant and  may have one of the diagnoses listed be-

low: 

    -                           History of a delivery prior to 32 weeks gestation 

                             Currently receiving Medication  Assisted Therapy  (MAT)                                                                     

                              Diagnosis of Opioid Use Disorder                                                                       

                              Diagnosis of Mental Illness  

 

To refer a patient to the MOMS Program, please complete the following information below and fax to  

1(802)879-5651. For further information, please call 1(802)879-5985 

VT MEDICAID PATIENT INFORMATION 

Name: ________________________________ 

Address: _______________________________ 

City: __________________________________ 

State:__________________ Zip: ____________ 

Phone Number (Home): ___________________ 

Phone Number (Cell): _____________________ 

DOB: ___________________________________ 

Medicaid # (optional): _____________________ 

Primary Dx: ______________________________ 

Gestational Age: __________________________ 

Is patient aware of referral (please circle):  

Yes           No 

Has patient received “Welcome to MOMS”  

Program brochure (please circle)? 

                                  Yes           No 

 

PROVIDER/FACILITY INFORMATION 

Referring Staff Name: ____________________ 

Facility/Office: __________________________ 

Address: _______________________________ 

Phone: ________________________________ 

Fax: ___________________________________ 

Primary Care Provider: ____________________ 

REASON FOR REFERRAL 

             Psychosocial Needs 

         Reinforce medication and/or treatment adherence  

         Assist coordination of care and/or services 

         Provide links to community resources 

       Other _______________________________   

Notes:_________________________________

_______________________________________

_______________________________________

_______________________________________ 

_______________________________________ 

 

 

 


