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PROVIDER ENROLLMENT  

A Participating Provider Is A Person Or Organization Who Has A Current, Signed 
Participation Agreement With DMAS.   
 
Effective April 4, 2022 All Newly Enrolling Providers Seeking To Participate With Medicaid 
Managed Care Or Fee-For-Service (FFS) Must Be Screened And Enrolled 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 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 
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Other Actions Or Information Indicating That The Individual May Pose A Risk To 
The Health, Safety Or Welfare Of Medicaid Members.   

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. 

PARTICIPATION IN MANAGED CARE AND FEE FOR SERVICE (FFS)  

Any Provider Of Services Must Be Enrolled With DMAS Prior To Billing For Services 
Rendered To Eligible Individuals, Including Individuals Enrolled In Either FFS Or Medicaid 
Managed Care. 
 
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, Service 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. For Providers To Participate With One Of DMAS’ Contracted 
Mcos, They Must Also Become A Participating Provider In The MCO’s Network.  
 
Please Visit The DMAS Website At Https://Vamedicaid.Dmas.Virginia.Gov/Provider  For 
More Information On Participation With The Medicaid FFS And Managed Care Programs 
 
Carved-Out Services 
 
Regardless Of An Individual’s MCO Enrollment, Some Services Are “Carved-Out” Of The 
Managed Care Program And Are Paid Directly By DMAS Using FFS Methodology. 
Providers Must Follow The FFS Rules In These Instances. 
 

https://vamedicaid.dmas.virginia.gov/provider
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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 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. 
 
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 

 

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. 
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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.  
 
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 

 

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.  
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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. 
 
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 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. 
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• 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. 
 

• 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 Medicaid Program Policy, 
Providers Are Required To Ensure That Medicaid Is Not Paying For Any Items Or 
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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, 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. 
 

https://oig.hhs.gov/exclusions/
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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 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. 

 
• 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 



Provider Manual Title: Transportation                   Revision Date: 7/17/2025 
Chapter II: Provider Participation Requirements Page: 9 
______________________________________________________________________________ 

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 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 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. 
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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: 
 

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 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 
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There Are Two Types Of Appeals – Client And Provider. In A Client Appeal, The Patient, 
Their Parent Or Guardian, Or An Authorized Representative Has The Right To Appeal 
For Services Not Yet Rendered. Please Refer To Chapter III For More Details On The 
Client Appeal Process. In A Provider Appeal, A Provider Or Its Authorized 
Representative Has The Right To Appeal. 

An Appeal Is An Independent Review Of An Adverse Decision Taken By DMAS, A 
DMAS Contractor, Or Another Agency On Behalf Of DMAS. For Provider Appeals, An 
Adverse Action Can Be: 

1. Any Negative Action On Payment For A Service The Provider Has Already 

Given To The Patient. A Negative Action Can Be: (A) A Termination, 

Suspension, Reduction, Or Denial Of Authorization; (B) A Claim Denial; Or (C) 

An Audit Determination. 

2. Denial Or Termination Of Enrollment As A DMAS Participating Provider.  

Appeals Are Processed In Accordance With The Virginia Administrative Process Act At 
Code Of Virginia § 2.2-4000 Et Seq., Code Of Virginia § 32.1-325.1, And Virginia 
Medicaid’s Provider Appeal Regulations At 12 VAC 30-20-500 Et Seq. 

 PROVIDER APPEALS: NON-STATE-OPERATED PROVIDERS 

The Following Procedures Apply To All Providers Not Operated By The 
Commonwealth. 

Before The Appeal: Reconsideration Requirements 

If An MCO, Acentra, Or Dentaquest Took The Adverse Action, The Provider Must 
Exhaust The Reconsideration Process With That Contractor Before The Provider Can 
Appeal With DMAS. DMAS Will Dismiss Appeal Requests Made Before The Final 
Reconsideration. If The Reconsideration Is Final, The Notification Letter Will State So 
And Include Instructions On How To Request An Appeal With DMAS.  

If DMAS Took The Adverse Action, The Provider Must Request Reconsideration If The 
Action Involves A DMAS Claim Under The Enhanced Ambulatory Patient Grouping 
(EAPG) Payment Methodology Or A Claimcheck Denial. The Deadline To Request 
Reconsideration For These Claims Is 30 Days From When The Provider Received 
Written Notice Of The Adverse Action. The Provider Must Include All Supporting 
Documentation With The Reconsideration Request.  

Address The EAPG Or Claimcheck Reconsideration Request To The Program 
Operations Division At The Following Address: 

Program Operations Division 
 Department Of Medical Assistance Services 
600 East Broad Street, Richmond, Virginia 23219 

The Program Operations Division Will Review The Reconsideration Request And 
Provide A Written Response.  

If The Reconsideration Partially Or Completely Upholds The Adverse Action, Or 
Reconsideration Is Not Required, The Provider May Request An Informal Appeal With 
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The DMAS Appeals Division.  

Stages Of Provider Appeals 

There Are Two Stages Of Provider Appeals: Informal And Formal. For Informal 
Appeals, An Informal Appeals Agent Conducts An Impartial Review Of The Adverse 
Action.  

For Formal Appeals, A Hearing Officer Is Selected From A List Maintained By The 
Supreme Court Of Virginia. That Hearing Officer Sends A Recommended Decision To 
The Agency Director, Who Then Makes The Final Decision. An Informal Appeal 
Decision Must Be Issued Before A Provider Can Request A Formal Appeal. 

Appeal Requests 

How To Request An Appeal 

Providers Must Request An Appeal In Writing. To Request An Appeal, Providers May: 
1. Use The Appeals Information Management System (“AIMS”) Portal. The 

Portal Is At Www.Dmas.Virginia.Gov/Appeals. 

2. Email The Appeal Request To Appeals@Dmas.Virginia.Gov. 

3. Fax The Appeal Request To DMAS At (804) 452-5454. 

4. Mail Or Bring The Appeal Request To: Appeals Division, Department Of 

Medical Assistance Services, 600 E. Broad Street, Richmond, VA 23219. 

Address The Appeal Request To The DMAS Appeals Division. Do Not Address The 
Request To An MCO, DMAS Contractor, Or Other DMAS Division. 

Required Information 

The Appeals Division Has An Appeal Request Form At: 
Https://Dmas.Virginia.Gov/Appeals/Provider-Appeals-Resources/    

If A Provider Does Not Use AIMS Or The DMAS Appeal Request Form To Request An 
Appeal, The Provider Must Include The Same Information, In Writing, With Its Appeal 
Request. Providers Must Identify Their Submission As An Appeal Request. 

All Appeal Requests Must Include: 

 

An Appeal Request Must Also Include The Following, If Applicable: 

• The Member/Patient’s Name • The Patient’s Medicaid ID Number 

• The Claim Number • The Date Or Dates Of Service At Issue 

• The Service Authorization 
Number 

• The Final Denial Notice, If Available 

• The Enrollment Termination  

• The Provider’s Name 

• A Contact Name, Phone 
Number, And Mailing Address.  
An Email Address Is Also 
Helpful, But Not Required 

• An Explanation Of What Adverse Action The 
Provider Is Appealing 

• The Provider’s National Provider 
Identification (NPI) Number 

mailto:appeals@dmas.virginia.gov
https://dmas.virginia.gov/appeals/provider-appeals-resources/
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Letter 
The Appeals Division Will Only Process Appeal Requests That Contain All Of The 
Required Information Listed Above. The Appeals Division Will Not Process Requests That 
Only Include Medical Records And/Or Claim Forms. The Appeals Division Will Not 
Accept Appeal Requests Submitted Through Digital Media, Such As Cds, Flash Drives, 
Or Memory Cards. 

Multiple Appeal Requests 

If A Provider Submits More Than One Appeal Request At The Same Time, The Provider 
Must Separate Or Organize The Requests Using One Of The Following Methods: 

• Tabs • Staples 

• Rubber Bands • Paper Clips 

• Binder Clips • Indexes 

• Tables Of Contents  

The Appeals Division Will Only Process The Action Identified On The First Document 
Of The Group Appeal Unless The Appeal Requests Are Separated Or Organized Using 
One Of These Methods.  

Filing Date 

A Provider’s Appeal Request Is Filed When The DMAS Appeals Division Date Stamps 
The Request. DMAS Currently Accepts Items Transmitted By United States Mail, 
Courier Or Other Hand Delivery, Facsimile, Electronic Mail, Or Electronic Submission, 
Including AIMS.  When DMAS Or A Provider Uses AIMS, AIMS Will Electronically Date 
Stamp An Item When It Completes Transmission To The Appeals Division.  

When A Provider Uses Email Or Facsimile, The Appeals Division Date Stamps An Item 
On The Date And Time Of Transmission.  

If The DMAS Appeals Division Receives The Item Through Other Means, Such As 
United States Mail Or Hand Delivery, The Appeals Division Will Physically Stamp The 
Item Upon Receipt.  

The Department Of Medical Assistance Services’ Normal Business Hours Are From 
8:00 
A.M. To 5:00 P.M. Eastern Time. If A Provider Submits Documents Or Correspondence 
To The DMAS Appeals Division After 5:00 P.M., DMAS Will Date Stamp The Document 
Or Correspondence On The Next Day The Department Is Officially Open. If A Provider 
Sends A Document To The DMAS Appeals Division After 5:00 P.M. On The Deadline 
Date, It Is Untimely. 

Communication Options 

The Appeals Division Will Send All Documents And Correspondence To The Last 
Known Point Of Contact Associated With The Appeal. A Provider May Change Its Point 
Of Contact Using The Same Communication Methods Allowed For Appeal Requests.  

Providers Who Use AIMS Have The Choice To Receive Correspondence From The 
Appeals Division Through Mail Or Email. Providers Who Do Not Use AIMS Will Only 
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Receive Correspondence From The Appeals Division Through Mail. 

Email 

If A Provider Chooses To Receive Email Notifications, The Provider Must Register For 
An AIMS Account. The Appeals Division Will Send An Email Notification To The 
Provider’s Point Of Contact When An Item Is Ready To Review In AIMS. The Appeals 
Division Will Not Directly Email Electronic Copies Of Documents Or Correspondence 
To The Provider’s Point Of Contact. The Appeals Division Presumes The Point Of 
Contact Receives All Items When The Appeals Division Sends The Email Notification 
To The Point Of Contact.  

If A Provider Has Trouble Using AIMS, Call The AIMS Help Desk At 804-486-2865. 

Mail 

If A Provider Chooses To Receive Correspondence Through Mail, The Appeals Division 
Will Send All Correspondence And Documents To The Provider’s Point Of Contact 
Through United States Mail. The Appeals Division Presumes The Point Of Contact 
Receives All Documents And Correspondence Within Three Days After Transmission 
Through Mail. The Correspondence And Documents Will Also Be Available To Review 
In AIMS.  

Administrative Dismissals 

Informal Appeals 

The Appeals Division Will Administratively Dismiss An Informal Appeal If: 

• A Provider Fails To Request An Informal Appeal Before The Applicable 

Deadline. 

• DMAS Requests Proof That An Individual Or Entity Is Authorized To Pursue 

The Appeal And The Provider Does Not Return The Required Paperwork By 

The Deadline. 

• A Provider Has Not Exhausted The DMAS Or Contractor’s Reconsideration, 

Review, Or Internal Appeal Process, If The Process Is Required Before Filing 

A DMAS Informal Appeal. 

An Administrative Dismissal Is An Informal Appeal Decision Dismissing The Informal 
Appeal Without Any Further Proceedings. If A Provider’s Informal Appeal Results In An 
Administrative Dismissal, The Provider Will Have The Right To Appeal The Dismissal. 

Formal Appeals 

The Appeals Division Cannot Administratively Dismiss Formal Appeals.  

Appeal Request Timeframes 

Informal Appeals 

The Informal Appeal Request Timeframe Begins When A Provider Receives Notice Of 
The Adverse Action. The Appeal Request Deadline Depends On The Type Of Appeal 
The Provider Requests.  
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The Deadline To Request An Appeal Of A DMAS Provider Agreement Termination Is 15 
Calendar Days. 

The Deadline To Request An Appeal Of Adjustments To A Cost Report Is 90 Calendar 
Days. 

The Deadline Is 30 Calendar Days For: 

• Any Payment-Related Action That Does Not Involve Adjustments To A Cost 

Report. 

• Any Other Adverse Action Not Stated Above. 

Formal Appeals 

Any Provider Appealing A DMAS Informal Appeal Decision Must File A Written Notice 
Of Formal Appeal With The DMAS Appeals Division. The Formal Appeal Request Must 
Identify The Informal Case(S) That Are Being Appealed.  The Deadline Is 30 Calendar 
Days From The Provider’s Receipt Of The DMAS Informal Appeal Decision. 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. 

Circuit Court 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 The Supreme Court Of Virginia. 

Repayment 

Virginia Code § 32.1-325.1 Requires DMAS To Collect Identified Overpayments. 
Repayment Must Be Made Upon Demand Unless DMAS Agrees To A Repayment 
Schedule. If A Provider Does Not Repay DMAS In A Lump Sum Cash Payment, DMAS 
Will Add Interest On The Declining Balance At The Statutory Rate, Pursuant To Va. 
Code § 32.1-313.1. Repayment Schedules Must Ensure Full Repayment Within 12 
Months Unless The Provider Demonstrates A Financial Hardship Warranting Extended 
Repayment Terms. The Provider Must Demonstrate The Hardship To The Satisfaction 
Of DMAS. 

DMAS And Associated Contractors (E.G. Mcos) Cannot Collect Repayment Or Apply 
Interest During The Administrative Appeal.  

The Provider Must Not Bill The Member For Covered Services That Have Been 
Provided And Subsequently Denied By DMAS. 

PROVIDER APPEALS: STATE-OPERATED PROVIDERS 

The Following Procedures Apply To All Medicaid-Enrolled Providers Operated By 
DMAS. 

Reconsideration 

A State-Operated Provider Has The Right To Request A Reconsideration Of Any Issue 
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That The State Plan Allows A Non-State Operated Provider To Appeal. This Is The Sole 
Procedure Available To State-Operated Providers. 

The Reconsideration Process Has Three Steps:  
1. An Informal Review By The Division Director. 

2. A Review By The DMAS Agency Director. 

3. A Secretarial Review.  

1. Informal Review 

For Step One, The State-Operated Provider Must Submit Written Information Specifying 
The Nature Of The Dispute And The Relief Sought To The Appropriate DMAS Division 
Director. DMAS Must Receive This Request 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 Provider Seeks A Reimbursement Adjustment, The Written Information Must 
Include The Nature Of The Adjustment, The Amount Of The Adjustment, And The 
Reason(S) For Seeking The Adjustment. Upon Request By Either Party, DMAS May 
Arrange An Informal Meeting To Discuss A Resolution. 

The Division Director Or A Designee Will Review The Information And Request 
Additional Information If Necessary. The Designee Will Then Recommend To The 
Division Director Whether Relief Is Appropriate Under Applicable Laws And 
Regulations. The Division Director Shall Consider Any Recommendation Of The 
Designee And Render A Decision. 

2. Agency Director Review 

Step Two Permits A State-Operated Provider To Request The DMAS Agency Director 
Review The Division Director’s Decision. The State-Operated Provider Must Request 
The Agency Director’s Review Within 30 Days After Receipt Of The Division Director’s 
Decision. The DMAS Agency Director May Appoint A Designee To Review The Division 
Director’s Decision. The DMAS Agency Director Has The Authority To Take Whatever 
Measures The Agency Director Deems Appropriate To Resolve The Dispute. 

3. Secretarial Review 

Step Three Occurs When The Preceding Steps Do Not Resolve The Dispute To The 

Satisfaction Of The State-Operated Provider. Step Three Permits The Provider To 

Request The DMAS Agency Director Refer The Matter To The Secretary Of Health And 

Human Resources And Any Other Cabinet Secretary, As Appropriate. The State-

Operated Provider Must Request Referral For Secretarial Review Within 30 Days After 

Receipt Of The DMAS Agency Director’s Decision. Any Determination By Such Secretary 

Or Secretaries Is Final. 
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EMERGENCY AND NON-EMERGENCY AIR AND GROUND AMBULANCE, AND 
NEONATAL TRANSPORT PROVIDER ENROLLMENT 

Virginia Emergency And Non-Emergency Air And Ground Ambulance, Neonatal 
Transport Providers Must Be Enrolled With The Department Of Medical Assistance 
Services (DMAS) Prior To Billing For Any Services Provided  To  Medicaid  Members.  In 
Order For  Air,  Ground,  And  Water  Ambulance Providers To Bill For Members Enrolled 
With An MCO Plan Providers Must Also Be Enrolled With That MCO Plan. Contact The 
MCO Plan For Enrollment Requirements. 
 
He Air Ambulance, Emergency And Non-Emergency Ground Ambulance, And Neonatal 
Transport Provider Participation Agreement And Enrollment Packet For All Ambulance 
Services Can Be Found At: 
 Https://Www.Dmas.Virginia.Gov/For-Providers/Medicaid-Enterprise-System/Fee-For-
Service-Providers/. 
 
 
 
 
The Transportation Manual Consists Of Six Chapters. Specific Chapters In The Manual 
Contain Instructions For Billing And Specific Details Concerning The Medicaid Program. 
Providers Must Comply With All Sections Of This Manual To Maintain Continuous 
Participation In The Medicaid Program. The Transportation Manual Link Is: 
 Https://Vamedicaid.Dmas.Virginia.Gov/Manuals/Transportation-Manual.  
 
The Health Insurance Portability And Accountability Act Of 1996 (HIPAA) Mandated That 
The Secretary Of Health And Human Services Adopt A Standard Unique Health Identifier 
For Healthcare Providers. Providers Of Medical And Health Services For Medicaid 
Members Must Obtain A National Provider Identifier (NPI) And Submit The NPI To DMAS. 
The NPI Replaces All Previously Assigned Medicaid Provider Numbers And Must Be 
Included On All Claims And Correspondence Submitted To Medicaid. 

NON-EMERGENCY MEDICAL TRANSPORTATION (NEMT) PROVIDER 
ENROLLMENT 

DMAS Has Contracted With A Broker To Manage The Fee-For-Service (FFS) Non-
Emergency Medical Transportation Program (NEMT) For The Commonwealth Of Virginia. 
All FFS Non- Emergency Transportation Providers Must Enroll With The FFS NEMT 
Broker. The FFS NEMT Broker Provider Enrollment Contact Telephone Number Is 1-866-
810-8305 X2645. DMAS Does Not Enroll NEMT Providers Directly. NEMT Providers Must 
Enroll With The FFS Broker, MCO Broker(S) Or MCO Plan Internal Transportation 
Program For NEMT Provider Enrollment. In Order To Transport Members NEMT Provider 
Must Meet FFS Or MCO Provider, Driver, And Vehicle, Driver Requirements. FFS NEMT 
Provider, Driver, And Vehicle Requirements Can Be Found At:  
Https://Www.Dmas.Virginia.Gov/Media/3090/Dmas-Nemt-Ffs-And-Mco-

https://www.dmas.virginia.gov/for-providers/medicaid-enterprise-system/fee-for-service-providers/
https://www.dmas.virginia.gov/for-providers/medicaid-enterprise-system/fee-for-service-providers/
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Provider-Enrollment.Pdf . 
 
Managed Care Organizations (MCO) Either Contract With A Transportation Broker Or 
Have Internal Transportation Services. Please Contact The MCO For Information On 
Contacting With Their Broker Or Internal Transportation Services. The Information Can 
Be Found At:  
H t t p s : / / W w w . D m a s . V i r g i n i a . G o v / M e d i a / 3 0 9 0 / D m a s - N e m t - F f s -
A n d - M c o - P r o v i d e r - E n r o l l m e n t . P d f . 
 
All NEMT Providers And Volunteer Drivers Must Have An NPI And Taxonomy Code Prior 
To Enrollment. The Seven Types Of Transportation Providers In The NEMT Program Are: 
 

• Sedan/Taxi For Ambulatory  

• Wheelchair Transportation 

• Non-Emergency Ambulance 

• Stretcher Van 

• Non-Emergency Neonatal Transports  

• Volunteer Drivers 

• Transportation Network Companies (TNC - DMAS Type 1 And Type 2) 
 
Volunteer Driver For Non-Emergency Medical Transportation 
 
DMAS Has Contracted With A Broker To Manage Non-Emergency Medical 
Transportation. The Broker Has A Volunteer Driver Program In Which “Certified” 
Volunteers Receive Mileage Reimbursement For Transporting Medicaid Eligible 
Members To Medicaid Covered Services. Volunteer Drivers Must Complete The 
Volunteer Driver Training Program And Have Their Vehicles Inspected By The Broker 
Prior To Transporting Medicaid Members. All Volunteer Driver Trips Are Assigned And 
Paid For By The Broker. 
 
For Information On Being A FFS Volunteer Driver Please Contact The FFS NEMT Broker 
At 1-866-810-8305 X2645. 

MANAGED CARE ORGANIZATION (MCO) TRANSPORTATION PROVIDER 
ENROLLMENT 

Virginia Medicaid Enrolls Eligible Medicaid Members In Managed Care Organizations 
(MCO). Eligible FFS And MCO Members Receive Emergency Air And Ground 
Ambulance And Non-Emergency Transportation Services Through Either MCO 
Transportation Broker, MCO Internal Transportation Service Or Directly Through The 
MCO. Please Contact The MCO For Transportation Questions MCO Contacts Can Be 
Found At: 
Https://Www.Dmas.Virginia.Gov/Media/3090/Dmas-Nemt-Ffs-And-Mco-Provider-
Enrollment.Pdf.  
 



Provider Manual Title: Transportation                   Revision Date: 7/17/2025 
Chapter II: Provider Participation Requirements Page: 19 
______________________________________________________________________________ 

All FFS And MCO Air Ambulance, Emergency Ground, And Non-Emergency Ground 
Ambulance Providers Must Enroll With DMAS Prior To Enrolling With A MCO Or 
Transporting Members. DMAS Ambulance Provider Enrollment Information Can Be 
Found At: 
Https://Vamedicaid.Dmas.Virginia.Gov/Provider nemt Providers That Want To 
Do Business With Mcos Must Contact The MCO Directly For MCO Provider Enrollment. 
 
DMAS Does Not Enroll NEMT Providers Directly. Please Contact The FFS Broker, MCO 
Broker(S) Or MCO Plan Internal Transportation Program For NEMT Provider Enrollment. 

PARTICIPATION CONDITIONS (TRANSPORT) 

All Providers Enrolled In The Virginia Medicaid Program Must Adhere To The Conditions 
Of Participation Outlined In Their Individual Provider Agreements. The Paragraphs, 
Which Follow Outline Special Participation Conditions, Which Must Be Agreed To By 
Certain Types Of Providers. 
 
Emergency Air And Emergency Ground Ambulance Service Providers 
 
Emergency And Non-Emergency Ambulance Operators Who Are Certified By The Office 
Of Emergency Medical Service (OEMS) Of The State Department Of Health Become 
Enrolled As Participating Providers By Executing An Agreement With The Department Of 
Medical Assistance Services. 
 
All Emergency Air Ambulance, Emergency And Non-Emergency Ground Ambulance 
Providers Must Sign An Agreement With Medicaid. Other Applicable Requirements Are 
As Follows: 
 

• A Copy Of The Office Of Emergency Medical Services Certification Is Required 
For A Ground Ambulance And Neonatal Transport Services. 

 

• A Copy Of The FAA 135 Air Ambulance Certification Is Required For Emergency 
Air Ambulance Services. 

 
Upon Receipt Of The Required Documents, The Provider Will Use Their NPI And 
Taxonomy Code Numbers When Submitting Claims. 
 
Not All FFS Non-Emergency Ground Ambulance Services Are Billed Directly To DMAS. 
However, Non-Emergency Ambulance Providers Must Meet DMAS Requirements Before 
Enrolling With The FFS Broker, MCO Broker(S) Or Internal Transportation Services. 
 
 


