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PARTICIPATION IN MANAGED CARE AND WITH THE FEE FOR SERVICE 
(FFS) CONTRACTOR 

MOST INDIVIDUALS WHO ARE ELIGIBLE FOR MEDICAID OR FAMILY 
ACCESS TO MEDICAL INSURANCE SECURITY (FAMIS) BENEfiTS ARE 
ENROLLED WITH ONE OF THE DEPARTMENT OF MEDICAL ASSISTANCE 
SERVICES’ (DMAS’) CONTRACTED MANAGED CARE ORGANIZATIONS 
(MCOS) AND RECEIVE SERVICES FROM THE MCO’S NETWORK OF 
PROVIDERS. ALL PARTICIPATING PROVIDERS MUST CONfiRM THE 
INDIVIDUAL’S MCO ENROLLMENT STATUS PRIOR TO RENDERING 
SERVICES. THE MCO MAY REQUIRE A REFERRAL, PRIOR 
AUTHORIZATION OR OTHER ACTION PRIOR TO THE START OF SERVICES. 
ALL PROVIDERS ARE RESPONSIBLE FOR ADHERING TO STATE AND 
FEDERAL REQUIREMENTS, THEIR MCO PROVIDER CONTRACT(S) (AS 
APPLICABLE), AND THE APPLICABLE DMAS PROVIDER MANUAL. 

 

EffECTIVE APRIL 4, 2022 ALL NEWLY ENROLLING PROVIDERS SEEKING 
TO PARTICIPATE WITH ONE OR MORE OF DMAS’S MCO(S) OR THE FFS 
CONTRACTOR MUST BE SCREENED AND ENROLLED WITH DMAS PRIOR 
TO ENROLLING WITH THE MCO(S). 

 

FOR PROVIDERS TO PARTICIPATE WITH ONE OF DMAS’ CONTRACTED 
MCOS, THEY MUST ALSO BE CREDENTIALED BY THE MCO(S) AND 
CONTRACTED IN THE MCO’S NETWORK. PLEASE VISIT THE DMAS 
WEBSITE AT HTTPS://WWW.DMAS.VIRGINIA.GOV FOR MORE 
INFORMATION ON PARTICIPATION WITH THE MANAGED CARE 
PROGRAMS AND/OR THE DMAS FFS CONTRACTOR. 

 

 

AFTER DMAS SCREENS AND APPROVES A PROVIDER’S ENROLLMENT 
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APPLICATION, IT WILL BE FORWARDED TO THE MCO(S) OR BEHAVIORAL 
HEALTH FFS CONTRACTOR REQUESTED BY THE PROVIDER ALONG WITH 
ANY REQUIRED SUPPORTING DOCUMENTS. ANY PROVIDER OF SERVICES 
MUST BE ENROLLED WITH DMAS PRIOR TO BILLING FOR SERVICES 
RENDERED TO ELIGIBLE INDIVIDUALS, INCLUDING INDIVIDUALS 
ENROLLED WITH AN MCO/BEHAVIORAL HEALTH FFS CONTRACTOR. 

 

CARVED-OUT SERVICES 

 

REGARDLESS OF AN INDIVIDUAL’S MCO ENROLLMENT, SOME SERVICES 
ARE “CARVED-OUT” OF THE MANAGED CARE SYSTEM AND ARE PAID 
DIRECTLY BY DMAS USING FEE- FOR-SERVICE METHODOLOGY. 
PROVIDERS MUST FOLLOW THE FEE- FOR-SERVICE RULES IN THESE 
INSTANCES. 

 

INDIVIDUALS WHO RECEIVE SERVICES UNDER ONE OF THE THREE 
1915(C) DEVELOPMENTAL  DISABILITIES HOME AND COMMUNITY-BASED 
SERVICES (HCBS) WAIVERS, INCLUDING THE BUILDING INDEPENDENCE, 
COMMUNITY LIVING, AND FAMILY AND INDIVIDUAL SUPPORTS WAIVERS, 
ARE ENROLLED IN MANAGED CARE FOR THEIR NON-WAIVER SERVICES 
(E.G., ACUTE, BEHAVIORAL HEALTH, PHARMACY, AND NON-WAIVER 
TRANSPORTATION SERVICES). THE INDIVIDUAL’S WAIVER SERVICES 
BENEfiTS ARE CARVED- OUT AND MANAGED DIRECTLY BY DMAS. 

 

 

 

PROVIDER ENROLLMENT  
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A PARTICIPATING PROVIDER IS A PERSON OR ORGANIZATION WHO HAS 
A CURRENT, SIGNED PARTICIPATION AGREEMENT WITH DMAS. 

 

DMAS’S ONLINE PROVIDER ENROLLMENT PROCESS MAY BE ACCESSED 
THROUGH THE PROVIDER ENROLLMENT LINK LOCATED ON THE DMAS 
MEDICAID ENTERPRISE SYSTEM (MES) PROVIDER RESOURCES SITE AT 
HTTPS://VAMEDICAID.DMAS.VIRGINIA.GOV/PROVIDER. 

 

1. AS A PART OF THE ENROLLMENT PROCESS, PROVIDERS MUST 
COMPLETE A PARTICIPATION AGREEMENT APPLICABLE TO THEIR 
PROVIDER TYPE. IN THE CASE OF A GROUP PRACTICE, HOSPITAL, OR 
OTHER AGENCY OR INSTITUTION, THE AUTHORIZED AGENT OF THE 
PROVIDER INSTITUTION MUST SIGN THE AGREEMENT. FOR GROUP 
PRACTICE, HOSPITAL, OR OTHER AGENCY OR INSTITUTION, DMAS MUST 
RECEIVE PRIOR WRITTEN RATIfiCATION OF THE IDENTITY OF ANY 
DESIGNATED AUTHORIZED REPRESENTATIVE AND THE FACT THAT A 
PRINCIPAL-AGENT RELATIONSHIP EXISTS. 

 

2. A NATIONAL PROVIDER IDENTIfiER (NPI) NUMBER MUST BE OBTAINED 
FROM THE NATIONAL PLAN AND PROVIDER ENUMERATION SYSTEM 
(NPPES) AND PROVIDED WITH THE ENROLLMENT APPLICATION. AN 
ENROLLED PROVIDER’S NPI IS USED BY MES TO MANAGE PROVIDER 
INFORMATION ACROSS FUNCTIONS. FOR EXAMPLE, THIS NUMBER MUST 
BE USED ON ALL CLAIMS SUBMITTED TO DMAS. 

 

PROVIDER NPIS MAY BE DISCLOSED TO OTHER COVERED HEALTHCARE 
ENTITIES PURSUANT TO CENTERS FOR MEDICAID AND MEDICARE 
SERVICES (CMS) REGULATIONS REQUIRING THE DISCLOSURE OF NPIS 
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AS A PART OF HIPAA-COMPLIANT STANDARD TRANSACTIONS. (PLEASE 
REFERENCE THE HEALTHCARE INFORMATION PORTABILITY AND 
ACCOUNTABILITY ACT (HIPAA) OF 1996.) 

 

3. PROVIDERS MUST HAVE AN ACTIVE LICENSE FROM THE RELEVANT 
STATE LICENSING AUTHORITY AND PROVIDE PROOF OF LICENSURE 
DURING THE ENROLLMENT PROCESS. 

 

4.  THE PROVIDER MUST BE SUCCESSFULLY SCREENED ACCORDING TO 
THE REQUIREMENTS DETAILED IN THE NEXT SECTION (TITLED 
“PROVIDER SCREENING REQUIREMENTS”).   

 

5.  PROVIDERS MAY BE DENIED ENROLLMENT FOR ANY OF THE 
FOLLOWING REASONS: 

• FAILING TO SUBMIT ANY OF THE REQUESTED INFORMATION; 

• CONVICTION OF A FELONY; 

• CONVICTION OF HEALTH CARE FRAUD;  

• IF THERE ARE PAST LICENSURE ACTIONS OR ACTIONS RELATED 
TO PRIVILEGES, ENROLLMENTS, EDUCATIONAL TENURE, BOARD 
CERTIFICATIONS, AUTHORIZATIONS, PARTICIPATION IN HEALTH CARE 
PROGRAMS, MALPRACTICE ACTIONS, LIABILITY ACTIONS, OR OTHER 
ACTIONS OR INFORMATION INDICATING THAT THE INDIVIDUAL MAY POSE 
A RISK TO THE HEALTH, SAFETY OR WELFARE OF MEDICAID MEMBERS.   
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6.  PROVIDERS WHO ARE LOCATED IN ANOTHER STATE BUT WITHIN 50 
MILES OF THE VIRGINIA BORDER MAY BE PERMITTED TO ENROLL IF ALL 
OTHER QUALIFICATIONS ARE MET, BUT ARE REQUIRED TO SUBMIT 
CLAIM DOCUMENTATION TO DMAS DURING THE ENROLLMENT PROCESS. 

 

7. PROVIDERS WILL BE NOTIFIED OF THE ENROLLMENT DECISION BY 
EMAIL NOTICE OR LETTER MAILED TO THE ADDRESS ENTERED INTO THE 
PROVIDER ENROLLMENT PORTAL.  FOR DENIED APPLICATIONS, 
INFORMATION ABOUT FILING AN APPEAL IS INCLUDED IN THE NOTICE OR 
LETTER.   

 

8. THE ENROLLMENT EFFECTIVE DATE WILL BEGIN THE 1ST DAY OF THE 
MONTH IN WHICH THE APPLICATION  IS RECEIVED, UNLESS A 
RETROACTIVE EFFECTIVE DATE IS APPROVED FOR DOCUMENTED 
EXTENUATING CIRCUMSTANCES. 

IF YOU HAVE ANY QUESTIONS REGARDING THE ENROLLMENT PROCESS, 
PLEASE EMAIL PROVIDER ENROLLMENT SERVICES AT 
VAMEDICAIDPROVIDERENROLLMENT@GAINWELLTECHNOLOGIES.COM 
OR PHONE TOLL FREE 1-888-829-5373 OR LOCAL 1-804-270-5105. 

PROVIDER SCREENING REQUIREMENTS 

THE 21ST CENTURY CURES ACT (CURES ACT)114 P.P.255 REQUIRES ALL 
STATES TO SCREEN MEDICAID PROVIDERS, BOTH THOSE IN MEDICAID 
FEE-FOR-SERVICE (FFS) AND MANAGED CARE ORGANIZATIONS (MCOS) 
UPON ENROLLMENT. AN ABBREVIATED SCREENING IS ALSO 
PERFORMED ON A MONTHLY BASIS FOR ANY PROVIDER WHO 
PARTICIPATES WITH THE VIRGINIA MEDICAID PROGRAM. THE FULL 
SCREENING IS CONDUCTED AT THE TIME OF REVALIDATION, AND 
PROVIDERS ARE REQUIRED TO REVALIDATE AT LEAST EVERY 5 YEARS. 
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THE REQUIREMENT FOR SCREENING IS IN RESPONSE TO DIRECTIVES IN 
THE STANDARDS ESTABLISHED BY SECTION 6401(A) OF THE 
AffORDABLE CARE ACT IN WHICH CMS REQUIRES ALL STATE MEDICAID 
PROGRAM AGENCIES TO IMPLEMENT THE PROVIDER ENROLLMENT AND 
SCREENING PROVISIONS OF THE AffORDABLE CARE ACT (42 CFR 455 
SUBPART E). THESE REGULATIONS WERE PUBLISHED IN THE FEDERAL 
REGISTER, VOL. 76, FEBRUARY 2, 2011, AND WERE EffECTIVE MARCH 25, 
2011. THE REQUIRED SCREENING MEASURES VARY BASED ON A 
FEDERALLY MANDATED CATEGORICAL RISK LEVEL. PROVIDERS’ 
CATEGORICAL RISK LEVELS ARE DEfiNED AS “LIMITED”, “MODERATE”, 
OR “HIGH.” 

 

LIMITED RISK SCREENING REQUIREMENTS 

 

THE FOLLOWING SCREENING REQUIREMENTS APPLY TO LIMITED RISK 
PROVIDERS: (1) VERIfiCATION THAT A PROVIDER OR SUPPLIER MEETS 
ANY APPLICABLE FEDERAL REGULATIONS AND STATE REQUIREMENTS 
FOR THE PROVIDER OR SUPPLIER TYPE; (2) VERIfiCATION THAT A 
PROVIDER OR SUPPLIER MEETS APPLICABLE LICENSURE 
REQUIREMENTS; AND (3) VERIfiCATION THAT A PROVIDER OR SUPPLIER 
HAS NOT BEEN EXCLUDED FROM PROVIDING SERVICES IN FEDERALLY 
FUNDED PROGRAMS. THE VERIfiCATION PROCESS INCLUDES A REVIEW 
OF APPLICABLE FEDERAL AND STATE DATABASES CHECKS AND IS 
COMPLETED ON A PRE- AND POST-ENROLLMENT BASIS TO ENSURE 
THAT PROVIDERS AND SUPPLIERS CONTINUE TO MEET THE 
ENROLLMENT CRITERIA FOR THEIR PROVIDER/SUPPLIER TYPE. 

 

MODERATE RISK SCREENING REQUIREMENTS 
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IN ADDITION TO THE SCREENING REQUIREMENTS APPLICABLE TO THE 
LIMITED RISK PROVIDER CATEGORY LISTED ABOVE, UNANNOUNCED 
PRE-AND/OR POST-ENROLLMENT SITE VISITS APPLY TO MODERATE 
RISK PROVIDERS. THE SCREENING REQUIREMENTS LISTED IN THIS 
SECTION ARE TO BE PERFORMED AT THE TIME OF INITIAL ENROLLMENT 
AND AT THE TIME OF REVALIDATION, WHICH IS AT LEAST EVERY 5 
YEARS. 

 

HIGH RISK SCREENING REQUIREMENTS 

 

IN ADDITION TO THOSE SCREENING REQUIREMENTS APPLICABLE TO 
THE LIMITED AND MODERATE RISK PROVIDER CATEGORIES LISTED 
ABOVE, PROVIDERS IN THE HIGH RISK CATEGORY MAY BE REQUIRED TO 
UNDERGO CRIMINAL BACKGROUND CHECK(S) AND SUBMIT 
fiNGERPRINTS. THESE REQUIREMENTS APPLY TO OWNERS, 
AUTHORIZED OR DELEGATED OffiCIALS OR MANAGING EMPLOYEES OF 
ANY PROVIDER OR SUPPLIER ASSIGNED TO THE “HIGH” LEVEL OF 
SCREENING. 

 

APPLICATION FEES 

 

INSTITUTIONAL PROVIDERS MAY BE REQUIRED TO PAY A FEDERALLY-
REQUIRED FEE AT THE TIME OF APPLICATION FOR ENROLLMENT, RE-
ENROLLMENT OR REACTIVATION, AND WHEN ADDING NEW LOCATIONS. 
IF A PROVIDER IS REQUIRED TO PAY AN APPLICATION FEE, IT WILL BE 
OUTLINED IN THE PROVIDER ENROLLMENT APPLICATION AND/OR 
REVALIDATION NOTICE.  
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CMS DETERMINES THE APPLICATION FEE EACH YEAR. THIS FEE IS NOT 
REQUIRED TO BE PAID TO DMAS IF THE PROVIDER HAS ALREADY PAID 
THE FEE TO ANOTHER STATE MEDICAID PROGRAM OR MEDICARE, OR 
HAS BEEN GRANTED A HARDSHIP APPROVAL BY MEDICARE. 

 

PROVIDERS MAY SUBMIT A HARDSHIP EXCEPTION REQUEST FOR CMS 
APPROVAL WITH THEIR ENROLLMENT APPLICATION. IF CMS DOES NOT 
APPROVE THE HARDSHIP REQUEST, THEN PROVIDERS HAVE 30 
CALENDAR DAYS FROM THE DATE OF THE CMS NOTIfiCATION TO PAY 
THE APPLICATION FEE OR THE APPLICATION FOR ENROLLMENT WILL BE 
REJECTED. 

 

AN APPEAL OF A HARDSHIP EXCEPTION DETERMINATION MUST MAY BE 
MADE TO CMS PURSUANT TO 42 CFR 424.514. 

 

OUT-OF-STATE PROVIDER SCREENING 

 

PRIOR TO ENROLLMENT IN DMAS, PROVIDERS WITH A PRIMARY 
SERVICING ADDRESS LOCATED OUTSIDE OF THE VIRGINIA BORDER 
MUST HAVE A SITE VISIT CONDUCTED BY EITHER THEIR STATE’S 
MEDICAID PROGRAM OR BY CMS DUE TO THEIR PROVIDER RISK-LEVEL. 
PURSUANT TO 42 CFR 455 SUBPART E, AN APPLICATION WILL BE 
PENDED FOR PROOF OF THIS INFORMATION IF IT IS RECEIVED BY DMAS 
PRIOR TO THE COMPLETION OF THE SITE VISIT.   

 

REVALIDATION REQUIREMENTS 
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ALL PARTICIPATING PROVIDERS ARE REQUIRED TO REVALIDATE AT 
LEAST EVERY 5 YEARS. PROVIDERS ARE NOTIfiED IN WRITING OF THEIR 
REVALIDATION DUE DATE AND OF ANY NEW OR REVISED PROVIDER 
SCREENING REQUIREMENTS. (PROVIDERS WILL INDICATE THEIR 
PREFERRED MODE OF NOTIfiCATION, I.E., EMAIL OR USPS, AT THE TIME 
OF ENROLLMENT.) DMAS MAY RELY ON THE ENROLLMENT AND 
SCREENING FACILITATED BY CMS TO SATISFY THE PROVIDER 
SCREENING REQUIREMENTS IF  A PROVIDER IS ENROLLED AS A 
MEDICARE PROVIDER AT THE TIME OF REVALIDATION.  

ORDERING, REFERRING, AND PRESCRIBING (ORP) PROVIDERS 

42 CFR 455.410(B) STATES THAT STATE MEDICAID AGENCIES MUST 
REQUIRE ALL ORDERING, OR REFERRING, AND PRESCRIBING 
PHYSICIANS OR OTHER PROFESSIONALS PROVIDING SERVICES UNDER 
THE STATE PLAN OR UNDER A WAIVER OF THE PLAN TO BE ENROLLED 
AS PARTICIPATING PROVIDERS. 

 

THE ACA REQUIRES ORP PROVIDERS TO ENROLL TO MEET NEW 
PROGRAM INTEGRITY REQUIREMENTS DESIGNED TO ENSURE THAT ALL 
ORDERS, PRESCRIPTIONS OR REFERRALS FOR ITEMS OR SERVICES FOR 
MEDICAID MEMBERS ORIGINATE FROM APPROPRIATELY LICENSED 
PRACTITIONERS WHO HAVE NOT BEEN EXCLUDED FROM MEDICARE OR 
MEDICAID. THERE IS ONE EXCEPTION:  THE PROVIDER ENROLLMENT 
REQUIREMENTS DO NOT APPLY TO PHYSICIANS WHO ORDER OR REFER 
SERVICES FOR A MEDICAID MEMBER IN A RISK-BASED MANAGED CARE 
PLAN. 

 

IF A PROVIDER DOES NOT PARTICIPATE WITH VIRGINIA MEDICAID 
CURRENTLY BUT MAY ORDER, REFER, OR PRESCRIBE TO MEDICAID 
MEMBERS, THEY MUST BE ENROLLED TO ENSURE CLAIMS WILL BE PAID 
TO THE SERVICING PROVIDER WHO IS BILLING FOR THE SERVICE. 
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AS A SERVICING PROVIDER, IT IS ESSENTIAL TO INCLUDE THE NATIONAL 
PROVIDER IDENTIfiER (NPI) OF ANY ORP ON ALL CLAIMS TO ENSURE THE 
TIMELY ADJUDICATION OF CLAIMS. 

PARTICIPATION REQUIRMENTS 

PROVIDERS APPROVED FOR PARTICIPATION IN THE VIRGINIA MEDICAID 
PROGRAM MUST PERFORM THE FOLLOWING ACTIVITIES, AS WELL AS 
ANY OTHER ACTIVITIES SPECIfiED BY DMAS: 

 

• IMMEDIATELY NOTIFY PROVIDER ENROLLMENT SERVICES IN 
WRITING OF ANY CHANGE IN THE INFORMATION THAT THE PROVIDER 
PREVIOUSLY SUBMITTED TO DMAS. 

 

• ENSURE FREEDOM OF CHOICE TO INDIVIDUALS WHO ARE 
ELIGIBLE FOR MEDICAL ASSISTANCE UNDER THE VIRGINIA MEDICAID 
PROGRAM (ELIGIBLE INDIVIDUALS) IN SEEKING MEDICAL CARE FROM 
ANY INSTITUTION, PHARMACY, OR PRACTITIONER QUALIfiED TO 
PERFORM THE REQUIRED SERVICE(S) AND PARTICIPATING IN THE 
VIRGINIA MEDICAID PROGRAM AT THE TIME THE SERVICE WAS 
PERFORMED. 

 

• ENSURE THE ELIGIBLE INDIVIDUAL'S FREEDOM TO REJECT 
MEDICAL CARE AND TREATMENT. 

 

• PROVIDE SERVICES AND SUPPLIES TO ELIGIBLE INDIVIDUALS IN 
THE SAME MODE OF DELIVERY AND OF THE SAME QUALITY AND AS 
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PROVIDED TO THE GENERAL PUBLIC. 

 

• CHARGE DMAS FOR THE PROVISION OF SERVICES AND SUPPLIES 
TO ELIGIBLE INDIVIDUALS IN AMOUNTS NOT TO EXCEED THE 
PROVIDER'S USUAL AND CUSTOMARY CHARGES TO THE GENERAL 
PUBLIC. 

 

• ACCEPT AS PAYMENT IN FULL THE AMOUNT ESTABLISHED BY 
DMAS TO BE REASONABLE COST OR MAXIMUM ALLOWABLE CHARGE. 42 
CFR 447.15 PROVIDES THAT A "STATE PLAN MUST PROVIDE THAT THE 
MEDICAID AGENCY MUST LIMIT PARTICIPATION IN THE MEDICAID 
PROGRAM TO PROVIDERS WHO ACCEPT, AS PAYMENT IN FULL, THE 
AMOUNT PAID BY THE AGENCY." A PROVIDER MAY NOT BILL AN 
ELIGIBLE INDIVIDUAL FOR A COVERED SERVICE REGARDLESS OF 
WHETHER THE PROVIDER RECEIVED PAYMENT FROM THE STATE. THE 
PROVIDER MAY NOT SEEK TO COLLECT FROM AN ELIGIBLE INDIVIDUAL, 
OR ANY fiNANCIALLY RESPONSIBLE RELATIVE OR REPRESENTATIVE OF 
THAT INDIVIDUAL, ANY AMOUNT THAT EXCEEDS THE ESTABLISHED 
MEDICAID ALLOWANCE FOR THE SERVICE RENDERED. A PROVIDER MAY 
NOT CHARGE DMAS OR AN ELIGIBLE INDIVIDUAL FOR MISSED OR 
BROKEN APPOINTMENTS. 

 

• ACCEPT ASSIGNMENT OF MEDICARE BENEfiTS FOR ELIGIBLE 
INDIVIDUALS.  

 

• USE DMAS-DESIGNATED BILLING FORMS TO SUBMIT CLAIMS. 
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• MAINTAIN AND RETAIN BUSINESS AND PROFESSIONAL RECORDS 
SUffiCIENT TO FULLY AND ACCURATELY DOCUMENT FULLY AND 
ACCURATELY THE NATURE, SCOPE, AND DETAILS OF THE HEALTH CARE 
PROVIDED. IN GENERAL, SUCH RECORDS MUST BE RETAINED FOR A 
PERIOD OF NOT LESS THAN SIX YEARS FROM THE DATE OF SERVICE OR 
AS PROVIDED BY APPLICABLE STATE LAWS, WHICHEVER PERIOD IS 
LONGER. HOWEVER, IF AN AUDIT IS INITIATED WITHIN THE REQUIRED 
RETENTION PERIOD, THE RECORDS MUST BE RETAINED UNTIL THE 
AUDIT IS COMPLETED AND EVERY EXCEPTION RESOLVED.  

 

• FURNISH TO AUTHORIZED STATE AND FEDERAL PERSONNEL, IN 
THE FORM AND MANNER REQUESTED, ACCESS TO RECORDS AND 
FACILITIES. 

 

• AS REQUESTED BY DMAS, DISCLOSE, AS REQUESTED BY DMAS, 
ALL fiNANCIAL, BENEfiCIAL, OWNERSHIP, EQUITY, SURETY, OR OTHER 
INTERESTS IN ANY AND ALL fiRMS, CORPORATIONS, PARTNERSHIPS, 
ASSOCIATIONS, BUSINESS ENTERPRISES, JOINT VENTURES, AGENCIES, 
INSTITUTIONS, OR OTHER LEGAL ENTITIES PROVIDING ANY FORM OF 
HEALTH CARE SERVICES TO ELIGIBLE INDIVIDUALS. 

 

• HOLD CONfiDENTIAL AND USE FOR AUTHORIZED DMAS PURPOSES 
ONLY ALL MEDICAL ASSISTANCE INFORMATION REGARDING ELIGIBLE 
INDIVIDUALS. A PROVIDER SHALL DISCLOSE INFORMATION IN HIS OR 
HER POSSESSION ONLY WHEN THE INFORMATION IS USED IN 
CONJUNCTION WITH A CLAIM FOR HEALTH BENEfiTS OR THE DATA ARE 
NECESSARY FOR THE FUNCTIONING OF DMAS. DMAS SHALL NOT 
DISCLOSE MEDICAL INFORMATION TO THE PUBLIC. 

PROVIDER RESPONSIBILITIES TO IDENTIFY EXCLUDED INDIVIDUALS AND  
ENTITIES 

IN ORDER TO COMPLY WITH FEDERAL REGULATIONS AND VIRGINIA 
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MEDICAID PROGRAM POLICY, PROVIDERS ARE REQUIRED TO ENSURE 
THAT MEDICAID IS NOT PAYING FOR ANY ITEMS OR SERVICES 
FURNISHED, ORDERED, OR PRESCRIBED BY INDIVIDUALS OR ENTITIES 
THAT HAVE BEEN EXCLUDED FROM PARTICIPATION IN ANY STATE 
MEDICAID PROGRAM OR MEDICARE. 

 

PAYMENTS CANNOT BE MADE FOR ITEMS OR SERVICES FURNISHED, 
ORDERED, OR PRESCRIBED BY AN EXCLUDED PROVIDER OR OTHER 
AUTHORIZED PERSON WHEN THE INDIVIDUAL OR ENTITY FURNISHING 
THE SERVICES EITHER KNEW OR SHOULD HAVE KNOWN ABOUT THE 
EXCLUSION. THIS PROVISION APPLIES EVEN WHEN THE PAYMENT 
ITSELF IS MADE TO ANOTHER PROVIDER, PRACTITIONER, OR SUPPLIER 
THAT IS NOT EXCLUDED, BUT IS AffiLIATED WITH AN EXCLUDED 
PROVIDER. A PROVIDER WHO EMPLOYS OR CONTRACTS WITH AN 
EXCLUDED INDIVIDUAL OR ENTITY FOR THE PROVISION OF ITEMS OR 
SERVICES REIMBURSABLE BY THE VIRGINIA MEDICAID PROGRAM MAY 
BE SUBJECT TO OVERPAYMENT LIABILITY AS WELL AS CIVIL MONETARY 
PENALTIES. 

 

ALL PROVIDERS ARE REQUIRED TO TAKE THE FOLLOWING THREE STEPS 
TO MEET FEDERAL AND VIRGINIA MEDICAID PROGRAM INTEGRITY 
REQUIREMENTS: 

 

• SCREEN ALL NEW AND EXISTING EMPLOYEES AND CONTRACTORS 
TO DETERMINE WHETHER ANY OF THEM HAVE BEEN EXCLUDED FROM 
PARTICIPATION IN MEDICAID OR MEDICARE.  (GO TO 
HTTPS://OIG.HHS.GOV/EXCLUSIONS/) 

 

• SEARCH THE HEALTH AND HUMAN SERVICES OffiCE OF THE 
INSPECTOR GENERAL (HHS-OIG) LIST OF EXCLUDED INDIVIDUALS AND 
ENTITIES (LEIE) WEBSITE MONTHLY BY NAME FOR EMPLOYEES, 
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CONTRACTORS AND/OR ENTITIES TO VALIDATE THEIR ELIGIBILITY FOR 
FEDERAL PROGRAMS.  

 

• IMMEDIATELY REPORT TO DMAS ANY EXCLUSION INFORMATION 
DISCOVERED. SUCH INFORMATION SHOULD BE SENT IN WRITING AND 
SHOULD INCLUDE THE INDIVIDUAL OR BUSINESS NAME, PROVIDER 
IDENTIfiCATION NUMBER (IF APPLICABLE), AND WHAT, IF ANY, ACTION 
HAS BEEN TAKEN TO DATE. THE INFORMATION SHOULD BE SENT TO: 

DMAS 

ATTN: PROGRAM INTEGRITY/EXCLUSIONS 600 E. BROAD ST, SUITE 1300 

RICHMOND, VA 23219 

-OR- 

E-MAILED TO: PROVIDEREXCLUSIONS@DMAS.VIRGINIA.GOV 

REQUIREMENTS OF SECTION 504 OF THE REHABILITATION ACT 

SECTION 504 OF THE REHABILITATION ACT OF 1973, AS AMENDED (29 U. 
S. C. §794), PROVIDES THAT NO DISABLED INDIVIDUAL SHALL, SOLELY 
BY REASON OF THE DISABILITY, BE EXCLUDED FROM PARTICIPATION IN, 
BE DENIED THE BENEfiTS OF, OR BE SUBJECTED TO DISCRIMINATION 
UNDER ANY PROGRAM OR ACTIVITY RECEIVING FEDERAL ASSISTANCE. 
AS A CONDITION OF PARTICIPATION, ALL MEDICAID PROVIDERS ARE 
RESPONSIBLE FOR MAKING PROVISIONS FOR DISABLED INDIVIDUALS IN 
THEIR PROGRAM ACTIVITIES. 

 

AS AN AGENT OF THE FEDERAL GOVERNMENT IN THE DISTRIBUTION OF 
FUNDS, DMAS IS RESPONSIBLE FOR MONITORING THE COMPLIANCE OF 
INDIVIDUAL PROVIDERS. IN THE EVENT A DISCRIMINATION COMPLAINT IS 
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LODGED, DMAS IS REQUIRED TO PROVIDE THE OffiCE OF CIVIL RIGHTS 
(OCR) WITH ANY EVIDENCE REGARDING COMPLIANCE WITH THESE 
REQUIREMENTS. 

REQUIREMENTS OF THE CIVIL RIGHTS ACT OF 1964 

ALL PROVIDERS OF CARE AND SUPPLIERS OF SERVICES UNDER 
CONTRACT WITH DMAS MUST COMPLY WITH THE REQUIREMENTS OF 
TITLE VI OF THE CIVIL RIGHTS ACT OF 1964, AS AMENDED (42 U.S.C. §§ 
2000D THROUGH 2000D-4A), WHICH REQUIRES THAT NO PERSON BE 
EXCLUDED FROM PARTICIPATION IN, BE DENIED THE BENEfiTS OF, OR 
BE SUBJECTED TO DISCRIMINATION UNDER ANY PROGRAM OR ACTIVITY 
RECEIVING FEDERAL fiNANCIAL ASSISTANCE ON THE BASIS OF RACE, 
COLOR, RELIGION, SEX, OR NATIONAL ORIGIN. 

UTILIZATION OF INSURANCE BENEFITS 

VIRGINIA MEDICAID IS A "PAYER OF LAST RESORT" PROGRAM. BENEfiTS 
AVAILABLE UNDER MEDICAID SHALL BE REDUCED TO THE EXTENT THAT 
THEY ARE AVAILABLE THROUGH OTHER FEDERAL, STATE, OR LOCAL 
PROGRAMS; COVERAGE PROVIDED UNDER FEDERAL OR STATE LAW; 
OTHER INSURANCE; OR, THIRD-PARTY LIABILITY. 

 

HEALTH, HOSPITAL, WORKERS' COMPENSATION, OR ACCIDENT 
INSURANCE BENEfiTS SHALL BE USED TO THE FULLEST EXTENT IN 
MEETING THE MEDICAL NEEDS OF THE COVERED PERSON. 
SUPPLEMENTATION OF AVAILABLE BENEfiTS SHALL BE AS FOLLOWS: 

 

• TITLE XVIII (MEDICARE) – THE VIRGINIA MEDICAID PROGRAM WILL 
PAY THE AMOUNT OF ANY DEDUCTIBLE OR COINSURANCE UP TO THE 
MEDICAID LIMIT FOR COVERED HEALTH CARE BENEfiTS UNDER TITLE 
XVIII OF THE SOCIAL SECURITY ACT FOR ALL ELIGIBLE PERSONS 
COVERED BY MEDICARE AND MEDICAID. 
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• WORKERS' COMPENSATION - NO PAYMENTS SHALL BE MADE FOR 
A PATIENT COVERED BY WORKERS' COMPENSATION. 

 

• OTHER HEALTH INSURANCE - WHEN AN ELIGIBLE INDIVIDUAL HAS 
OTHER HEALTH INSURANCE (SUCH AS CHAMPUS/TRICARE, BLUE 
CROSS-BLUE SHIELD, OR MEDICARE), THE VIRGINIA MEDICAID 
PROGRAM REQUIRES THAT THESE BENEfiTS BE USED fiRST. 
SUPPLEMENTATION SHALL BE MADE BY THE VIRGINIA MEDICAID 
PROGRAM WHEN NECESSARY, BUT THE COMBINED TOTAL PAYMENT 
FROM ALL INSURANCE, SHALL NOT EXCEED THE AMOUNT PAYABLE 
UNDER MEDICAID HAD THERE BEEN NO OTHER INSURANCE. 

 

• LIABILITY INSURANCE FOR ACCIDENTAL INJURIES - DMAS WILL 
SEEK REPAYMENT FROM ANY SETTLEMENTS OR JUDGMENTS IN FAVOR 
OF ELIGIBLE INDIVIDUALS WHO RECEIVE MEDICAL CARE AS THE RESULT 
OF THE NEGLIGENCE OF ANOTHER. DMAS SHOULD BE NOTIfiED 
PROMPTLY IF AN ELIGIBLE INDIVIDUAL IS TREATED AS THE RESULT OF 
AN ACCIDENT, DMAS SHOULD BE NOTIfiED PROMPTLY SO ACTION CAN 
BE INITIATED TO ESTABLISH A LIEN AS SET FORTH IN THE CODE OF 
VIRGINIA §8.01-66.9. IN LIABILITY CASES, PROVIDERS MAY CHOOSE TO 
BILL THE THIRD-PARTY CARRIER OR fiLE A LIEN IN LIEU OF BILLING 
DMAS. 

 

IN THE CASE OF AN ACCIDENT IN WHICH THERE IS A POSSIBILITY OF 
THIRD-PARTY LIABILITY OR IF THE ELIGIBLE INDIVIDUAL REPORTS A 
THIRD-PARTY RESPONSIBILITY (OTHER THAN THOSE CITED ON HIS 
MEDICAL ASSISTANCE IDENTIfiCATION CARD), AND WHETHER OR NOT 
MEDICAID IS BILLED BY THE PROVIDER FOR RENDERED SERVICES 
RELATED TO THE ACCIDENT, THE PHYSICIAN IS REQUESTED TO 
FORWARD THE DMAS-1000 TO THE ATTENTION OF THE THIRD-PARTY 
LIABILITY CASUALTY UNIT, DEPARTMENT OF MEDICAL ASSISTANCE 
SERVICES, 600 EAST BROAD STREET, RICHMOND, VIRGINIA 23219.  THE 
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FORM CAN ALSO BE SENT ELECTRONICALLY TO 
TPLCASUALTY@DMAS.VIRGINIA.GOV  

DOCUMENTATION REQUIREMENTS 

THE VIRGINIA MEDICAID PROGRAM PROVIDER PARTICIPATION 
AGREEMENT REQUIRES THAT MEDICAL RECORDS FULLY DISCLOSE THE 
EXTENT OF SERVICES PROVIDED TO ALL MEDICAID MEMBERS. MEDICAL 
RECORDS MUST CLEARLY DOCUMENT THE MEDICAL NECESSITY FOR 
COVERED SERVICES. THIS DOCUMENTATION MUST BE WRITTEN AT THE 
TIME THE SERVICE IS RENDERED AND THE DESCRIPTION OF THE 
SERVICES RENDERED MUST BE CLEAR. ALL DOCUMENTATION MUST BE 
SIGNED (NAME AND TITLE) AND DATED (MONTH, DAY, YEAR) ON THE 
DATE OF SERVICE DELIVERY.  

ELECTRONIC SIGNATURES  

AN ELECTRONIC SIGNATURE THAT MEETS THE FOLLOWING CRITERIA IS 
ACCEPTABLE FOR CLINICAL DOCUMENTATION: 

• IDENTIFIES THE INDIVIDUAL SIGNING THE DOCUMENT BY NAME 
AND TITLE; 

• ASSURES THAT THE DOCUMENTATION CANNOT BE ALTERED 
AFTER THE SIGNATURE HAS BEEN AFFIXED BY LIMITING ACCESS TO THE 
CODE OR KEY SEQUENCE; AND 

• PROVIDES FOR NONREPUDIATION; THAT IS, STRONG AND 
SUBSTANTIAL EVIDENCE THAT WILL MAKE IT DIFFICULT FOR THE 
SIGNER TO CLAIM THAT THE ELECTRONIC REPRESENTATION IS NOT 
VALID. 

 

USE OF THE ELECTRONIC SIGNATURES FOR CLINICAL DOCUMENTATION 
PURPOSES SHALL BE DEEMED TO CONSTITUTE A SIGNATURE AND WILL 
HAVE THE SAME EFFECT AS A WRITTEN SIGNATURE ON A DOCUMENT. 
PROVIDERS SHALL HAVE WRITTEN POLICIES AND PROCEDURES IN 
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EFFECT REGARDING USE OF ELECTRONIC SIGNATURES.  IN ADDITION TO 
COMPLYING WITH SECURITY POLICIES AND PROCEDURES, PROVIDERS 
WHO USE ELECTRONIC SIGNATURES SHALL SIGN A STATEMENT 
ASSURING THAT THEY ALONE WILL HAVE ACCESS TO AND USE THE KEY 
OR COMPUTER PASSWORD.  THE POLICIES AND PROCEDURES AND 
STATEMENTS OF EXCLUSIVE USE SHALL BE MAINTAINED AND 
AVAILABLE AT THE PROVIDER’S LOCATION. 

 

ADDITIONALLY, THE USE OF ELECTRONIC SIGNATURES SHALL BE 
CONSISTENT WITH THE APPLICABLE ACCREDITING AND LICENSING 
AUTHORITIES AND THE PROVIDER’S OWN INTERNAL POLICIES. THESE 
REQUIREMENTS FOR CLINICAL DOCUMENTATION APPLY ONLY TO 
MEDICAID CLAIMS, AND DO NOT PRECLUDE OTHER STATE OR FEDERAL 
REQUIREMENTS. 

 

AN ORIGINAL WRITTEN SIGNATURE IS STILL REQUIRED ON PROVIDER 
ENROLLMENT FORMS AND FOR MEDICAL CONSENTS. THIS 
CLARIFICATION DOES NOT APPLY TO ELECTRONIC CLAIMS SUBMISSION 
OR THE ELECTRONIC SHARING OR TRANSMISSION OF CLINICAL 
RECORDS.   

TERMINATION OF PROVIDER PARTICIPATION 

THE PROVIDER PARTICIPATION AGREEMENT IS TIME-LIMITED WITH 
PERIODIC RENEWALS REQUIRED. DMAS WILL REQUEST A RENEWAL OF 
THE PARTICIPATION AGREEMENT PRIOR TO ITS EXPIRATION. 

 

A PARTICIPATING PROVIDER MAY TERMINATE PARTICIPATION IN 
MEDICAID AT ANY TIME; HOWEVER, WRITTEN NOTIfiCATION MUST BE 
PROVIDED TO DMAS 30 DAYS PRIOR TO THE EffECTIVE DATE. THE 
WRITTEN NOTIFICATION SHOULD BE SENT TO THE FOLLOWING 
ADDRESS: 
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DMAS PROVIDER ENROLLMENT SERVICES  

PO BOX 26803 

RICHMOND, VIRGINIA 23261-6803 

 

DMAS MAY TERMINATE A PROVIDER’S PARTICIPATION AGREEMENT.  
DMAS MUST PROVIDE WRITTEN NOTIfiCATION 30 DAYS PRIOR TO THE 
TERMINATION’S EffECTIVE DATE. SUCH ACTION PRECLUDES FURTHER 
PAYMENT BY DMAS FOR SERVICES PROVIDED TO CUSTOMERS 
SUBSEQUENT TO THE DATE SPECIfiED IN THE TERMINATION NOTICE. 

 

PURSUANT TO §32.1-325 (D) OF THE CODE OF VIRGINIA, THE DMAS 
DIRECTOR OF MEDICAL ASSISTANCE SERVICES IS AUTHORIZED TO: 

 

REFUSE TO ENTER INTO OR RENEW AN AGREEMENT OR CONTRACT, OR 
ELECT TO TERMINATE AN EXISTING AGREEMENT OR CONTRACT, WITH 
ANY PROVIDER WHO HAS BEEN CONVICTED OF OR OTHERWISE PLED 
GUILTY TO A FELONY, OR PURSUANT TO SUBPARTS A, B, AND C OF 42 
C.F.R. PART 1002, AND UPON NOTICE OF SUCH ACTION TO THE PROVIDER 
AS REQUIRED BY 42 C.F.R. § 1002.212. 

 

APPEALS OF PROVIDER TERMINATION OR ENROLLMENT DENIAL: A 
PROVIDER HAS THE RIGHT TO APPEAL IN ANY CASE IN WHICH A VIRGINIA 
MEDICAID PROGRAM PROVIDER AGREEMENT OR CONTRACT IS 
TERMINATED OR DENIED PURSUANT TO VIRGINIA CODE §32.1-325(D). THE 
PROVIDER MAY APPEAL THE DECISION IN ACCORDANCE WITH THE 
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ADMINISTRATIVE PROCESS ACT (CODE OF VIRGINIA §2.2-4000 ET SEQ.) 
AND THE PROVIDER APPEALS REGULATIONS (12 VAC 30-20-500 ET SEQ.). 
SUCH A REQUEST MUST BE IN WRITING AND MUST BE fiLED WITH THE 
DMAS APPEALS DIVISION WITHIN 15 CALENDAR DAYS OF THE RECEIPT 
OF THE NOTICE OF TERMINATION OR DENIAL. 

APPEALS OF ADVERSE ACTIONS 

AN APPEAL IS A REQUEST FOR A REVIEW OF AN ADVERSE DECISION 
TAKEN BY DMAS, A DMAS CONTRACTOR, OR ANOTHER AGENCY ON 
BEHALF OF DMAS.  THERE ARE TWO TYPES OF APPEALS – A PROVIDER 
APPEAL, WHICH MAY BE FILED BY A PROVIDER OR THEIR AUTHORIZED 
REPRESENTATIVE, AND A CLIENT APPEAL, WHICH MAY BE FILED BY AN 
INDIVIDUAL OR AN AUTHORIZED REPRESENTATIVE ON THE INDIVIDUAL’S 
BEHALF.  THE PROVIDER APPEALS PROCESS IS DESCRIBED BELOW.  
THE CLIENT APPEALS PROCESS IS DESCRIBED IN CHAPTER III. 

PROVIDER APPEALS 

DEFINITIONS 

 

ADMINISTRATIVE DISMISSAL –THE DISMISSAL OF A PROVIDER APPEAL 
THAT REQUIRES ONLY THE ISSUANCE OF AN INFORMAL APPEAL 
DECISION WITH APPEAL RIGHTS BUT DOES NOT REQUIRE THE 
SUBMISSION OF A CASE SUMMARY OR ANY FURTHER INFORMAL APPEAL 
PROCEEDINGS. 

 

ADVERSE ACTION – MEANS, FOR SERVICES THAT HAVE ALREADY BEEN 
RENDERED, THE TERMINATION, SUSPENSION, OR REDUCTION IN 
COVERED BENEFITS OR THE DENIAL OR RETRACTION, IN WHOLE OR IN 
PART, OF PAYMENT FOR A SERVICE. AN ADVERSE ACTION MAY ALSO 
INCLUDE THE DENIAL OR TERMINATION OF ENROLLMENT AS A DMAS 
PARTICIPATING PROVIDER. 
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APPEAL – MEANS: 

 

1. A REQUEST MADE BY AN MCO PROVIDER (IN-NETWORK OR OUT-
OF-NETWORK) TO REVIEW THE MCO’S RECONSIDERATION DECISION OF 
AN ADVERSE ACTION IN ACCORDANCE WITH THE STATUTES AND 
REGULATIONS GOVERNING THE VIRGINIA MEDICAID APPEAL 
PROCESS.  AFTER A DMAS-ENROLLED PROVIDER EXHAUSTS THE MCO’S 
RECONSIDERATION PROCESS, VIRGINIA MEDICAID AFFORDS THE 
PROVIDER THE RIGHT TO TWO ADMINISTRATIVE LEVELS OF APPEAL 
(INFORMAL APPEAL AND FORMAL APPEAL) IN ACCORDANCE WITH THE 
VIRGINIA ADMINISTRATIVE PROCESS ACT AT CODE OF VIRGINIA § 2.2-
4000 ET SEQ. AND VIRGINIA MEDICAID’S PROVIDER APPEAL 
REGULATIONS AT 12 VAC 30-20-500 ET SEQ.; OR 

 

2. FOR FEE-FOR-SERVICE (“FFS”) SERVICES, A REQUEST MADE BY A 
PROVIDER TO REVIEW DMAS’ ADVERSE ACTION OR A DMAS 
CONTRACTOR’S RECONSIDERATION DECISION OF AN ADVERSE ACTION 
IN ACCORDANCE WITH THE STATUTES AND REGULATIONS GOVERNING 
THE VIRGINIA MEDICAID APPEAL PROCESS.  IF AN ADVERSE ACTION 
REQUIRES RECONSIDERATION BEFORE APPEALING TO DMAS, THE 
PROVIDER MUST EXHAUST THE RECONSIDERATION PROCESS, AFTER 
WHICH VIRGINIA MEDICAID AFFORDS THE PROVIDER THE RIGHT TO TWO 
ADMINISTRATIVE LEVELS OF APPEAL (INFORMAL APPEAL AND FORMAL 
APPEAL) IN ACCORDANCE WITH THE VIRGINIA ADMINISTRATIVE 
PROCESS ACT AT CODE OF VIRGINIA § 2.2-4000 ET SEQ. AND VIRGINIA 
MEDICAID’S PROVIDER APPEAL REGULATIONS AT 12 VAC 30-20-500 ET 
SEQ.  

 

RECONSIDERATION – MEANS A PROVIDER’S RECONSIDERATION 
REQUEST OF AN ADVERSE ACTION.  THE MCO’S OR DMAS 
CONTRACTOR’S RECONSIDERATION DECISION IS A PRE-REQUISITE TO A 
PROVIDER FILING AN APPEAL TO THE DMAS APPEALS DIVISION. 
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TRANSMIT – MEANS TO SEND BY MEANS OF THE UNITED STATES MAIL, 
COURIER OR OTHER HAND DELIVERY, FACSIMILE, ELECTRONIC MAIL, OR 
ELECTRONIC SUBMISSION. 

 

NON-STATE OPERATED PROVIDER 

 

THE FOLLOWING PROCEDURES WILL BE AVAILABLE TO ALL NON-STATE 
OPERATED PROVIDERS WHEN AN ADVERSE ACTION IS TAKEN THAT 
AFFORDS APPEAL RIGHTS TO PROVIDERS.  MANY ADVERSE ACTIONS 
REQUIRE A PROVIDER TO REQUEST RECONSIDERATION WITH DMAS OR 
THE DMAS CONTRACTOR BEFORE APPEALING TO THE DMAS APPEALS 
DIVISION.  READ THE DENIAL NOTICE CAREFULLY TO DETERMINE IF 
RECONSIDERATION IS REQUIRED, AS THE RECONSIDERATION PROCESS 
IS A PRE-REQUISITE TO FILING AN APPEAL WITH THE DMAS APPEALS 
DIVISION.  FAILURE TO EXHAUST A REQUIRED RECONSIDERATION 
PROCESS WILL RESULT IN THE APPEAL TO THE DMAS APPEALS DIVISION 
BEING DEEMED PREMATURE.  

 

IF THE PROVIDER CHOOSES TO EXERCISE AVAILABLE APPEAL RIGHTS, 
A REQUEST FOR RECONSIDERATION MUST BE SUBMITTED IF THE 
ACTION INVOLVES A DMAS CLAIM UNDER THE EAPG PAYMENT 
METHODOLOGY OR INVOLVES A CLAIMCHECK DENIAL.  FOR EAPG AND 
CLAIMCHECK ACTIONS, THE REQUEST FOR RECONSIDERATION AND ALL 
SUPPORTING DOCUMENTATION MUST BE SUBMITTED WITHIN 30 DAYS 
OF THE RECEIPT OF WRITTEN NOTIFICATION OF THE UNDERPAYMENT, 
OVERPAYMENT, AND/OR DENIAL TO THE ATTENTION OF THE PROGRAM 
OPERATIONS DIVISION AT THE FOLLOWING ADDRESS: 
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PROGRAM OPERATIONS DIVISION 

         DEPARTMENT OF MEDICAL ASSISTANCE SERVICES 

600 EAST BROAD STREET,  

          RICHMOND, VIRGINIA  23219 

 

DMAS WILL REVIEW THE DOCUMENTATION SUBMITTED AND ISSUE A 
WRITTEN RESPONSE TO THE PROVIDER’S REQUEST FOR 
RECONSIDERATION.  IF THE ADVERSE DECISION IS UPHELD, IN WHOLE 
OR PART, AS A RESULT OF THE RECONSIDERATION PROCESS, THE 
PROVIDER MAY THEN APPEAL THAT DECISION TO THE DMAS APPEALS 
DIVISION, AS SET FORTH BELOW.   

 

INTERNAL RECONSIDERATION RIGHTS WITH AN MCO MUST ALSO BE 
EXHAUSTED PRIOR TO APPEALING TO DMAS IF THE INDIVIDUAL IS 
ENROLLED WITH DMAS THROUGH A VIRGINIA MEDICAID MCO.  A 
RECONSIDERATION MAY ALSO BE REQUIRED BY OTHER DMAS 
CONTRACTORS BEFORE APPEALING TO DMAS.   

 

FOR SERVICES THAT HAVE BEEN RENDERED AND ANY APPLICABLE 
RECONSIDERATION RIGHTS HAVE BEEN EXHAUSTED, PROVIDERS HAVE 
THE RIGHT TO APPEAL ADVERSE ACTIONS TO DMAS.   

  

PROVIDER APPEALS TO DMAS WILL BE CONDUCTED IN ACCORDANCE 
WITH THE REQUIREMENTS SET FORTH IN THE CODE OF VIRGINIA § 2.2-
4000 ET SEQ. AND THE VIRGINIA ADMINISTRATIVE CODE 12 VAC 30-20-500 
ET SEQ.   
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PROVIDER APPEALS TO DMAS MUST BE SUBMITTED IN WRITING AND 
WITHIN 30 CALENDAR DAYS OF THE PROVIDER’S RECEIPT OF THE DMAS 
ADVERSE ACTION OR FINAL RECONSIDERATION DECISION.  THERE ARE 
TWO CASE TYPES THAT HAVE OTHER TIMEFRAMES TO FILE APPEALS:  
(1) PROVIDER APPEALS OF A TERMINATION OF THE DMAS PROVIDER 
AGREEMENT THAT WAS BASED ON THE PROVIDER’S CONVICTION OF A 
FELONY MUST BE APPEALED WITHIN 15 CALENDAR DAYS OF THE 
PROVIDER’S RECEIPT OF THE DMAS ADVERSE ACTION; AND (2) 
PROVIDERS APPEALING ADJUSTMENTS TO A COST REPORT ARE 
REQUIRED TO FILE THE INFORMAL APPEAL WITHIN 90 CALENDAR DAYS 
OF THE PROVIDER’S RECEIPT OF THE NOTICE OF PROGRAM 
REIMBURSEMENT.  

 

THE PROVIDER’S NOTICE OF INFORMAL APPEAL IS CONSIDERED FILED 
WHEN IT IS DATE STAMPED BY THE DMAS APPEALS DIVISION.  THE 
NOTICE MUST IDENTIFY THE ISSUES FROM THE ADVERSE ACTION BEING 
APPEALED.  TO ENSURE THAT THE APPEAL IS EFFICIENTLY PROCESSED, 
INCLUDE: THE PROVIDER NAME, NATIONAL PROVIDER IDENTIFICATION 
NUMBER (NPI), RECIPIENT NAME(S) AND MEDICAID ID# [IF APPLICABLE], 
DATE(S) OF SERVICE [IF APPLICABLE], CLAIM OR SERVICE 
AUTHORIZATION NUMBER [IF APPLICABLE], AND THE REASON FOR THE 
APPEAL.  ALSO INCLUDE A COPY OF THE ADVERSE ACTION AND A 
CONTACT NAME, PHONE NUMBER, AND ADDRESS FOR APPEAL 
CORRESPONDENCE.  

 

FAILURE TO FILE A WRITTEN NOTICE OF INFORMAL APPEAL WITHIN THE 
PRESCRIBED TIMEFRAME OR THAT DOES NOT IDENTIFY THE ACTION 
BEING APPEALED WILL RESULT IN AN ADMINISTRATIVE DISMISSAL OF 
THE APPEAL. 

   

THE APPEAL MUST BE FILED WITH THE DMAS APPEALS DIVISION 
THROUGH ONE OF THE FOLLOWING METHODS: 
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• THROUGH THE APPEALS INFORMATION MANAGEMENT SYSTEM 
(“AIMS”) AT HTTPS://WWW.DMAS.VIRGINIA.GOV/APPEALS/. FROM THERE 
YOU CAN FILL OUT AN INFORMAL APPEAL REQUEST, SUBMIT 
DOCUMENTATION, AND FOLLOW THE PROCESS OF YOUR APPEAL. 

 

• THROUGH MAIL, EMAIL, OR FAX.  YOU CAN DOWNLOAD A 
MEDICAID PROVIDER APPEAL REQUEST FORM AT 
HTTPS://WWW.DMAS.VIRGINIA.GOV/APPEALS/.  YOU CAN USE THAT 
FORM OR A LETTER TO FILE THE INFORMAL APPEAL.  THE APPEAL 
REQUEST MUST IDENTIFY THE ISSUES BEING APPEALED. THE REQUEST 
CAN BE SUBMITTED BY:  

o MAIL OR DELIVERY TO: APPEALS DIVISION, DEPARTMENT OF 
MEDICAL ASSISTANCE SERVICES, 600 E. BROAD STREET, RICHMOND, VA 
23219; 

o EMAIL TO APPEALS@DMAS.VIRGINIA.GOV; OR 

o FAX TO (804) 452-5454. 

 

THE DEPARTMENT OF MEDICAL ASSISTANCE SERVICES NORMAL 
BUSINESS HOURS ARE FROM 8:00 A.M. TO 5:00 P.M. EASTERN TIME. ANY 
DOCUMENTATION OR CORRESPONDENCE SUBMITTED TO THE DMAS 
APPEALS DIVISION AFTER 5:00 P.M. WILL BE DATE STAMPED ON THE 
NEXT DAY THE DEPARTMENT IS OFFICIALLY OPEN. ANY DOCUMENT 
THAT IS FILED WITH THE DMAS APPEALS DIVISION AFTER 5:00 P.M. ON 
THE DEADLINE DATE WILL BE UNTIMELY.  

 

ANY PROVIDER APPEALING A DMAS INFORMAL APPEAL DECISION MUST 
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FILE A WRITTEN NOTICE OF FORMAL APPEAL WITH THE DMAS APPEALS 
DIVISION WITHIN 30 CALENDAR DAYS OF THE PROVIDER’S RECEIPT OF 
THE DMAS INFORMAL APPEAL DECISION.  THE NOTICE OF FORMAL 
APPEAL MUST IDENTIFY EACH ADJUSTMENT, PATIENT, SERVICE DATE, 
OR OTHER DISPUTED MATTER THAT THE PROVIDER IS APPEALING.  
FAILURE TO FILE A WRITTEN NOTICE OF FORMAL APPEAL WITHIN 30 
CALENDAR DAYS OF RECEIPT OF THE INFORMAL APPEAL DECISION WILL 
RESULT IN DISMISSAL OF THE APPEAL.   THE NOTICE OF APPEAL MUST 
BE TRANSMITTED THROUGH THE SAME METHODS LISTED ABOVE FOR 
INFORMAL APPEALS.  

 

THE PROVIDER MAY APPEAL THE FORMAL APPEAL DECISION TO THE 
APPROPRIATE CIRCUIT COURT IN ACCORDANCE WITH THE APA AT THE 
CODE OF VIRGINIA § 2.2-4025, ET SEQ. AND THE RULES OF COURT. 

 

THE PROVIDER MAY NOT BILL THE MEMBER FOR COVERED SERVICES 
THAT HAVE BEEN PROVIDED AND SUBSEQUENTLY DENIED BY DMAS. 

 

REPAYMENT OF IDENTIFIED OVERPAYMENTS 

 

PURSUANT TO § 32.1-325.1 OF THE CODE OF VIRGINIA, DMAS IS 
REQUIRED TO COLLECT IDENTIFIED OVERPAYMENTS.  REPAYMENT 
MUST BE MADE UPON DEMAND UNLESS A REPAYMENT SCHEDULE IS 
AGREED TO BY DMAS.  WHEN LUMP SUM CASH PAYMENT IS NOT MADE, 
INTEREST SHALL BE ADDED ON THE DECLINING BALANCE AT THE 
STATUTORY RATE, PURSUANT TO THE CODE OF VIRGINIA, § 32.1-313.1. 
REPAYMENT AND INTEREST WILL NOT APPLY PENDING THE 
ADMINISTRATIVE APPEAL.  REPAYMENT SCHEDULES MUST ENSURE 
FULL REPAYMENT WITHIN 12 MONTHS UNLESS THE PROVIDER 
DEMONSTRATES, TO THE SATISFACTION OF DMAS, A FINANCIAL 
HARDSHIP WARRANTING EXTENDED REPAYMENT TERMS. 
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STATE-OPERATED PROVIDER 

 

THE FOLLOWING PROCEDURES WILL BE AVAILABLE TO STATE-
OPERATED PROVIDERS WHEN DMAS TAKES ADVERSE ACTION WHICH 
INCLUDES TERMINATION OR SUSPENSION OF THE PROVIDER 
AGREEMENT OR DENIAL OF PAYMENT FOR SERVICES RENDERED. 
STATE-OPERATED PROVIDER MEANS A PROVIDER OF MEDICAID 
SERVICES THAT IS ENROLLED IN THE MEDICAID PROGRAM OPERATED BY 
THE COMMONWEALTH OF VIRGINIA. 

 

A STATE-OPERATED PROVIDER HAS THE RIGHT TO REQUEST A 
RECONSIDERATION OF ANY ISSUE THAT WOULD BE OTHERWISE 
ADMINISTRATIVELY APPEALABLE UNDER THE STATE PLAN BY A NON-
STATE OPERATED PROVIDER. THIS IS THE SOLE PROCEDURE 
AVAILABLE TO STATE-OPERATED PROVIDERS. 

 

THE RECONSIDERATION PROCESS WILL CONSIST OF THREE PHASES: AN 
INFORMAL REVIEW BY THE DIVISION DIRECTOR, A FURTHER REVIEW BY 
THE DMAS AGENCY DIRECTOR, AND A SECRETARIAL REVIEW. FIRST, 
THE STATE-OPERATED PROVIDER MUST SUBMIT TO THE APPROPRIATE 
DMAS DIVISION DIRECTOR WRITTEN INFORMATION SPECIFYING THE 
NATURE OF THE DISPUTE AND THE RELIEF SOUGHT. THIS REQUEST 
MUST BE RECEIVED BY DMAS WITHIN 30 CALENDAR DAYS AFTER THE 
PROVIDER RECEIVES A NOTICE OF PROGRAM REIMBURSEMENT (NPR), 
NOTICE OF PROPOSED ACTION, FINDINGS LETTER, OR OTHER DMAS 
NOTICE GIVING RISE TO A DISPUTE. IF A REIMBURSEMENT ADJUSTMENT 
IS SOUGHT, THE WRITTEN INFORMATION MUST INCLUDE THE NATURE OF 
THE ADJUSTMENT SOUGHT, THE AMOUNT OF THE ADJUSTMENT SOUGHT 
AND THE REASON(S) FOR SEEKING THE ADJUSTMENT. THE DIVISION 
DIRECTOR OR HIS/HER DESIGNEE WILL REVIEW THIS INFORMATION, 
REQUESTING ADDITIONAL INFORMATION AS NECESSARY. IF EITHER 
PARTY SO REQUESTS, AN INFORMAL MEETING MAY BE ARRANGED TO 
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DISCUSS A RESOLUTION. 

 

ANY DESIGNEE MUST THEN RECOMMEND TO THE DIVISION DIRECTOR 
WHETHER RELIEF IS APPROPRIATE IN ACCORDANCE WITH APPLICABLE 
LAWS AND REGULATIONS. THE DIVISION DIRECTOR SHALL CONSIDER 
ANY RECOMMENDATION OF HIS/HER DESIGNEE AND RENDER A 
DECISION. 

 

THE SECOND STEP PERMITS A STATE-OPERATED PROVIDER TO 
REQUEST, WITHIN 30 DAYS AFTER RECEIPT OF THE DIVISION DIRECTOR’S 
DECISION, THAT THE DMAS AGENCY DIRECTOR OR HIS/HER DESIGNEE 
REVIEW THE DECISION OF THE DIVISION DIRECTOR. THE DMAS AGENCY 
DIRECTOR HAS THE AUTHORITY TO TAKE WHATEVER MEASURES 
HE/SHE DEEMS APPROPRIATE TO RESOLVE THE DISPUTE. 

 

THE THIRD STEP, WHERE THE PRECEDING STEPS DO NOT RESOLVE THE 
DISPUTE TO THE SATISFACTION OF THE STATE- OPERATED PROVIDER, 
PERMITS THE PROVIDER TO REQUEST, WITHIN 30 DAYS AFTER RECEIPT 
OF THE DMAS AGENCY DIRECTOR’S DECISION, THAT THE DMAS AGENCY 
DIRECTOR REFER THE MATTER TO THE SECRETARY OF HEALTH AND 
HUMAN RESOURCES AND ANY OTHER CABINET SECRETARY, AS 
APPROPRIATE. ANY DETERMINATION BY SUCH SECRETARY OR 
SECRETARIES MUST BE FINAL. 

 

CLIENT APPEALS 

FOR CLIENT APPEALS INFORMATION, SEE CHAPTER III. 
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