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12V AC30-50-190. Dental services.

A. Dental services are limited to recipients under 21 years of age in fulfillment of the
treatment requirements under the Early and Periodic Screening, Diagnosis, and Treatment
(EPSDT) Program and defined as routine diagnostic, preventive, or restorative

procedures necessary for ora health provided by or under the direct supervision of a

dentist in accordance with the State Dental Practice Act.

C-AH-covered-dentalservices-not-referenced-abeve Certain dental services as described

in Agency quidance documents require preauthorization or prepayment review by the

state agency_or its designee. Fhe—foHowing—services—are—also—ecovered—through
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B C. The state agency may place appropriate limits on a service based on medical

necessity, for utilization control, or both. Examples of service limitations are:
examinations, prophylaxis, fluoride treatment (once/six months); space maintenance
appliances; bitewing x-ray — two films (once/12 months); routine amalgam and
composite restorations (once/three years); dentures (once /five years); extractions,
orthodontics, tooth guidance appliances, permanent crowns and bridges, endodontics,

patient education and sealants (once).

E D. Limited ora surgery procedures, as defined and covered under Title XVIII
(Medicare), are covered for all recipients, and alse require preauthorization or

prepayment review by the state agency or its designee as described in Agency guidance

documents.

CERTIFIED: | hereby certify that these regulations are full, true, and correctly dated.

Date Patrick W. Finnerty, Director
Dept. of Medical Assistance Services
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12VAC30-120-380. Medallion 11 MCO responsibilities.

A. The MCO shall provide, a a minimum, all medically necessary covered services provided
under the State Plan for Medical Assistance and further defined by written DMAS regulations,
policies and instructions, except as otherwise modified or excluded in this part.

1. Nonemergency services provided by hospital emergency departments shall be covered by
MCOs in accordance with rates negotiated between the MCOs and the emergency departments.
2. Services that shall be provided outside the MCO network shall include those services

identified and defined by the contract between DMAS and the MCO. Services reimbursed by

DMAS include dental and orthodontic services for children up to age 21; for all others, denta

services as described in 12 VAC 30-50-190, school health services (as defined in 12 VAC30-

120-360) and community mental health services (rehabilitative, targeted case management and
substance abuse services).

3. The MCOs shall pay for emergency services and family planning services and supplies
whether they are provided inside or outside the MCO network.

B. EPSDT shall be covered by the MCO. The MCO shall have the authority to determine the
provider of service for EPSDT screenings.

C. The MCOs shall report data to DMAS under the contract requirements, which may include
data reports, report cards for clients, and ad hoc quality studies performed by the MCO or third
parties.

D. Documentation requirements.
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1. The MCO shall maintain records as required by federa and state law and regulation and by
DMAS policy. The MCO shall furnish such required information to DMAS, the Attorney
Genera of Virginia or his authorized representatives, or the State Medicaid Fraud Control Unit
on request and in the form requested.

2. Each MCO shall have written policies regarding enrollee rights and shall comply with any
applicable federal and state laws that pertain to enrollee rights and shall ensure that its staff and
affiliated providers take those rights into account when furnishing services to enrollees in
accordance with 42 CFR 438.100.

E. The MCO shall ensure that the health care provided to its clients meets all applicable federal
and state mandates, community standards for quality, and standards developed pursuant to the
DMAS managed care quality program.

F. The MCOs shall promptly provide or arrange for the provision of al required services as
specified in the contract between the state and the contractor. Medical evaluations shall be
available within 48 hours for urgent care and within 30 calendar days for routine care. On-call
clinicians shall be available 24 hours per day, seven days per week.

G. The MCOs must meet standards specified by DMAS for sufficiency of provider networks as
specified in the contract between the state and the contractor.

H. Each MCO and its subcontractors shal have in place, and follow, written policies and
procedures for processing requests for initial and continuing authorizations of service. Each
MCO and its subcontractors shall ensure that any decision to deny a service authorization request
or to authorize a service in an amount, duration, or scope that is less than requested, be made by

a health care professiona who has appropriate clinical expertise in treating the enrollee’s
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condition or disease. Each MCO and its subcontractors shall have in effect mechanisms to ensure
consistent application of review criteria for authorization decisions and shall consult with the
requesting provider when appropriate.

|. In accordance with 42 CFR 447.50-447.60, MCOs shall not impose any cost sharing
obligations on enrollees except as set forth in 12 VAC 30-20-150 and 12 VAC 30-20-160.

J. An MCO may not prohibit, or otherwise restrict, a health care professional acting within the
lawful scope of practice, from advising or advocating on behalf of an enrollee who is his patient
in accordance with 42 CFR 438.102.

K. An MCO that would otherwise be required to reimburse for; or provide coverage of a
counseling or referral service is not required to do so if the MCO objects to the service on moral
or religious grounds and furnishes information about the service it does not cover in accordance

with 42 CFR 438.102.

CERTIFIED: | hereby certify that these regulations are full, true, and correctly dated.

Date Patrick W. Finnerty, Director
Dept. of Medical Assistance Services
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Chapter 141.
FAMILY ACCESS TO MEDICAL INSURANCE SECURITY PLAN.
Part V.

BENEFITS AND REIMBURSEMENT.

12V AC30-141-200. Benefit packages.

A. The Commonwealth's Title XXI State Plan utilizes two benefit packages within
FAMIS as set forth in the FAMIS State Plan, as may be amended from time to time. One
package is a modified Medicaid look-alike component offered through a fee-for-service
program and a primary care case management (PCCM) program; the other package is
modeled after the state employee health plan and delivered by contracted MCHHPs:

Managed Care Entities. Services directly reimbursed by DMAS include denta and

orthodontic services for children up to age 19, school health services, and community

mental health rehabilitative services.

B. The Medicaid look-alike plan is also used as a benchmark for the ESHI of FAMIS.

CERTIFIED: | hereby certify that these regulations are full, true, and correctly dated.

Date Patrick W. Finnerty, Director
Dept. of Medical Assistance Services
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12V AC30-141-500. Benefits reimbur sement.
A. Reimbursement for the services covered under FAMIS fee-for-service and PCCM and

MCHIPs shall be as specified in this section.

B. Reimbursement for physician services, surgical services, clinic services, prescription
drugs, laboratory and radiological services, outpatient mental health services, early
intervention services, emergency services, home health services, immunizations,
mammograms, medical transportation, organ transplants, skilled nursing services, well
baby and well child care, vision services, durable medical equipment, disposable medical
supplies, dental services, case management services, physical therapy/occupational
therapy/speech-language therapy services, hospice services, school-based health services,
and certain community-based mental health services shall be based on the Title X1X

rates.

C. Reimbursement to MCHIPs shall be determined on the basis of the estimated cost of
providing the MCHIP benefit package and services to an actuarially equivalent
population. MCHIP rates will be determined annually and published 30 days prior to the

effective date.

D. Exceptions.
1. Prior authorization is required after five visitsin afiscal year for physical therapy,

occupational therapy and speech therapy provided by home health providers and
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outpatient rehabilitation facilities and for home health skilled nursing visits. Prior
authorization is required after five visits for outpatient mental health visitsin the first
year of service and prior authorization is required for the following nonemergency
outpatient procedures. Magnetic Resonance Imaging, Computer Axial Tomography

scans, or Positron Emission Tomography scans. Prior authorization for dental services

will be based on the Title XI X prior authorization reguirements for dental services.

2. Reimbursement for inpatient hospital services will be based on the Title XIX ratesin
effect for each hospital. Reimbursement shall not include payments for disproportionate
share or graduate medical education payments made to hospitals. Payments made shall be

final and there shall be no retrospective cost settlements.

3. Reimbursement for outpatient hospital services shall be based on the Title X1X ratesin
effect for each hospital. Payments made will be final and there will be no retrospective

cost settlements.

4. Reimbursement for inpatient mental health services other than by free standing
psychiatric hospitals will be based on the Title X1X ratesin effect for each hospital.
Reimbursement will not include payments for disproportionate share or graduate medical
education payments made to hospitals. Payments made will be final and there will be no

retrospective cost settlements.
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5. Reimbursement for outpatient rehabilitation services will be based on the Title XIX
rates in effect for each rehabilitation agency. Payments made will be final and there will

be no retrospective cost settlements.

6. Reimbursement for outpatient substance abuse treatment services will be based on
rates determined by DMAS for children ages 6 through 18. Payments made will be final

and there will be no retrospective cost settlements.

7. Reimbursement for prescription drugs will be based on the Title X1X ratesin effect.

Reimbursements for Title X X1 do not receive drug rebates as under Title X1X.

8. Reimbursement for covered prescription drugs for noninstitutionalized FAMIS
recipients receiving the fee-for-service or PCCM benefits will be subject to review and
prior authorization when their current number of prescriptions exceeds nine unique
prescriptions within 180 days, and as may be further defined by the agency's guidance
documents for pharmacy utilization review and the prior authorization program. The prior
authorization process shall be applied consistent with the process set forthin 12 VAC 30-

50-210A 7.

CERTIFIED: | hereby certify that these regulations are full, true, and correctly dated.

Date Patrick W. Finnerty, Director
Dept. of Medical Assistance Service



